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March I, 1943. 


The Honourable Ian A. Mackenzie, P.C., M.A., LL.B., K.C., M.P., 


Minister of Pensions and National Health. 


Sir: 


I have the honour to transmit herewith the Report of the Advisory Committee 
on Health Insurance appointed by Order in Council of February 5th, 1942 (P.C. 836). 


I have the honour to be, 
Sir, 


Your obedient servant, 


J. J. HEAGERTY, 


Chairman. 
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P.C. 836 
AT THE GOVERNMENT HOUSE AT OTTAWA 
THURSDAY, the 5th day of FEBRUARY, 1942. 
PRESENT: 


Tue Deputy or His ExceELLeENcy 


Tue GoveRNOoR GENERAL IN COUNCIL: 


WHEREAS subsections (a), (hk), and (2) of section 9 of the Department of 
Pensions and National Health Act provide as follows: 


“The duties and powers of the Minister under this Part shall extend to 
and include all matters and questions relating to the promotion or preservation 
of the health of the people of Canada over which the Parliament of Canada has 
jurisdiction, and, without restricting the generality of the foregoing, particularly 
the following matters and subjects:— 


(a) Co-operation with the provincial, territorial, and other health authorities 
with a view to the co-ordination of the efforts proposed or made for 
preserving and improving the public health, the conservation of child 
life and the promotion of child welfare; 


(hk) Subject to the provisions of the Statistics Act, the collection, publication 
and distribution of information relating to the public health, improved 
sanitation and the social and industrial conditions affecting the health 
and lives of the people; 


(2) Such other matters relating to health as may be referred to the Depart- 
ment by the Governor in Council;” 


AND WHEREAS the subject of health insurance has been discussed on numerous 
occasions in the House of Commons and therein urged for adoption; 


AND WHEREAS on the 21st March, 1928 a motion was adopted by the House 
of Commons “that, in the opinion of this House, the Select Standing Committee on 
Industrial and International Relations be authorized to investigate and report on 
insurance against. unemployment, sickness and invalidity.”’; 


AND WHEREAS the Committee appointed under said authority in a report 
presented to the House of Commons on the Ist June, 1928 stated, with regard to 
relative legislative jurisdiction, as follows: 


“That the evidence of the Justice Department makes it clear that the 
responsibility for such legislation rests on the provincial authorities, it being 
within their jurisdiction under the provisions of the British North America Act; 
but that it would be within the power of Parliament to contribute by grant to 
such provinces as adopted such legislation, following the precedents set in the 
matter of technical education, highway-construction, and, more recently, the 


Old Age Pension Act.” 
VII 


Vill 


AND WHEREAS on the Ist May, 1929, the said Committee on Industrial and 
International Relations in their second report made the following recommendations: 


“(a) That with regard to sickness insurance, the Department of Pensions and 
National Health be requested to initiate a comprehensive survey of the field 
of public health, with special reference to a national health programme. 
In this, it is believed that it would be possible to secure the co-operation 
of the provincial and municipal health departments, as well as the organized 
medical: profession. ot M hae 


(b) That in the forthcoming census, provision should be made for the securing 
of the fullest possible data regarding the extent of unemployment and 
sickness, and that this should be compiled and published at as early a date 
as possible.” 


AND WHEREAS the Dominion Council of Health at its sessions held on the 
28th, 30th and 3lst May, 1932, passed a resolution urging the implementing of the 
recommendation contained in clause (a) referred to in the immediately preceding 
paragraph hereof. bh 


NOW, THEREFORE, The Deputy of His Excellency the Governor General in 
Council, on the recommendation of the Minister of Pensions and National Health, 
and under the authority of The Department of Pensions and National Health Act, 
and notwithstanding anything contained in any other Act or regulations, is pleased 
to order and doth hereby order and direct,— 


(1) That the Health Branch of the Department of Pensions and National Health 
under the direction of the Director of Public Health Services shall continue 
the study of health insurance with a view to formulating a health insurance 
plan; 


(2) That for the better carrying out of said purpose, there shall be a special 
committee to be known as The Advisory Committee on Health Insurance 
consisting of not less than ten and not more than eleven members who shall 
serve as members of said Committee without remuneration; 


(3) That the Director of Public Health Services shall be a member of said Com- 
mittee and be the permanent chairman thereof ; 


(4) That the said Committee shall consist, at present, in addition to the said 
Director of Public Health Services, of the following persons: 


Dr. L. C. Marsh, Research Adviser, Department of Pensions and National 
Health; 


Mr. A. D. Watson, Chief Actuary, Department of Insurance; 

Mr. J. C. Brady, Chief, Institutional Statistics, Bureau of Statistics; 
Mr. 8S. B. Smith, Chief, Business Statistics, Bureau of Statistics; 

Miss M. E. K. Roughsedge, Employment Statistics, Bureau of Statistics; 
Mr. J. R. Munro, Chief, Financial Statistics, Bureau of Statistics; 

Mr. J. T. Marshall, Chief, Vital Statistics, Bureau of Statistics; 


Mr. W. G. Gunn, Departmental Solicitor, Department of Pensions and 
National Health; 


Mr. C. E. Stevens, Employees’ Compensation Branch, Department of 
Transport. 


(5) That the duties of said Committee shall be to study all factual data relating 
to health msurance and to advise and report thereon to the Minister of 
Pensions and National Health; 


IX 


(6) That Dr. Robert D. Defries, scientific adviser on public health to the 
Dominion Council of Health, shall be honorary adviser to said Committee, 
and be entitled to receive his actual.and necessary out-of-pocket expenses 
while absent from his place of residence for the purpose of attending on 
‘said Committee; 


(7) That the Department of Pensions and National Health may, subject to the 
approval of the Treasury Board, if and when required, employ the full 
time services of a Research Assistant and an Economist as well as other 
appropriate personnel; 


(8) That all expenditures iWeurred for the purposes aforesaid be chargeable 
against funds provided under the War Appropriation Act. 
(Sgd.) A. D. P. HEENEY, 
Clerk of the Privy Council. 


P.C. 1759 


AT THE GOVERNMENT HOUSE AT OTTAWA 
MONDAY, the 9th day of MARCH, 1942. 


PRESENT: 


His ExcEeELLEeNcy 


Tue GovERNOR GENERAL IN COUNCIL: 


WHEREAS there was constituted by Order in Council of the 5th February, 
1942 (P.C. 836), a Committee to be known as the Advisory Committee on Health 
Insurance consisting of not less than ten and not more than eleven members who 
shall serve as members of the Committee without remuneration; the duties of the 
said Committee to be to study all factual data relating to Health Insurance and to 
advise and report thereon to the Minister of Pensions and National Health; 


AND WHEREAS by the said Order in Council, ten persons were appointed to 
be members of the said Advisory Committee; 


AND WHEREAS the Minister of Pensions and National Health reports that 
it is now deemed desirable that Mr. S. A. Cudmore, Acting Dominion Statistician, be 
appointed as a member of the said Committee. 


THEREFORE His Excellency the Governor General in Council, on the recom- 
mendation of the Minister of Pensions and National Health, is pleased to appoint 
and doth hereby appoint Mr. S. A. Cudmore, Acting Dominion Statistician, to be 
a member of the Advisory Committee on Health Insurance which was constituted 
by Order in Council of the 5th February, 1942 (P.C. 836), Mr. Cudmore to serve as 
a member of the said Committee without remuneration. 


(Sgd.) A. D. P. HEENEY, 
Clerk of the Privy Council. 


X 
P.C. 5444 
AT THE GOVERNMENT HOUSE AT OTTAWA 
FRIDAY, the 26th day of JUNE, 1942. 


PRESENT: 


His ExcrLLENcY 


Tue Governor GENERAL IN CoUNCIL: 


WHEREAS by Order in Council of the 5th February, 1942 (P.C. 836), The 
Advisory Committee on Health Insurance was established under the chairmanship 
of the Director of Public Health Services; 


AND WHEREAS by the said Order in Council, Dr. Robert D. Defries, scientific 
adviser on public health to the Dominion Council of Health, was appointed to be 
honorary adviser to The Advisory Committee on Health Insurance; 


AND WHEREAS the Minister of Pensions and National Health reports that 
a committee of the Canadian Public Health Asscciation has been formed; that this 
committee will act as adviser to The Advisory Committee on Health Insurance, 
and that the said Dr. R. D. Defries has now requested that he be permitted to relin- 
quish the appointment of honorary adviser to The Advisory Committee on Health 
Insurance; 


NOW, THEREFORE, His Excellency the Governor General in Council, on the 
recommendation of the Minister of Pensions and National Health, is pleased toamend 
Order in Council of the 5th February, 1942 (P.C. 836), as amended by Order in 
Council of the 9th March, 1942 (P.C. 1759), and it is hereby further amended by 
deleting paragraph (6) thereof, which reads as follows: 


(6) That Dr. Robert D. Defries, scientific adviser on public health to the 
Dominion Council of Health, shall be honorary adviser to said Committee, 
and be entitled to receive his actual and necessary out-of-pocket expenses 
while absent from his place of residence for the purpose of attending on 
said Committee. 


(Sgd.) A. D. P. HEENEY, 
Clerk of the Privy Council. 


Foreword 


HE Advisory Committtee on Health Insurance was created on February 5th, | 

1942, by Order in Council P.C. 836. Certain changes were made in the mem- 
bership of the Committee by Order in Council of the 9th March, 1942 (P.C. 1759), 
and by Order in Council of the 26th June, 1942 (P.C. 5444). 


Since February, 1942, the Committee has carried on an intensive study of public 
health and medical care, the result of which has been the formulation of a Draft 
Bill of Health Insurance. This Draft Bill, the fourth to be drawn up, is based on 
studies of health insurance plans of other countries and particularly on health prob- 
lems relating to Canada. The latter are illustrated by vital statistics contained in 
Part IV of this Report. 


In carrying out its studies, the Committee obtained the views of various national 
groups through committees appointed for the purpose. The following organizations 
formed health insurance committees: 


Canadian Medical Association 

Canadian Nurses Association 

Canadian Hospital Council 

Canadian Dental Association 

Canadian Pharmaceutical Association 

Canadian Public Health Association 

Health Committee of Canadian Life Insurance Officers 
Association 

Trades and Labour Congress of Canada 

Canadian Manufacturers Association 

Canadian Federation of Agriculture 

Catholic Hospital Association 

Catholic Women’s League 

National Council of Women 

Federated Women’s Institutes of Canada 

La Federation des Femmes canadiennes francaises 

Canadian Welfare Council and Association of Social Workers 


Of the above all but two made submissions indicating their views. The majority 
favoured a provincial plan of health insurance aided by Dominion grants. 


Although the Advisory Committee on Health Insurance was formed only in 
February, 1942, the subject of health insurance has been studied for a number of 
years by the Department of Pensions and National Health. Since 1920 the Depart- 
ment has kept in touch with developments in other countries. By instruction of the 
Honourable Ian A. Mackenzie, Minister of Pensions and National Health, a meeting 
of the Dominion Council of Health was held on June 13th and 14th, 1941, to discuss 
the subject of the health of the people of Canada with the object of initiating a com- 
prehensive study of public health and medical services leading to the adoption of a 
public health and health insurance plan for the Dominion. To this meeting were 
invited representatives of the Canadian Medical Association, Canadian Hospital 
Council, the medical faculties of universities, the Royal College of Physicians and 
Surgeons, and voluntary health organizations comprising the National Committee 
for Mental Hygiene (Canada), the Canadian Tuberculosis Association and the Health 
League of Canada, as well as representatives of other departments of the Govern- 
ment. The Dominion Council of Health comprises the Deputy Minister of Pensions 
and National Health, as Chairman, the Chief Medical Officer of each of the provinces, 
a representative respectively of labour, agriculture, and women’s urban and rural 
organizations, and one scientific adviser. 


XI 


XII 


The Director of Public Health Services presented the subject of public health 
and medical care for discussion. 


On the subject of public health, deficiencies were stressed and particularly in 
respect of the prevention and control of tuberculosis, venereal diseases, mental 
diseases, maternal mortality, infant mortality, and the diseases of middle age, such 
as cancer, heart disease, arterial disease, diabetes, diseases of the kidneys. The 
discussion brought out the following facts: 


Tuberculosis 


Although there has been a gratifying reduction in morbidity and mortality 
generally, the situation in regard to mortality from tuberculosis is unsatisfactory. 
While there has been a gradual reduction in mortality during the past ten years, 
the rate of reduction is more rapid in some provinces than in others and particularly 
in those provinces in which adequate preventive and treatment services are pro- 
vided. This inequality in the rate of reduction of mortality as between provinces is 
due to lack of sufficient funds in some provinces to conduct a full programme of 
tuberculosis prevention and treatment. 


A striking feature of tuberculosis is the excessively high mortality rate in Quebec 
and the Maritime provinces. Quebec has the highest rate of any of the provinces, 
being closely followed by New Brunswick, Nova Scotia and British Columbia. The 
high incidence of tuberculosis among Indians is an important contributing factor to 
the high mortality rate of British Columbia. The high rate in the Province of Quebec 
would appear to be due to the fact that insufficient money is being spent on prevention 
and treatment. Latterly, Quebec has taken cognizance of the high rate of incidence of 
tuberculosis and is increasing facilities both for prevention and treatment. On the 
other hand, although New Brunswick and Nova Scotia compare favourably with 
other provinces in respect of the total per capita expenditure for prevention and 
treatment, incidence and mortality are excessive. This is due to the fact that facilities 
for case finding and the number of hospital beds are inadequate. The prevalence of 
low incomes in Nova Scotia, New Brunswick and Quebec is undoubtedly a factor in 
the incidence of this disease. Usually, where the incidence and mortality of tuber- 
culosis are highest the income is lowest. 


It is believed that if free treatment were provided in all of the provinces of Canada 
and if preventive services were adequate, tuberculosis would become a vanishing 
disease in a generation. A full programme of tuberculosis control including prevention 
and free treatment, although necessitating higher outlays, will eventually effect 
definite savings both of a monetary and social nature. 


There are two provinces—Alberta and Saskatchewan—which provide free 
treatment for all of their people. In Ontario the treatment is practically free. In 
controlling tuberculosis the important factors are the number of beds available and 
free treatment supported by an adequate background of public health organization. 
Saskatchewan and Ontario are the only provinces that meet ordinary accepted 
standards at the present time. In British Columbia a reorganization of tuberculosis 
control has taken place during the past few years with excellent results. 


The control of tuberculosis among Indians is an important aspect of the problem. 
The death rate from tuberculosis among Indians is twelve times greater than among 
the white population, and the provinces, therefore, look upon the Indian Reserves 
as wells of infection. The problem of the control of tuberculosis among the Indians 
is of special importance to the four western provinces and Ontario where most of 
the Indian population is concentrated. In any steps taken for the improvement of 
the situation regarding tuberculosis, the Indians should be made participants. 
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‘Twenty-five years ago there were less than 2,000 sanatorium beds in Canada 
whereas at the present time there are approximately 11,000. The only provinces 
which have a sufficient number of beds are Ontario and Saskatchewan. There are no 
waiting lists at the sanatoria and the death rates in these provinces are the lowest 
in Canada. It is considered that 2,000 more beds are needed in Quebec and in the 
Maritimes and, in addition, 600 beds for the Indian population. 


The question of cost of treatment is an important one. The minimum cost of 
sanatorium treatment is $1,000 a year. It is found that less than 9 per cent of all 
tuberculosis patients are able to pay for treatment either in whole or in part and it 
is considered that the number of those who are able to pay for treatment is so small 
it scarcely pays to maintain a staff to collect payment. 


It is clear that, in so far as the control of tuberculosis is concerned, the solution 
lies in the provision of full and complete preventive services together with free treat- 
ment for all of the people of Canada. 


Venereal Diseases 


In 1919 the Dominion Government in cooperation with the provinces inaugurated 
a venereal disease campaign. The Dominion contributed the sum of $200,000.00 and 
continued to do so in reducing amounts until the grant was discontinued in 1932. 
Since that time the number of cases being treated has practically remained stationary. 
Statistics regarding venereal diseases are incomplete inasmuch as doctors generally 
do not report their cases but the statistical report of the free venereal disease clinics 
for the year 1940 shows that there were 6,446 new cases of syphilis, 11,072 of gonor- 
rhoea and 195 of chancroid treated in clinics that year—a total of 17,713 cases. The 
total number of treatments given in 1940 was approximately 326,000 and the total 
laboratory examinations was 288,473. 


As syphilis has such tragic results as general paralysis of the insane, locomotor 
ataxia, death from syphilis of the heart and arteries, it is one of our most menacing 
diseases. The only way in which venereal diseases can be adequately controlled is 
by acomplete venereal disease programme, including the education of the public, the 
early detection of cases and free treatment. Such a programme would, over a period 
of years, effect a saving in institutional and hospital cases, in mothers’ allowances, 
old age pensions, and poor relief. 


Other countries which have adopted compulsory programmes for the control of 
venereal diseases have had great success, such, for example, as Sweden where for 
every 100,000 of population there are only 7 new cases of syphilis annually, and 
Denmark where they are only 20 new cases; whereas, in Canada, there are 70 new 
cases per 100,000 of population according to the reports of the clinics. This figure 
would be higher were doctors to fully report their cases. In the field of control of 
venereal diseases Canada is backward. The chief needs of the moment are:— 


(1) Widespread education regarding the nature of the venereal diseases. 
(2) Additional clinics with increased personnel. 


(3) Adequate remuneration for the personnel of the clinics where a large number 
of physicians give their services gratuitously. 


(4) The extension of hours of treatment in clinics to enable people to obtain 
treatment during hours off duty. 


(5) The provision of treatment by physicians in sparsely settled areas of the 
country. 


(6) Greater attention to reporting and follow-up of venereal disease cases. 
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Only when the above conditions have been met will Canada have an adequate 
programme for the control of these diseases. Such a programme requires additional 
funds. 


Mental Diseases 


The situation in regard to mental diseases in Canada is grave. The number of 
cases of mental diseases is increasing. More beds are required for the treatment of 
mental illness than the total number of beds required for hospitalization of all other 
diseases. The peak of hospitalization of the mentally ill was reached in 1941 when 
there were 59,203 hospitalized or on parole but still under the care of mental institu- 
tions. These figures include mental defectives, epileptics, neurotics, drug addicts and 
alcoholics. There are many mentally ill persons for whom no accommodation is avail- 
able in mental institutions; whereas, there are numbers of young mentally ill persons 
in these institutions who could be out in the world earning a living provided the work 
was of a routine character and devoid of worry, anxiety and the need for competition. 


Apart from the question of accommodation, there is a lack of professional staff. 
Moreover, a considerable amount of the time of doctors in these institutions is de- 
voted to administration, so much so that it is difficult for them to give individual 
supervision or care to the patients. Nurses are insufficient in number and inadequately 
trained; facilities for occupational therapy and recreation are inadequate. 


The prevention of much mental illness is possible through the establishment of 
psychiatric clinics for the early detection and treatment of mental conditions. 


In a study prepared for the Royal Commission on Dominion-Provincial Relations 
are found the following recommendations to cope with the problem of mental illness 
in Canada:— 


“The first step in a campaign to prevent mental and nervous disorder is to 
ascertain the size and scope of the problem. This step still remains to be taken 
in Canada. The second step is to make a frank comparison of existing facilities 
for handling the problem with accepted standards. In making such a comparison 
two aspects should be kept in mind—treatment and prevention. On the side 
of treatment the minimum needs in Canada are: 


(1) more institutional accommodation for major psychoses, epilepsy and 
mental defectives. 


(2) more and better trained personnel. There are some two hundred psychia- 
trists in all Canada, which is not enough for the proper treatment of 
major psychoses alone. 


(3) earlier diagnosis. The mental hospitals get about 50 per cent of their 
cases too late for remedial treatment. This is partly a reflection of the 
fact that medical education until recently paid little attention to this 
side of the doctor’s training. Training in mental hygiene is also needed 
for nurses and social workers. 


(4) semi-sheltered employment. One of the tragedies of mental institutions 
is that many patients could leave if industrial work-shops and other 
types of semi-sheltered employment were available. 


“On the side of prevention, the following needs are pressing: 


(Gi) "a thoroughgoing educational programme. Ideally, such a programme 
should take into account the individual needs of people; therefore, it 
could probably be best conducted through item 2. 
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(2) a system of clinics throughout the country for diagnosis and advice. 
Such a system should keep many people out of institutions and hospitals 
and by early diagnosis should cut down the length of institutionalization 
of others. Accordingly these clinics should pay for themselves from the 
outset. From these clinics there would also radiate an educational pro- 
gramme which would make known to people the principles of conserving 
mental health. 


(3) the integration of the mental hygiene programme with the educational 
and welfare programme. There are potentialities for prevention in 
having at least some personnel trained in the principles of mental 
hygiene, in pre-natal clinics, nursery schools and the school system. 
These same potentialities exist in dealing with unemployables, relief 
recipients and all forms of public assistance, where mental rehabilitation 
is a common need. All the provinces and at any rate the larger cities 
need public health nurses, social workers and other welfare personnel 
who are trained in mental hygiene. 


(4) a programme of vocational guidance and training for mental defectives, 
along with the early diagnosis made possible by the clinics. Experience 
shows that the great majority of feeble-minded can be made partly 
self-supporting and steered away from the delinquency and mis-conduct 
to which they are prone. Special classes in Canada should conservatively 
be doubled. In this respect, Ontario has made the greatest advances of 
the provinces, although even there the needs are not met. 


(5) organized community care for certain kinds of mental defectives. In 
. Great Britain upwards of 18,000 mental defectives are supervised under 
a plan to which the central government contributes fifty per cent of 
the fund. From a straight cost point of view it has been found cheaper 
to supervise these people than not to supervise them.”’ 


Provincial funds are inadequate to meet all of these requirements and might with 
great advantage be supplemented by funds from other sources. 


Maternal Mortality 


The maternal death rate in Canada is high and, when compared with other 
countries with a similar standard of living, may be considered excessively so. Wher- 
ever special measures have been adopted in Canada to provide adequate maternal 
services, pre-natal, intranatal and postnatal, the maternal mortality rate is only 
half that of Canada as a whole. It is considered that by the adoption of adequate 
maternal services the death rate could be more than cut in half. More than 900 
mothers die each year in childbirth and it is known that the death of the mother is 
very likely to be followed by that of the child. It has been estimated that three or 
four times more babies die in the group of motherless children than where mothers 
survive childbirth. 


The main causes of maternal mortality are puerperal sepsis, puerperal toxaemias 
and puerperal hemorrhage. These conditions are controllable in great measure through 
the provision of adequate prenatal and intranatal care. That such care is not provided 
is indicated by the fact that not all provinces have a Maternal and Child Hygiene 
Division under the immediate direction of a physician, a sine qua non for the reduction 
of maternal mortality. Investigation reveals the fact that there is lack of cooperation 
among the agencies concerned with maternal, infant and child mortality. There is 
inadequacy of medical, hospital and clinical facilities. It is considered essential that 
a nation-wide survey be made of the maternal situation. 
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Infant Mortality 


Canada has lost, on an average, 15,000 children under one year of age each year 
during the last ten years. These deaths are due to causes which are preventable or 
controllable. One of the chief factors in the reduction of infant mortality is the pro- 
vision of local public health nursing services and the creation of specialized services. 
For example, 4,000 of the infant deaths each year are due to prematurity. Many of 
these children could be saved through the provision of incubators for the transporta- 
tion of premature infants from the home to the hospital. Blood transfusion services 
for the mother suffering from hemorrhage would be life-saving and react favourably 
on the life of the child. Co-ordination of all agencies by the Department of Pensions 
and National Health with funds made available for that purpose would have a very 
material effect in the reduction of maternal and child mortality. 


Control of Communicable Diseases 


Noteworthy advances have been made in the control of communicable diseases 
and particularly those of childhood, during recent years, but there remains much to 
be done in this field. The mortality from diphtheria, in view of the fact that this 
disease is wholly preventable, should not be tolerated. In cities and districts where 
preventive services have been provided and an energetic toxoid campaign carried out, 
diphtheria has practically vanished. Were all the children in Canada inoculated 
against diphtheria, or were half the children in Canada inoculated against diphtheria, 
the disease would cease to exist in a short while. The extension of toxoiding services 
to rural areas is imperative. Generally, the health of the people in rural areas does 
not compare favourably with that in urban districts. One of the greatest needs of 
the present day is the establishment, maintenance and extension of local health 
services. Since being established in 1926 in the province of Quebec, health units have 
cut infant mortality in two and have reduced the incidence of tuberculosis and other 
communicable diseases by about forty per cent. The extension of local health services 
throughout country districts would have an immediate effect in reducing morbidity 
and mortality of communicable diseases and maternal and infant mortality. The 
chief obstacle in adopting public health services in rural areas has been lack of knowl- 
edge and lack of funds and, unless financial assistance is afforded, it is doubtful if 
these services will be provided. 


The brilliant results obtained in provinces which have established health units 
is put forward as a justification for the expenditure of Dominion, provincial and 
local funds for the provision of such units. 


In a study prepared for the Royal Commission on Dominion-Provincial Relations 
on Public Health, we find the following statement in regard to local health services: 


“The local health services are the weakest link in the Canadian organization 
of public health. The existing political units of local government are often entirely 
inadequate as units for health administration. Many are too small to support 
full-time services for the public health. Staffs, when engaged, consist of part- 
time health officers who are no doubt competent physicians but untrained in 
public health. Moreover because of their private interest they are hampered in 
the enforcement of the law. Part-time sanitary inspectors are usually men with- 
out any scientific training whatever. This sort of service cannot begin to apply 
the achievements of science to the protection of the health of the people. Further- 
more, substantial areas of the country have little health service of any kind. 
These areas are too poor to attract the private physicians or to set up municipal 
services. 
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“The commonly accepted solution among public health authorities is a 
grouping of municipalities into health units that can supply an adequate full- 
time service for the protection of the public health. The fact is that health ser- 
vices have grown in a haphazard fashion as an off-shoot of existing political 
organization and with little attention to the health situation as such. Health 
units would be specifically designed to promote general health and would retain 
the local character best suited for the administration of a large part of public 
health work. Such units are a necessary complement to the work of the private 
physician and the municipal doctor, both of whom are primarily interested in 
people who are already ill. A nation-wide system of health units, properly staffed, 
would be able to provide a first-class service under each of the headings analyzed 
in this memorandum. It could organize the health resources of the country for a 
thoroughgoing programme of prevention and control.” 


Physical Defect 


In a recent health survey of rural Manitoba youth covering 3,146 young people 
between the ages of 13 and 30,it was found that 70 per cent had one or more remediable 
defects or conditions which require medical attention. 


29 per cent had defective vision; 42 per cent wore glasses or ought to wear them; 
37 per cent of those who wore glasses were not getting proper correction. 

9 per cent were underweight. 

21.1 per cent had defective teeth. 

40 per cent had had a tonsillectomy or required one. 

14 per cent had had scarlet fever. 

4 per cent had had diphtheria. 

Of 3,142 given a chest examination, 46 were flat-chested, 19 pigeon-chested, and 


37 suffered from rickets. Examination of the lungs indicated that 3 had marked reson- 
ance, 22 had adventitious sounds. 


Of the 3,142 examined, 28 suffered from hernia and 31 had had an operation for 
this condition. The total incidence of hernia is 1.8 per cent. 

Flat feet were found in 5.6 per cent of the entire group. 

27.7 per cent gave a positive tuberculin test. 

X-ray indicated that 17 were suffering from disease of the chest. Two were sent 
to a sanatorium for treatment. 

Four gave a positive Wassermann reaction for syphilis. 

20 per cent had never been vaccinated. 

51 per cent had not been immunized against diphtheria. 

The findings of the survey would indicate the need for an extension of public 
health and medical services in rural areas, including the extension of nutritional 
services. 


Diseases of Middle Age 


Considerable thought is being given to-day to the prevention and control of the 
diseases of middle life, such as cancer, heart disease, arterial disease, diabetes and 
diseases of the kidneys. Through the adoption of health insurance and through the 
adoption of periodic medical examination of children and young adults, much could 
be done to prevent the occurrence of these diseases and to extend the expectation of 
life in persons of middle age. 
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Trained Personnel 


In discussing the question of the provision of adequate health services throughout 
the Dominion, it was pointed out that it would be impossible to provide such services, 
apart from the question of funds, on account of the inability of obtaining trained 
personnel such as public health physicians, public health nurses, public health sanitary 
engineers and sanitary inspectors. Without these no local health service can function 
effectively. Unfortunately, doctors, engineers, nurses and inspectors are unable to 
find the money necessary to obtain training and it will be possible for them to do so 
only by means of a subvention for this purpose. 


In respect of trained personnel, the study prepared for the Royal Commission 
on Dominion-Provincial Relations on Public Health has the following to say: 


“The quality of administration in the field of public health is of immense 
importance. Well trained staff with training specifically in public health is 
essential. Haphazard appointments, not necessarily dictated by partisan politics, 
are expensive. It is possible that substantial savings could be effected by adminis- 
trative reorganization, weeding out of staff, improving qualifications of staff, 
checking carefully on administrative procedure, installing modern recording and 
reporting systems, etc. There is a scarcity of qualified personnel, trained for 
public health, in Canada. Some of the provinces have been very progressive in 
sending medical officers of health to medical schools for training in public health, 
and the City of Montreal has also been outstanding in this respect. The need is 
one that is felt by municipalities generally and it extends to nursing as well as 
to medical personnel. As long as this situation exists, there will be inefficiency in 
the public health services with costly results in the long run.” 


Research 


Public health research in the main has been neglected in Canada. Only a few 
of the provinces have paid any attention to the subject and very little, if anything, 
has been done by the Department of Pensions and National Health. There is great 
need for a comprehensive programme of research in regard to public health problems 
and particularly for field studies in public health. 


The high mortality rates of particular diseases indicate that there are many 
health problems that require to be investigated in order that active steps may be 
taken for their solution. Some of these problems are interprovincial in nature and the 
provinces have no jurisdiction or means to study them. Noteworthy among these 
problems are maternal and child mortality, silicosis, Rocky Mountain spotted fever, 
plague (sylvatic), tularaemia, encephalitis, poliomyelitis, trichinosis, leptospirosis. 
Unless the Dominion assumes responsibility for investigating these problems, they 
will remain uncontrolled. 


The Social Security Act of the United States, which was based on the recom- 
mendations of a Committee on Economic Security appointed by the President of the 
United States in 1933, made special provision for public health, as follows: 


“An annual appropriation not to exceed Eight Million Dollars for the pur- 
pose of assisting states, counties, and health districts and other political sub- 
divisions of the states, in the establishment and maintenance of adequate health 
services including the training of personnel for state and local health work. 


“An annual appropriation not to exceed Two Million Dollars to the Public 
Health Service for research activities of the Service and for the expense of co- 
operation with the states in the administration of the federal funds to be granted 
for aid in the establishment and maintenance of state and local health services.” 
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The need in Canada is as great as in the United States. In the early days in 
Canada municipalities accepted some degree of responsibility for the health of the 
individual. At a later date the provinces, realizing through experience that the munici- 
palities could not provide full public health services, came to the rescue by establishing 
health departments or boards of health. We can no longer look upon the individual as 
a responsibility of the province or the municipality alone but as a Dominion responsi- 
bility as well. 

‘Diseases and disabilities are not confined to local areas. An outbreak of disease 
in any part of Canada may be a menace to the whole country. The Dominion has 
recognized its responsibility by the creation of a Department of Pensions and National 
Health and the establishment of divisions such as Child and Maternal Hygiene, 
Industrial Hygiene and Food and Drug Control. To do full justice to the people of 
Canada it is essential that the Dominion aid the provinces and the local authorities 
in providing health services for the people. This was the consensus of the meeting. 
The demand is for greater assistance from the Dominion. 


Vital Statistics 


Although vital statistics as such are very good in Canada chiefly through the work 
of the Dominion Bureau of Statistics and the cooperation of the provinces, statistics 
of public health in a broad sense are inadequate. The main weakness lies in municipal 
statistics. Most provinces have not been very alert in obtaining information from 
the municipalities. On the side of costs an almost insuperable difficulty at the present 
time is that the municipalities have not had a uniform system of classifying their 
accounts. It would be desirable to bring about a common accounting system at the 
earliest possible time because until there is certainty about the basic statistics, policy 
will always be in part a matter of guesswork. 


Expressions of Opinion 


Following are some of the views expressed on the subject of public health defi- 
ciencies at the meeting: 


Dr. Fleming 


I think public health workers are agreed that, if we are to have public health 
work well done, we must have a good local health department. In a general sense 
we know what we mean when we speak of the programme of a local health depart- 
ment and, if that department is to do its job, it must have a trained staff and it 
must have a reasonable budget, and I think a reasonable budget for the local health 
department is $1.00 per person per year approximately. I think that is the first 
job which faces us in Canada—to get local health departments organized to cover 
the country and, in order to do that, local areas will have to look to the Federal 
Government for financial aid. I am not appalled by the amount of money that the 
Dominion would have to make available to stimulate that type of work in Canada. 
I am not prepared to suggest what that sum of money should be but I believe that 
the money should be distributed through the provinces to the local areas, the same 
as in the United States, that is, on the basis of population, health needs and the 
economic condition of that area. I think we should have good local health organiza- 
tions. 


Dr. Heagerty 


I think it is within the competence of this Department to draw up a plan of 
organization. It need not be accepted in all of its details by the various provinces. 
There must be some general plan of organization that will cover the entire country 
which will include the local municipal health agencies, provincial and Dominion 
health departments. It is essential that the Dominion Department of Health should 
be tied in with the general plan of public health for the whole country. We should 
not work independently. It is obvious that if the Dominion Government accepts 
the principle of giving grants it is on the basis that the Dominion Government is 
interested in the individual and in the welfare of that individual. 
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Mrs. Smith 


Dr. 


Dr. 


Dr. 


Dr. 


I want to speak more as a member of the Legislature of British Columbia in 
interpreting what I know of public opinion in regard to health. As we are speaking 
of an amount equal to $1.00 per capita from the Dominion Government, I believe 
that we don’t need to educate public opinion in regard to health needs and the 
satisfaction of those needs. People have been very unhappy for a long time and 
they really know what they want but they do not know how to get it. We can not 
plan a programme too comprehensively. The public will be satisfied with the widest 
programme that can be arranged. People are expecting to plan in a big way for the 
future. We may not have the opportunity of this particular situation later on and 
I would like to see this meeting do something quite big and offer a big programme. 
I believe it would be a very great encouragement to provincial governments if the 
national government would give the lead in a big plan. It would not only encourage 
provincial members but it would satisfy the people who are interested in their own 
provincial governments that something has been done. Security is all they want. 
Unemployment insurance is the answer to that as far as unemployment is concerned, 
and health insurance will be the answer as far as health is concerned. 


Phair 


Speaking for the Province of Ontario, every municipality of the nine hundred 
and. two municipalities is spending something for local health administration. Is it 
reasonable to suggest that they might under some plan which incorporates local and 
provincial participation be asked to spend thirty-three and a third cents; that the 
provincial department be asked to spend with them another thirty-three and a 
third cents, making sixty-six and two-third cents? If so, a further contribution of 
thirty-three and a third cents might be contributed by the Federal Department 
of Health. I mean straight public health as we understand it. 


Leggett 


I feel that this is a very weighty body gathered here. I believe that the public 
is thoroughly prepared for almost any expense within reason on the subject of public 
health services. I feel that this body can assure the Minister and all the Ministers 
that the administration of any money that they would set aside for this purpose 
would be thoroughly taken care of and for that reason I would like to see these large 
figures that have been mentioned considered in all seriousness. I do not think the 
figures are too large. 


Lesage 


, 


The programme appeals to me very, very much . . . I agree about public opinion 
. .. I am greatly in favour of centralizing the whole organization and to obtain 
results we must have good trained personnel. 


Bow 


This appears to me to be one of the most important conferences that has ever 
been held in Canada in many respects, because for the first time we are really getting 
down to consideration of what I hope will be a long term programme in prevention 
of disease. At the same time we cannot divorce the question of treatment from the 
question of prevention entirely. The facts that we find in the course of our work, 
particularly in the rural areas, go to emphasize that statement. We find conditions 
of malnutrition; 80% of the children suffering from poor teeth, diseased tonsils, etc. 
Our present problem, as I see it, has two aspects: 


(1) As brought out in the report we heard to-day—lack of services of the type 
of which I speak—full-time preventive health services in our rural districts 
and smaller centres, that is the fundamental thing. There is a fairly efficient 
set-up in the provinces of Canada with the funds available, but the point 
is that we are not getting to our local areas, giving them the type of service 
we know is a minimum requirement in the prevention service from the 


point of good health. We can only do that with funds made available and 
adequate personnel. 


(2) The second need is the fact that in the course of our work in these health 
units, we are finding from day to day conditions that are definitely affecting 
the health and progress of the child as a future citizen. We have no means 
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by which that condition can be rectified. We have a vast number of people 
in our provinces who have not the means to pay for the service that is 
required to correct these defects. The question of personnel is, to my mind, 
one of the most important questions involved. We have six full-time health 
units in our province and we have a scheme projected which will extend 
those units until the whole province is served. We will require 36 units. 
We serve towns of 1,500 down to villages of 100 people as well as rural 
municipalities which number anywhere from four to a maximum of eight 
people. We find it difficult to go forward with an extension of that pro- 
gramme by inability of obtaining trained personnel. We have not the 
personnel available in Canada—that to my mind should be a matter to 
receive consideration. 


I am impressed with the fact that there is a tremendous interest taken on the 
part of the public. : 


Dr. Amyot 


In considering the type of service, the local service, except possibly the very 
large city, is primarily a generalized public health service. It is the service that makes 
available to the people specialized and generalized medicine that has been developed 
in the field of public health and prevention and which knowledge is taken from the 
provincial, national and even international bodies, so that your translating agency, 
as I see it—the knowledge that the people must have—is the local health service. 
It is the local health service in our country and in the United States that has been 
the forgotten man. The majority of our population come under the rural group 
and the small city and town. They are not now supplied with adequate health ser- 
vices and for that reason the health unit has been developed. 


I feel that those who spoke this afternoon of the possibilities of developing the 
utilization of outdoor clinics and the utilization of health services as a training 
ground of internes held out something that may seem a little idealistic but from a 
practical, economic and administrative point of view held out something that with 
the stimulation of federal money and with reasonable requirements should make it 
possible to develop in Canada as fine a service as it is possible to develop for the 
people of Canada in the health field. 


Dr. Defries 


With regard to the question of personnel and the fear that there would not be 
available trained personnel, there is no doubt about the situation as it exists today 
. .. | know from the letters received in Canada at the School of Hygiene that there 
are a very considerable number of men who are very definitely interested and would 
go forward if there were assistance to aid them. That is the situation at the present 
time. There are young engineers who simply cannot at the close of their University 
course take a course in public health without some assistance. That also applies 
to other professions. We should have funds available to aid such men. Many men 
have no assistance and have not been able to go forward. 


It was obvious from the discussion that there is an insistent demand for expan- 
sion in the field of public health and particularly in the field of local health services 
as exemplified by the health unit as well as for financial assistance to aid young 
physicians, engineers, nurses and sanitary inspectors to take special courses in public 
health to fit them to carry out their duties in the public health field in an efficient 
manner. The discussion indicated the need for financial assistance in providing free 
treatment for all those suffering from tuberculosis, mental diseases and venereal 
diseases, and for supplementing public health services. It was the opinion of the 
meeting that the expansion of local health services through the establishment of 
health units throughout the country was fundamental to any advance in the field 
of public health. 


Following the discussion of the subject of public health, that of medical care in 
Canada was presented by the Director of Public Health Services for consideration. 
This presentation reviewed the steps taken in Canada towards the provision of health 
insurance. Reference was made to the British Columbia Health Insurance Act and 
to the Alberta Health Insurance Act, to the constitutional aspect and to the reports 


XXII 


of the Select Standing Committee on Industrial and International Relations. The 
views of Provincial Executive Committees of the Trades and Labour Congress and 
Railway Transportation Brotherhoods were given, also an estimate of cost based 
upon a study of the cost of medical care in Canada in 1935, made by the Bureau of 
Statistics at the request of the Department of Pensions and National Health, together 
with a summation of a number of studies on the costs of medical care that had been 
made in various parts of the United States and Canada. 


The discussion which followed the presentation of the subject of health insur- 
ance supported the principle of the need for health insurance, and the opinion was 
expressed that the people desired it and that the medical profession was willing to 
grant every assistance needed for the formulation of a health insurance plan. 


The Report of the Advisory Committee on Health Insurance, contained in the 
following pages, presents, in addition to a Draft Health Insurance Bill, statistical 
information relating to the health of the people of Canada together with a detailed 
study of health insurance plans now in operation in other countries. There is also 
included a survey of public health departments, of hospitals, and of the economic 
status of Canada, as well as an estimate of the cost of health insurance. 


It is considered by the Committee that this information, which was of so great 
value to the Committee, will prove equally valuable to the provinces when considering 
the problem of health insurance. 
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CHAPTER [| 


Summary of Draft Bill 


The modern conception of health insurance is the 
reduction of morbidity and mortality by prevention 
and treatment. It was with this object that the 
Advisory Committee on Health Insurance prepared 
a combined draft Public Health and Health Insur- 
ance Bill. 

Subject to the provision of this draft Bill, the 
Governor in Council may make an agreement with 
the Lieutenant-Governor in Council of any province 
to make grants for public health and medical care 
provided that the province makes statutory pro- 
vision for utilizing both grants. The grants are 
specified in the First and Third Schedules to the Act. 

The draft Bill is based on compulsory and con- 
tributory insurance. 


Insured Persons.—The draft Health Insurance 
Bill is planned to include all persons resident in 
Canada by agreement with the provinces. It is con- 
sidered essential that everyone in Canada should be 
provided with health insurance. Nevertheless, no 
compulsion is placed upon the provinces in this 
respect other than that all indigents must be in- 
cluded in the plan. 


Health Insurance Fund.—To provide health insur- 
ance, it will be necessary to create a Health Insurance 
Fund comprising money contributed by insured 
persons, employers, the Provincial Government and 
the Dominion Government. By so distributing the 
cost, the financial burden will be considerably 
lessened. 


After careful thought and consideration, it is be- 
lieved advisable from the standpoint of the collection 
of contributions to divide insured persons into two 
classes: “‘employed insured persons” and ‘‘assessed 
insured persons.”’ The payment of contributions has 
been so devised that these classes will contribute in 
proportion to their wage or income. If an employed 
person is capable of paying the entire cost for him- 
self and his dependents, he shall be obliged to do so. 
If unable to pay the entire cost, his employer will 
pay the difference. The combined contributions of 
employer and employee will be supplemented by a 
Dominion grant. Assessed insured persons are un- 
employed who have an income from a source other 
than wages, or who are indigent, Like the employed 
insured persons, the assessed insured person, if he 
can do so, will pay the entire cost; if not, the province 


will pay the difference. Financial assistance will be 


provided by the Dominion Government. There will 


be no direct charge for children. All children will be 
distributed equally among insured persons. 


Registration —As soon as health insurance is 
adopted in a province, all residents will be registered 
and classified and will be instructed to select a doctor 
from a list provided after consultation between the 
Provincial Health Insurance Commission and author- 
ized medical body. 

The method of payment of physicians, nurses and 
others will be left to the decision of the Provincial 
Health Insurance Commission but it is suggested by 
the Advisory Committee on Health Insurance that 
payment on a capitation basis would facilitate the 
provision of medical benefits. Also, it is considered 
desirable that the services of the physician should be 
utilized for prevention as well as treatment. Thus, 
the physician would have a responsibility for the 
health of each member of the family and be respon- 
sible for public health measures designed to reduce 
morbidity and mortality. He would act as counsellor, 
adviser and supervisor in respect of the health of the 
whole family as a unit. 


Benefiis——The benefits comprise prevention of 
disease and the application of all necessary diagnostic 
and curative procedures and treatments including 
medical, surgical, obstetrical, dental, pharmaceutical, 
hospital and nursing benefits and such other ancillary 
services as may be deemed necessary. Provision is 
not made for cash benefit due to unemployment 
caused by illness as it is considered that such benefit 
should be provided by Unemployment Insurance or 
by other means. 


Medical benefits include the services of a general 
practitioner, consultant, specialist, surgeon, obstet- 
rician, hospitalization and nurse. Nursing in the 
home is confined to the visiting nurse except where 
the circumstances are such that bedside nursing is 
essential. 

Dental benefit must of necessity be restricted as 
the number of dentists in Canada is insufficient to 
provide full and complete dental care for all. It is 
proposed that the Provincial Dental Association 
make an arrangement with the Provincial Health 
Insurance Commission to provide every child up to 
sixteen years of age with a semi-annual dental 
examination and such reparative dentistry as is 
needed. Dental care may be provided others to the 
extent that the funds and the number of available 
dentists will permit. 


Pharmaceutical benefit shall be provided in accord- 
ance with a list of drugs to be drawn up in coopera- 
tion with the Provincial Health Insurance Commis- 
sion and the Provincial Pharmaceutical Association. 
Special provision may be made respecting drugs and 
pharmaceutical preparations known as specialties. 


Hospital benefit is to include general ward services 
unless the insured person wishes by paying the differ- 
ence to obtain semi-private or private room. In 
special cases accommodation other than general 
ward may be provided. The terms of agreement for 
hospitalization will be arranged by the Provincial 
Health Insurance Commission with the Provincial 
Hospital Association. 


Nursing benefit, outlined above, will be provided 
by the Provincial Health Insurance Commission in 
cooperation with the Provincial Nursing Association. 


Administratton.—Provision is made for adminis- 
tration through a Health Insurance Commission in 
each of the provinces. In considering the question 
of administration, it was the opinion of the Provin- 
cial Deputy Ministers or Chief Medical Officers of 
Health of the provinces and the Advisory Committee 
on Health Insurance that administration should be 
by the Government for the people through Provincial 
Departments of Health. Nevertheless, the Canadian 
Medical Association and other professional and lay 
groups favoured a Commission. In view of this pre- 
ponderance of opinion, provision has been made in 


the draft Health Insurance Bill for a Commission ° 


comprising a Chairman who shall be a doctor of 
medicine, the Deputy Minister of Health of the 
province (ex-officio), and such other number of per- 
sons as may be determined from time to time by the 
Lieutenant-Governor in Council after consultation 
with representatives of professional groups, labour, 
agriculture, industry, etc. 


Provision has been made to provide benefits only 
after the Health Insurance Commission has consulted 
with the professional groups providing benefits but 
should they not cooperate the Health Insurance 
Commission is empowered to appoint committees for 
the purpose. Authority is given the Provincial Health 
Insurance Commission to study the resources of the 
province and facilities available for providing bene- 
fits and to divide the province into administrative 
and public health areas. 


The supervision of the provision of benefits is to 
be placed under Regional Officers. 


The Provincial Health Insurance Commission may 
be authorized by regulation to establish such com- 
mittees, councils or other bodies or instrumentalities 
as may be deemed advisable for consultative, advis- 


ory and executive purposes as well as for obtaining 
effective cooperation in the administration of the 
Health Insurance Bill. The constitution, duties and 
powers of such committees, councils, etc., shall be 
prescribed by regulation. 


Inasmuch as Dominion administration is confined 
to the administration of Dominion grants, it is not 
considered necessary to create a Dominion Health 
Insurance Commission as administration may be 
carried out by a Health Insurance Division in the 
Department of Pensions and National Health under 
a Director of Health Insurance. 


One of the chief disadvantages of administration 
of health insurance provincially is decentralization. 
To overcome this, provision is made in the Bill for 
the creation of a National Council on Health Insur- 
ance, comprising the Director of Health Insurance 
of the Department of Pensions and National Health 
as Chairman, the Deputy Minister of Health of 
each province, the Chief Administrative Officer of 
each province which has established a Health Insur- 
ance Act and such other persons comprising a repre- 
sentative of the Canadian Medical Association, the 
Canadian Dental Association, Canadian Hospital 
Council, the pharmacal and nursing professions, la- 
bour, industry, agriculture and urban and rural 
women respectively as may be appointed by the 
Governor in Council. None of these will receive 
remuneration but will be paid travelling expenses 
and maintenance. 


GRANTS 


Health Insurance Grant.—To assist the provinces 
in providing health insurance benefits as outlined 
above. 


Tuberculosis Grant.—This grant is designed to help 
provide free treatment for all persons suffering from 
tuberculosis including the provision of additional 
buildings and bed accommodation. The reduction of 
mortality in those provinces which provide free treat- 
ment indicates that the provision of free treatment 
is an essential to the elimination of tuberculosis. 


Mental Disease Grant.—To assist in the provision 
of free treatment for those suffering from mental 
illness including the provision of additional buildings 
and bed accommodation. In this field Dominion 
assistance is urgently needed. 


General Public Health Grant.—The object of this 
grant as laid down in the Third Schedule to the draft 
Bill is to assist the provinces in establishing and 
maintaining public health services commensurate 
with the needs of their people. The same problem 


\ 


has confronted the United States and has been 
solved by the provision of funds to raise the per 
capita expenditure on public health. It is proposed 
that the Dominion should make a per capita public 
health grant to the people of Canada. The justifica- 
tion is the responsibility of the Dominion for public 
health problems that are national in character. 


Venereal Disease Grant.—To aid in providing pre- 
ventive and free treatment for persons suffering from 
venereal diseases on the same basis as the original 
Dominion venereal disease grant of $200,000 which 
was discontinued in 1932. 


Grant for Professional Training—As the name 


implies, this grant is to afford financial assistance to _ 


doctors, sanitary engineers and others who wish to 


take university courses leading to degrees in public 
health. 


Investigational Grant.—To enable the provinces to 
carry out special public health studies, funds are 
needed. It has been found impossible to carry out 
studies in public health and to provide skilled per- 
sonnel during epidemics because of lack of funds. 


Physical Fitness Grant——In view of the facts 
elicited in regard to physical defects among the youth 
of Canada, the creation of a physical fitness plan to 
prevent physical defects is considered essential. 


It will be clear from this brief summary that, apart 
from the reduction of morbidity and mortality of 
disease, the fundamental and primary object is the 
integration of public health and medical care for 
the purpose of raising and maintaining the standard 
of health of the people of Canada. 


CuHaPTeR I] 


Draft Bill 


AN ACT RESPECTING HEALTH INSURANCE, PUBLIC HEALTH, THE CONSERVATION OF HEALTH, 
THE PREVENTION OF DISEASE, AND OTHER MATTERS RELATED THERETO. 


His Majesty, by and with the consent of the Senate and the House of Commons 
enacts as follows: 


Short title. 1. This Act may be cited as the Health Act. 
Definitions. 2. In this Act and in any regulations or agreement made thereunder, unless the 
context otherwise requires,— 

“authorities of any (a) “authorities of. any province” or “authorities of a province’ means the 

nghay oer officer or body charged by law with the carrying into effect of any agreement 

Bea ih made pursuant to this Act between the Governor in Council and the Lieu- 
tenant-Governor in Council of the province; 

“Minister”. (b) ‘‘Minister’? means the Minister of Pensions and National Health; 

“statutory provision”. (c) “‘statutory provision” includes any provision made by ordinance or by 
order or regulation having the force of a statutory provision. 

Power of Governor in 3. Subject to the provisions hereinafter contained, the Governor in Council may 

Sanne combine ton 2 make an agreement with the Lieutenant-Governor in Council of any province for 

Sas tieen pad subject to the payment to the province of grants, (a) for the objects, (b) subject to the special 


conditions, and (c) in the amounts, specified in the First Schedule to this Act, pro- 
vided that the province has made statutory provision for the economic and efficient 
use of the said grants, but in no case shall an agreement be made with any province 
unless the province has made statutory provision as aforesaid for utilizing both the 
“Health Insurance Grant’? and the ‘Public Health Grant” specified in the said 


Schedule. 
Extent of statutory 4. The statutory provisions as respects health insurance shall be in such terms as 
provision respecting . ° 
Peat htnanticicn, to provide health insurance benefits, 
(a) of the standards, 
(b) under the conditions, and 
(c) for the classes of persons, 
as set forth in “A Draft for a Health Insurance Act” in the Second Schedule to this 
Act, or substantially in the terms aforesaid, or in such terms as, having regard for 
all of the circumstances, for the special conditions affecting the province as a whole, 
or any special areas in the province, may be accepted by the Governor in Council as 
a satisfactory practical measure of health insurance for the province. 
Fen eer 5. The statutory provision as respects public health shall include services and 
public health. e activities as set forth in the Third Schedule to this Act, or substantially as therein 
set forth, or such services and activities as, having regard for all of the circumstances, 
for the special conditions affecting the province as a whole, or any special areas 
therein, may be approved by the Governor in Council as a satisfactory practical 
measure of public health for the province. 
PE Un eibeaa in 6. The statutory provisions aforesaid other than those referred to in Sections 4 
eae ales than and 5 hereof, shall, 
t ti ; : : 
Bastions 4 SRA Eb (a) be such as may be approved by the Governor in Council as a sound basis 


for attaining the objects which the grants are intended to secure, and 


(b) provide such additional moneys for those objects as may from time to 
time be required as a condition of the grants by regulation made hereunder. 
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7 ee 


Agreement based on 
report by Minister. 


Terms of agreement. 


Making effective 
provisions of Act. 


Provision for records 
necessary to show 
operations and effect: 
uniformity of such 
provisions. 


Duration of agreement. 


Obligations of province. 


Continued acceptability 
to Governor in Council of 
statutory provisions. 


10 years’ notice by 
Governor in Council. 


Grants on certificate 
of Minister. 


Reduction of grants in 
certain circumstances. 


Statement to province of 
matters inducing 
reduction. 


Power to assist province. 


Circumstances in which 
assistance may be given. 
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7. (1) Every agreement made under section 3 of this Act shall be based on a 
report by the Minister to the effect that the foregoing requirements of this Act 408 
the making of the agreement are satisfied. 


(2) There shall be included in every such agreement 
(a) such terms as may be necessary to make effective any provisions of 
this Act which would not otherwise be effective; and 
(b) provision for the maintenance by the province of such records, accounts 
and statistics as may be necessary to disclose in full the operations and 
effect of the agreement, and as far as may be practicable the provisions 
aforesaid shall be uniform in all such agreements. 


(3) Every such agreement shall continue in force only as long as 
(a) the province continues to give full effect to the agreement and to the 
statutory provisions on which the agreement is founded, and 
(b) the statutory provisions continue to be acceptable to the Governor in 
Council as a satisfactory basis for making an agreement hereunder 
within the meaning of the foregoing provisions of this Act; 
or until after the expiration of 10 years from the date upon which the Governor in 
Council gives notice to the Lieutenant-Governor of the province of an intention to 
determine the agreement. 


8. (1) All grants in pursuance of any agreement made hereunder shall be payable 
out of any unappropriated moneys in the Consolidated Revenue Fund of Canada 
on the certificate of the Minister to the effect that the terms of the agreement have 
been duly complied with and that the statutory provisions on which the agreement 
is based continue to be such as would justify the making of an agreement hereunder. 


(2) If at any time the Minister reports to the Governor in Council that the 
conditions of any such agreement are not heing complied with, or that proper effect 
is not being given to the statutory provisions or that the statutory provisions can 
no longer be considered to be a satisfactory basis for the making of an agreement 
hereunder, the Governor in Council may, on concurrence with a recommendation 
of the Minister in that behalf, make such reduction, as may in the circumstances 
appear reasonable to the Governor in Council, in the subsequent payments of any 
grant concerning which the Minister reports as aforesaid, but any such reduction 
in a grant shall not be made effective until the expiry of such period, not exceeding 
one year, as the Governor in Council may by notice allow to the province for the 
rectification of the matters reported on by the Minister, and any such period may in 
like manner be extended on report and recommendation of the Minister with the 
concurrence of the Governor in Council. 


(3) In notifying the province as aforesaid, a full statement of particulars of the 
matter so reported on by the Minister shall be furnished to the province. 


9. (1) Subject to the provisions hereinafter contained, the Minister may, at the 
request of the authorities in any province and subject to such terms as may be agreed 
upon between the Minister and the said authorities, assist the province in carrying 
into effect the terms of any agreement made hereunder and of the statutory pro- 
visions on which the agreement is founded. 


(2) The Minister may give assistance as aforesaid 
(a) in case of an emergency affecting public health; 
(b) for any special investigation or inquiry; 
(c) as respects any specific problems of administration; or 


(d) for the purpose of enabling any province to bring into operation any 
agreement hereunder with such province. 


Kinds of assistance 
which may be given. 


Data in Dominion offices, 
availability to province. 


Provincial administrative 
reports, copies for Minister 
by agreement. 


Additional information 
from province as part of 
terms of agreement. 


Records of provincial 
insurance authority, avail- 
ability as part of terms 

of agreement. 


Investigation and report 
on provincial operations. 


Powers of person 
appointed for investigation; 
1927 R.S.C. cap. 99. 


Powers of duly 
authorized inspectors. 


Inquiry into matters subject 


to report and concerning 
operations. 
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(3) The Minister may render assistance as aforesaid by 


(a) affording opportunities for consultation between professional and tech- 
nical members of his staff and the members of the staff of the province 
concerned with the matters aforesaid; 


(b) placing technical and professional personnel at the disposal of the 
authorities of the province; 

(c) making available to the authorities of the province drafts of regulations 
and forms and draft procedure for carrying into effect any agreement 
made hereunder; and 

(d) such other means as may be at his disposal for assisting in the matters 

aforesaid; 


and the Minister may, subject to any regulations or order made hereunder, make 
available for the purposes aforesaid such financial assistance as Parliament may 
from time to time provide. 


10. For the purpose of enabling any province the more readily to bring into operation 
any scheme of health insurance for which an agreement has been made hereunder, 
the Governor in Council may order, subject to such conditions as may be prescribed 
by the Governor in Council, that there be made available to the province, as far as 
may be found practicable, any data concerning persons residing in the province 
which may have been obtained by any Department or Branch of the public service 
as the result of any registration of persons resident in the province. 


11. In any agreement made hereunder it shall be provided 
(a) that unless the Minister otherwise directs in any case, a copy of every 
statistical or other report made by any local or regional authority to the 
authorities of the province, and a copy of every like report made by the 
relevant authorities of the province for use of the Lieutenant Governor in 
Council or any department of government as respects the operations under 
any statutory provision by virtue of which an agreement has been made 
hereunder, shall be deposited with the Minister as soon as may be after 
the report is made; and 
(b) that said authorities of the province shall from time to time furnish to the 
Minister such additional statistical and other data as may in the opinion 
of the Minister be necessary 
(i) to enable the minister to carry out the terms of any agreement made 
hereunder and of this Act; and 
(ii) to set forth the extent and nature of the operations aforesaid as fully 
as the Minister may from time to time require; and 
(c) that the said authorities shall at all times make available to the Minister, 
or to his representative appointed for the purpose, all records, documents, 
accounts and statistics relating to the operations aforesaid. 


12. (1) The Governor in Council may on the recommendation of the Minister 
investigate and report on all questions relating to the operations under any agree- 
ment made hereunder. 

(2) For the purpose of any such investigation the person so appointed shall 
have the powers of a Commissioner under the Inquiries Act. 


13. (1) Any person authorized by the Minister to act as an inspector, shall, for the 
purpose of the execution of this Act, have power, subject to the instructions of the 
Minister in that behalf, to do all or any of the following things— 
(a) to inquire into any matters concerning which a report is required to 
be made under the last preceding section of this Act or concerning the 
operations referred to in that section. 


Inquiry as to compliance 
with statutory provisions 


and terms of agreement and 


as to effectiveness of 
statutory provisions. 


Right of entry into 
certain premises. 


Right to examine records 
relating to administration 
under agreement. 


Proviso. 


Certificate of appointment 
of inspector, production 
of when required. 


Penalty for wilful 
obstruction of inspector. 


Power of Governor in 
Council to make necessary 
regulations. 


Establishment of Public 
Health and Health Insur- 
ance Division of 
Department. 


Establishment of National 
Health Insurance and 
personnel thereof. 


Term of office of members. 


Meetings. 


Duties and powers of 
Council: reports to 
Minister. 


Travelling and living 
expenses to members. 
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(b) to make such examination and inquiry as may be necessary for ascer- 
taining whether proper effect is being given to the statutory provisions 
on which any agreement hereunder is based and to the terms of any 
such agreement, and whether the said statutory provisions contrive 
to be a satisfactory basis for an agreement hereunder. 

(c) To enter at all reasonable times any premises or place (other than a 
private dwelling not being a hospital), in which patients are treated or 
which is used in the carrying out of any of the statutory provisions on 
which an agreement hereunder is based. 

(d) to examine all records, documents and accounts in the possession of 
any officer or employee concerned with the administration of any 
agreement made under this Act and of the statutory provisions on 
which the agreement is based. 


Provided that the provisions of this subsection shall not apply to the private 
office at which any person carries out his professional undertakings pursuant to 
arrangements made with him under any statutory provision on which an agreement 
is made hereunder as respects health insurance, nor to any such person. 


(2) Every inspector shall be furnished with a certificate of his appointment as 
such, and on applying for admission to any premises or place for the purpose of 
carrying out his duties under this Act shall, if so required, produce the said certificate 
to the occupier of such premises or place. 

(3) If any person wilfully delays or obstructs an inspector in the exercise of 
any power given to him herein or fails to give such information or to produce such 
documents as are required to be produced or given herein or conceals or prevents or 
attempts to conceal or prevent any person from appearing before or being examined 
by an inspector, he shall be guilty of an offence under this Act and liable on summary 
conviction to a fine not exceeding $25.00. 


14. The Governor in Council may make any regulations necessary for giving effect 
to the purposes and intent of this Act or of any agreement made thereunder. 


15. For the administration of this Act there shall be established within the Depart- 
ment of Pensions and National Health a division to be known as the ‘‘Public Health 
and Health Insurance Division’”’ which shall include the present ‘Public Health 
Division’’. 


16. (1) There shall be a National Council on Health Insurance consisting of the 
Director of Health Insurance of the Department of Pensions and National Health 
(or other corresponding officer), who shall be chairman, the Deputy Minister of 
Health in each province, the Chief Administrative Officer of Health Insurance of 
each province which has established a Health Insurance Act (in each case subject 
to the consent of the province), and such other persons comprising a representative 
of the Canadian Medical Association, the Canadian Hospital Council, the pharma- 
ceutical, nursing, and dental professions, labour, industry, agriculture, urban women, 
and rural women, respectively, as may be appointed by the Governor in Council. 
(2) The members appointed as aforesaid shall hold office for three years. 


(3) The Council shall hold an annual meeting at Ottawa and shall meet at 
such other times and places as the Minister may direct. 

(4) The Council shall be charged with such duties and powers as the Governor 
in Council may prescribe, and all reports of the Council shall be made to the Minister 
in such form and under such conditions as he may require. 

(5) Each member of the Council shall receive such travelling and living expenses 
in connection with the work of the Council as may be approved by the Governor in 
Council. 


Reference of matters by 
Minister to Council. 


Return by Minister to 
Parliament each session. 
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(6) The minister may from time to time refer to the Council for consideration 
and advice such matters relating to the operation of this Act as the Minister thinks 
fit including the advisability of amending this Act. 


17. The Minister shall lay before both Houses of Parliament, within the first 30 
days of each session thereof, a return containing 
(a) a full and clear statement of all transactions in pursuance of this Act, and 
of any agreements made thereunder, during the fiscal year next previous 
to such session; 
(b) copies of all regulations made during the fiscal year under this Act; and 
(c) statements in summary form concerning the operations by the provinces 
under any agreements made hereunder, together with such additional inform- 

ation as the Minister may consider in the public interest. 


FIRST SCHEDULE 
(Section 3) 


Designation of 
Grant 


Health Insurance 


Grant 


Tuberculosis 
(treatment) 
Grant 


Mental Disease 
(treatment) 
Grant 


General Public 
Health Grant 


Purposes of 
Grant 


To provide health in- 


surance benefits. 


To provide free treat- 
ment for all persons 
suffering from tuber- 
culosis, including the 
provision of additional 
buildings and bed ac- 
commodation. 


To provide free treat- 
ment for persons suffer- 
ing from mental illness, 
and for mental defect- 
ives, including the pro- 
vision of additional 
buildings and bed ac- 
commodation. 


To assist the province 
in establishing and 
maintaining public 
health services through- 
out the province. 


Special Conditions 
Governing Grant 


Approval of the Gov- 


ernor in Council of the 
scheme of health insur- 
ance in the province. 


The province to pro- 
vide free treatment for 
persons suffering from 
tuberculosis, resident 
in the province, to the 
satisfaction of the Gov- 
ernor in Council. 


The province to pro- 
vide free treatment for 
all residents of the pro- 
vince suffering from 
mental illness, and for 
mental defectives, to 
the satisfaction of the 
Governor in Council. 


Approved by the Gov- 
ernor in Council of the 
public health services 
and activities in the 
province. 


Annual Amount 
of Grant 


ee in respect of 
each of the total num- 
ber, calculated in the 
prescribed manner, of 
the persons under 
health insurance for 
the year, including 
the dependants of the 
insured persons. 


F cult of the moneys 


expended by the pro- 
vince for the free 
treatment of persons 
suffering from tuber- 
culosis, excluding cap- 
ital expenditure. 


ORY Se of the moneys 


expended. by the pro- 
vince for the free 
treatment of persons 
suffering from mental 
illness, and for men- 
tal defectives, exclud- 
ing capital expendi- 
ture. 


ie. eae of the moneys 
expended by the pro- 
vince for public health 
services but not ex- 
ceeding ............ cents 
in respect of each 
of the total number, 
calculated in the {pre- 
scribed manner, of 
persons resident in the 
province for the year. 


* The proportion of provincial expenditures for these purposes will be entered in 
the draft for Parliament. 


— 
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Designation of 


Grant 


Special Public 

Health Grants: 

(1) Venereal 
Disease 


(2) Professional 
Training 


(3) Investiga- 
tional 


(4) Youth 
(physical 
fitness) 


Purposes of 
Grant 


To conduct a compre- 
hensive venereal dis- 
ease programme of pre- 
vention and control 
and to provide free 
diagnostic and _ treat- 
ment clinics in urban 
and rural areas. 


To enable the province 
to provide for the train- 
ing in public health of 
physicians, engineers, 
nurses and sanitary in- 
spectors. 


To enable the province 
to carry out any special 
investigation concern- 
ing public health or 
public health measures. 


To enable the province 
to establish and to con- 
duct a programme for 
the physical develop- 
ment of youth. 


Special Conditions 
Governing Grant 


The province to satisfy 
the Governor in Coun- 
cil of the need for the 
grant and of its effect- 
ive employment. 


The province to satisfy 
the Governor in Coun- 
cil of the need for the 
grant and of its effect- 
ive employment. 


The province to satisfy 
the Governor in Coun- 
cil of the need for the 
grant and of its effect- 
ive employment. 


‘ Approval of the Gover- 


nor in Council of the 
proposed scheme and 
like approval of the 
scheme in operation. 


Annual Amount 
of Grant 


een oae neo to be divided 
among the provinces 
on a per capita basis. 


Not to exceed §.......... 
to be divided among 
the provinces on a 
basis of need. 


Not to exceed 6.......... 
for any one investiga- 
tion. 


Not to exceed 6.......... 
to be divided among 
the provinces on a per 
capita basis. 
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SECOND SCHEDULE 
(Section 4) 
A Draft for a Health Insurance Act 


His Majesty, by and with the advice and consent of the Legislative Assembly 
enacts as follows: 


All residents and children. 


“qualified person’’. 


Cost of benefits from 


contributions and grants. 


Amount of contribution, 
Schedule A. 


SHort TITLE 
1. This Act may be cited as The Health Insurance Act, 194.. 
INTERPRETATION. 


2. (1) In this Act and in any regulations, agreement or order made thereunder, 
unless the context otherwise requires,— 
(a) “Commission”, means the Health Insurance Commission created by 
this Act; 
(b) ‘Minister’, means the Minister of Health; 
(c) “prescribed”, means prescribed by regulation of the Commission; 
(d) “regulation”, means any regulation made pursuant to this Act; 
(2) In this Act and in any regulation, agreement or order made thereunder, 
unless the context otherwise requires, each of the following expressions shall have 
the meaning assigned thereto in the section of this Act cited in this subsection: 


(a) “assessed contributors’, section 5; 
(b) “‘earnings’’, section 8; 
(c) “employed contributors”’, section 5; 
(d) ‘employed persons”’, section 5; 
(e) “employer’s contribution”, section 10; 
(f) “equalized value’, section 21; 
(g) “health insurance books”’, section 17; 
(h) “health insurance cards’’, section 17; 
(7) ‘Health Insurance Fund’, section 26; 
(7) “health insurance stamps’, section 17; 
(k) ‘medical practitioners,” section 28; 
(1) “qualified person’’, section 3. 


Persons Qualified to Receive Benefits 


3. (1) Subject to the provisions of this Act, all persons who have their normal 
place of residence in the province, and in whose case the requirements of this Act 
are complied with by them or on their behalf, shall be qualified to receive the benefits 
of health insurance conferred by this Act for themselves and for any children under 
the prescribed age of whom they have for the time being the care and control. 

(2) Any person who is entitled to the benefit of health insurance as aforesaid 
may be referred to as a “qualified person’’. : 


Source of Insurance Moneys 


4. (1) Subject to the provisions of this Act, the moneys required for defraying the 
cost of the benefits conferred by this Act, and for making any other payments which 
under this Act may be made out of the Health Insurance Fund established thereunder, 
shall be derived partly from contributions paid by and on behalf of insured persons 
as required by this Act, and partly from grants made pursuant to any Act of the 
Parliament of Canada for the purpose of providing the health insurance benefits 
under this Act. 

(2) The contribution payable by, or by and on behalf of, insured persons shall 
be as set forth in Schedule A to this Act. 
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Employments, Schedule B; 


contributions from 
employed persons. 


‘Employed persons.” 


“Employed contributors.” 


Persons as ‘‘assessed 
contributors.” 


Contributions for 
dependants. 


Wife or husband of 
contributor a dependant. 


No contribution for child 
unless employed. 


Contributions in year 
partly as employed and 
partly as assessed 
contributor; provision for 
refund or credit in such 
cases. 


Establishment of register 
by filing of return. 


Schedule C. 


Partial completion of 
return if full contribution 
made for year. 


No further contribution 
for relevant period. 
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Contributors 


5. (1) Subject to the provisions of this Act, all persons who are employed in any 
of the employments specified in Schedule B to this Act, shall, while so employed, 
contribute hereunder as employed persons. 

(2) All persons employed as aforesaid may be referred to as “employed persons” 
and all persons who contribute as employed persons may be referred to as ‘employed 
contributors’’. 

(3) All persons required to contribute hereunder otherwise than as employed 
persons shall be assessed yearly, in the manner provided by this Act, for the amount 
they are to contribute, and all persons who contribute as assessed persons may be 
referred to as ‘‘assessed contributors’”’. 


(4) If any employed contributor, or any assessed contributor, has dependent 
on him for support any person, other than a child as referred to in subsection (1) of 
section 3, he shall be liable to pay the contribution of that person, as set forth in 
Schedule A to this Act, for any part of the year for which the contribution of that 
person is not otherwise paid; but if in any case partial dependency is established, a 
proportion of the aforesaid contribution shall be payable by the said contributor 
equal to the proportion in which he supports the said person. 

(5) Unless it is otherwise established in any case, the wife or husband of any 
contributor shall, for the purposes of this section, be deemed to be fully dependent 
on that contributor for support. 


(6) Notwithstanding anything in this Act contained, no contribution shall be 
required to be made by or on behalf of a child under the prescribed age except contri- 
butions required to be made thereunder by or on behalf of any such child as an em- 
ployed person. 


6. (1) Any person who contributes for a part of any year as an employed contri- 
butor shall contribute for the remainder of that year as an assessed contributor, and 
if any person contributes hereunder for any portion of a year both as an assessed 
contributor and as an employed contributor, a refund shall be made to him of the 
amount of the contributions paid by him as an assessed contributor for the aforesaid 
portion of the year or the said amount may be applied to pay any contribution of 
any person who is dependent on him and for whom he is liable to make contribution 
as aforesaid. 

Registration 


7. (1) For the purpose of enabling the Commission 
(a) to establish and maintain a register of qualified persons and of the 
dependants of those persons; 
(b) to assess in the manner required by this Act all persons required to 
contribute thereunder otherwise than as employed contributors; and 
(c) for other purposes of this Act; 
every person resident within the province shall, whenever called: upon so to do, but 
not oftener than once each year, file a return with the Commission in the form set 
forth in Schedule C to this Act and verified by affidavit as included therein. 


(2) Any person who is called upon to complete and file such return may, in lieu 
of completing the whole return, complete only Parts I and II thereof and file the 
return completed to that extent, if at the time of so filing the return he pays the 
amount of the full contribution for the year, as required by this Act, for himself and 
for any other person for whom he is required to make contribution hereunder. 


(3) Any person who makes contribution, or on whose behalf contribution is 
made, as provided in the last preceding subsection, shall not be required to contribute 


as an employed contributor for any part of the year to which the contribution so 
made relates. 


Power of Commission to 
require additional 
information. 


Power of Commission 
to assess. 


Regulations respecting 
returns, penalties, etc. 


Contributions; relation to 
earnings; when employer 
contributes part. 


Proviso. 


When working-period 
deemed equal to calendar 
week. 


When working-period 
deemed less than calendar 
week. 


Proviso 


“earnings’’. 
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(4) Every person who files a return as aforesaid shall promptly answer any 
inquiries of the Commission concerning any entry in the return or concerning any 
omissions therefrom, and the Commission shall make such other inquiries as may 
appear necessary to ascertain the correctness of the return and of any information 
obtained as a result of any such inquiry. 


(5) The Commission shall not be bound by any entry in any such return nor 
by information obtained as a result of any inquiry as aforesaid, and, subject to the 
provisions hereinafter contained, the Commission may assess any such person as 
being possessed of property of such a value, and of income in such an amount, as 
may to them seem just and correct. 


(6) Regulations may be made hereunder 


(a) varying the information called for by the form in Schedule C to this 
Act so as to better carry out the intentions of this Act. 


(6) prescribing the date of filing of the said return. 


(c) prescribing penalties for any default in complying with the provisions 
of this section. 


(d) as may be necessary to give effect to the intentions of this section. 


Contributions of Employed Contributors 


8. (1) Subject to the provisions of this Act and to any regulations made there- 
under, a contribution shall be payable by every employed person of .. per cent of 
his earnings, but not exceeding the amount set forth in Schedule A to this Act for 
any pay-period therein specified during the whole of which such person works for 
any one employer, and in any case where the contribution so payable by an employed 
person falls short of that amount, a contribution shall be payable on behalf of the 
employed person by his employer in an amount sufficient to bring the sum of the 
contributions so payable by the employed person and on his behalf by his employer 
up to the amount specified as aforesaid for the pay-period: Provided that, notwith- 
standing anything in this Act to the contrary, contributions shall not be required to 
be paid in any year for pay-periods exceeding a total of forty-eight weeks. 


(2) Where an employed person works in any calendar week for the full working- 
week for any employer, he shall be deemed to have worked for the whole of that 
calendar week for that employer, and no contribution shall be payable in respect of 
him by any other employer in or in respect of that week. 


(3) Where an employed person in any calendar week is employed by any em- 
ployer for a shorter period than the full working-week, then a contribution of the 
daily amount specified in the said Schedule shall be payable by and on behalf of the 
employed person for each day during the whole or part of which he is employed in 
that calendar week by any employer, but the amount so payable by the employed 
person shall not exceed the said percentage of his earnings for the days he is so em- 
ployed in any such week: Provided that if an employed person is employed by more 
than one employer on any day, his first employer on that day, subject to any regu- 
lations which may be made hereunder, shall be deemed to be the employer for the 
purposes of the provisions of this Act relating to the payment of contributions, and 
no further contribution shall be payable in respect of him by any other employer 
of that day. 


(4) For the purposes of this Act, “earnings” include salary, wages and all other 
pecuniary remuneration, as well as personal and living expenses when these form 
part of the remuneration of the employed person; and regulations may be made 
hereunder prescribing the valuation at which any remuneration other than pecuniary 
remuneration is to be taken for the purposes of this section. 
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9. Where an employed person is employed by two or more than two employers under 
a joint agreement, then, notwithstanding any agreement between the employers for 
sharing the employer’s contribution of that person, the said employers shall be jointly 
and severally liable as employer of that person as respects the provisions of this Act 
concerning any unpaid contribution of that person. - 


10. Except where regulations under this Act otherwise prescribe, the employer 
shall, in the first instance, pay both the contribution payable by himself (in this Act 
referred to as “the employer’s contribution”), if any, and also on behalf of the em- 
ployed person the contribution payable by that person. 


11. (1) Where the employed person receives any wages or other pecuniary remunera- 
tion from the employer, the amount of any contribution paid by the employer on 
behalf of the employed person shall, notwithstanding the provisions of any Act or 
any contract to the contrary, be recoverable by means of deductions from the wages 
of that person or from any other pecuniary remuneration due from or payable by 
the employer to that person and not otherwise: 


Provided that no such deduction may be made 


(a) from any wages or pecuniary remuneration other than such as are paid 
in respect of the period or part of the period for which the contribution 
is payable; or 


(b) in excess of the sum which represents the amount of the contributions 
for the period in respect of which the wages or other remuneration 
is paid. 

(2) Where the employed person does not receive any wages or other pecuniary 
remuneration from the employer but receives such remuneration from some other 
person, the amount of any contribution paid by the employer on behalf of the em- 
ployed person shall, without prejudice to any other means of recovery, be recoverable 
as a civil debt from the employed person, if proceedings for recovery are instituted 
within three months from.the date on which the contribution was payable. 


(3) Where the employed person is not paid wages or other pecuniary remunera- 
tion by his employer or any other person, the employer shall be liable to pay the 
contributions payable both by himself and the employed person and shall not be 
entitled to recover any part thereof from the employed person. 


12. The Commission may by regulations made hereunder provide that in any case 
or class of cases where employed persons work under the general control and manage- 
ment of some person other than the immediate employer, that person shall, for the 
purposes of the provisions of this Act relating to the payment of contributions, be 
treated as the employer, and may provide for allowing him to deduct the amount 
of any contributions, other than employer’s contributions, which he may become 
liable to pay from any sums payable by him to the immediate employer, and for 
enabling the immediate employer to recover from the employed persons the like sums 
and in the like manner as if he were liable to pay the contributions. 


13. In the case of outworkers, regulations may be made with respect to any class or 
classes of work 


(a) defining ‘“‘a unit of work” to mean the amount of work for which a stated 
sum is paid, or as otherwise provided in the regulations. 


(b) specifying the number of units of work which shall be deemed to constitute 
whole time work for any pay-period. 


(c) for any purpose deemed necessary to apply the provisions of this Act to 
outworkers. 
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14. Notwithstanding any contract to the contrary, the employer shall not be en- 
titled to deduct from the wages of, or otherwise to recover from the employed person 
the employer’s contribution. 


15. (1) Any money deducted for the purposes of this Act by an employer from 
wages or other remuneration of an employee, shall thereupon be deemed to belong 
to the Commission and until received by the Commission, shall be deemed, as to the 
whole or any part thereof, to be held by the employer in trust for the Commission. 


(2) In the event of the bankruptcy of the employer the Commission shall in 
respect of any unpaid contributions payable by him as employer’s contributions 
be entitled to the same priority as is accorded wage-earners with respect to wages 
under the Bankruptcy Act. 


16. The Commission may by regulation provide for the repayment to a person and 
to his employer of any contributions paid by them or either of them under the erro- 
neous belief that the contributions were payable in respect of that person, subject, in 
the case of that person’s contributions, to the deduction therefrom of the value of 
any health insurance benefit received by him to which he was erroneously deemed to 
be entitled by reason of the contributions so paid in respect of him and which he 
would not otherwise have received: 


Provided that repayment of contributions may be made under this section only 
on an application therefor made in the prescribed manner and within the prescribed 
period which shall be not less than one year from the date on which the last of the 
contributions was paid. 


17. The Commission may by regulation provide for 


(a) the payment of contributions, and of contributions in arrears, by means of 
stamps (in this Act referred to as “health insurance stamps’’) affixed to or 
impressed upon books or cards (in this Act respectively referred to as “‘health 
insurance books” and “health insurance cards’’), or otherwise, and such 
stamps or the devices for impressing the same, or other methods of payment, 
shall be prepared and issued in such manner as may be provided by the 
regulations; and 

(b) the deduction from the earnings of an employed person by his employer of 
any arrears of contributions that person is liable to pay under any of the 
provisions of this Act, and the deduction thereof, shall be at such rate or 
rates per pay-period as may be prescribed, and the effects and consequences 
hereinbefore provided as respects deductions made from the earnings of an 
employed person for the contributions hereunder shall apply to deductions 
made for the payment of arrears of contributions. 


18. (1) The contributions made hereunder by and on behalf of any employed con- 
tributor whose normal place of residence is outside the province shall, if a scheme of 
health insurance is in operation in the province or other jurisdiction where he has his 
normal place of residence, be paid from the Fund to the health insurance authority 
of such province or other jurisdiction, for the purpose of enabling him to derive 
benefit under that health insurance scheme, and if no such scheme is in operation, 
the employed contributor may, in manner prescribed, elect a place of residence in 
the province for the purpose of receiving, as far as may be practicable, the benefits 
of this Act for himself but not for any person dependent on him, and on failure to 
elect within the prescribed period, the contributions aforesaid shall be carried to a 
special account to the credit of the employed contributor and shall be available to 
him for the payment of any bill certified for payment by him for any medical or other 
services, whether rendered to himself or to any person whom he claims to be dependent 
upon him, being services to which a qualified person would be entitled under this 
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(2) The Commission may accept such evidence as to them may seem sufficient 
of the validity of any such bill and certification thereof as aforesaid for the purposes 
of this section. 

(3) Any balance in any such account at the time of death of any such person 
shall form part of the estate of that person. 


19. (1) Notwithstanding anything in this Act in any case where 


(a) it appears to the Commission that the wife or husband of an employed 
person is dependent on that person for support; or 


(b) an employed person advises the Commission in manner prescribed that 
he desires to pay by deduction from his earnings the contribution of 
any person dependent on him for support, not being a dependant as 
referred to in paragraph (a) hereof, 

the Commission shall by notice entered in the employment book of the employed 
person, or otherwise as may be prescribed, instruct the employer of that person that 
for all purposes of contributions under this Act the contribution by and on behalf 
of that person shall be taken as the sum of the contribution of that person and of the 
aforesaid dependent person or persons but without any consequent increase in the 
employer’s contribution on behalf of the employed person. 

(2) If in any case on the assessment, as in this Act provided, of any such person 
it is found that the contribution paid by him for any period as an employed person 
in respect of any dependants as aforesaid exceeds the contributions determined in 
his case as an assessed contributor for those dependants, the said excess shall be 
repayable to him or may be applied to pay any contributions which he is liable to 
pay under this Act. 


20. (1) Subject to the provisions of this Act, the Commission may make regulations 
providing for any matters relating to the payment and collection of contributions 
payable under this Act, and in particular for 

(a) specifying the manner, times, and conditions in, at and under which 
payments are to be made; 

(b) the entry in or upon health insurance books or cards of particulars of 
contributions paid in respect of the persons to whom the health insur- 
ance books or cards relate; 

(c) the issue, sale, custody, production, and surrender of health insurance 
books or cards and the replacement of health insurance books or cards 
which have been lost, destroyed, or defaced; and 

(d) the offering of reward for the return of a health insurance book or card 
which has been lost and for the recovery from the person responsible 
for the custody of the book or card at the time of its loss of any reward 
paid for the return thereof. 


(2) The Commission may enter into an agreement with the Postmaster General 
of Canada, or such other person as may be prescribed, for the sale of stamps. 


Assessment and Contribution of Assessed Contributors 


21. (1) Subject to the provisions of this Act any person required to contribute under 
this Act otherwise than as an employed person shall be assessed for his contribution 
on the basis of information contained in the return required to be filed by him under 


this Act. 

' (2) The value of the real property of any such person, if such property is situate 
within the province, shall be taken at its value determined as hereinafter in this section 
provided, which value may be referred to as the “equalized value”, and the value 
of the real property situate outside the province, and of all personal property required 
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to be valued for the purposes of this section, shall be taken at such value as may be 
determined in accordance with regulations made hereunder. 

(3) For the purposes of this Act the authority in charge of the administration 
or supervision of municipal affairs in the province, or such other authority as the 
Lieutenant-Governor in Council may name for the purpose, shall value from five to 
eight per cent of the different parcels of land in different parts of each local govern- 
ment area within the province and the total valuation placed upon the said parcels 
in any area shall be set against the total valuation placed upon those parcels by the 
assessors of the local government for that area, and the ratio of the total of the first 
valuation to the total of the second valuation shall be the factor by which the value 
of the real property of any such person, as determined by the assessors of the local 
government for that area, shall be multiplied for the purpose, of determining the 
equalized value of that property. 

(4) The factors determined as aforesaid may be used for a period of five years 
without a redetermination. 

(5) In lieu of determining factors for the equalization of real property values as 
aforesaid, factors may, if found practicable, be based on the equalization of values 
made from time to time in the several counties or other local government areas 
within the province. 


22. (1) The value of the real and personal property of any such person determined 
in accordance with the provisions of the last preceding section of this Act, less the 
amount owing under any mortgage, lien or other charge outstanding against the said 
property, or against any of it, shall be deemed to yield an annual income to such 
person of such a rate per centum of the said value as may be prescribed from time 
to time. 

(2) The value of any real or personal property occupied or used under lease or 
tenancy or otherwise by any such person for the purpose of his business, trade or 
occupation, shall be deemed to yield that person an annual income of such a rate 
per centum thereof as may be prescribed from time to time, and the said value shall 
be determined in accordance with the provisions of the last preceding section of this 
Act. 

(3) As to any assessed person, the sum of his annual income determined in the 
manner described in the two preceding subsections of this section together with his 
income, if any, from all sources other than income from his real and personal property, 
may be referred to as his “‘assessed income’’. 


(4) If by reason of the nature of the business, trade or occupation in which any 
such person is engaged, for the whole or for any part of the year, difficulty arises in 
ascertaining his income or earnings therefrom, other than the income from his prop- 
erty, then that person may, in accordance with regulations made hereunder, be deemed 
to have been in receipt of salary or wages appropriate to a person engaged in the 
same business, trade or occupation in like capacity on the basis of salary or wages, 
or the income or earnings of that person may otherwise be determined in accordance 
with regulations hereunder. 


(5) An appeal shall lie against the assessment of any person, and regulations 
may be made hereunder prescribing the persons entitled to make appeals, the time 
and manner of making appeals, the constitution of the authority to hear and decide 
appeals, and the procedure at and concerning appeals. 


23. (1) If the assessed income of any person is equal to or greater than a prescribed 
maximum income (referred to in this Act as the ‘““maximum assessed income”’), the 
yearly rate of contribution which that person shall be liable to pay hereunder (a) for 
himself or (b) for any person dependent on him for support other than a child under 
the prescribed age, shall, subject to the provisions of this section, be the yearly rate 
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of contribution set forth in Schedule A to this Act, and that rate shall apply in either 
case for any part of the year for which he is required to make contribution as an 
assessed person. 

(2) If the assessed income of any person is less than the maximum assessed 
income applicable in his case, the yearly rate of contribution payable by him (a) for 
himself, (b) for any such dependant, shall be the same proportion of the yearly rate 
of contribution set forth in Schedule A to this Act as his assessed income is of the 
said maximum assessed income, and, subject to the provisions of this section, the yearly 
rate of contribution so determined to be payable by him shall in either case apply for 
any part of the year for which he is required to make contribution as an assessed 
person, and the difference between the contribution he would be required to make 
were his assessed income equal to the said maximum and the contribution he is liable 
to make under this subsection shall in either case be payable on his behalf by the 
province. 

(3) The yearly rate of contribution which an assessed person shall be liable to 
pay as aforesaid for any person who is partially dependent on him for support shall 
be the same proportion of the yearly rate of contribution determined as hereinbefore 
in this section provided as the proportion in which he contributes to the support of 
that dependant. 

(4) In prescribing the maximum assessed income for the purposes of this section, 
account shall be taken of the number of dependants for whom the assessed person is 
liable to make contribution hereunder and of the proportion in which he contributes 
to the full support of those dependants. 


(5) Regulations may be made hereunder prescribing the procedure to be fol- 
lowed in determining the contribution to be made by assessed contributors in any 
cases or class of cases which do not fall within the provisions of the preceding sub- 
sections of this section, and the said regulations shall be such as to harmonize as 
nearly as may be the assessment of persons thereunder with the assessment of persons 
under the said provisions. 


24. (1) Except where it appears that any such person is an employed person at the 
date of registration, the Commission shall on completion of his assessment demand 
payment of him, within the prescribed period, of the yearly contribution payable 
by him. 

(2) As soon as may be after the close of each insurance year, the Commission 
shall as to any person other than a person to whom the last preceding subsection of 
this section applies, demand payment of him, within the prescribed period, of the 
contribution, if any, which he is liable to pay under this Act, for himself and for any 
persons dependent on him: Provided that regulations may prescribe that the said 
contribution shall be determined in the case of any such person on the basis of his 
registration made for the said insurance year rather than on the basis of the regis- 
tration made for the preceding year. 


(3) Regulations made hereunder may prescribe remedies for collection and 
impose reasonable pecuniary penalties in the case of any person failing to pay within 
the prescribed period, any contribution for which he is liable; and, in particular, and 
without limiting the generality of the foregoing, such regulations may prescribe 
procedure for the collection by the authorities of any municipality in the province in 
which such person owns property of any kind or in which he is required to pay a 
business or other tax, of any contribution, and pecuniary penalties if any, together 
with a percentage addition to the contribution estimated to cover the costs of col- 
lection by such authorities. 


25. All necessary regulations may be made hereunder for the purpose of giving effect 
to the intentions of the three last preceding sections.. . 
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Health Insurance Fund 


26. (1) There shall be a special account in the Consolidated Revenue Fund of the 
Province called the Health Insurance Fund (in this Act referred to as ““The Fund’’), 
to which the Provincial Treasurer shall from time to time credit 

(a) all moneys received from the sale of health insurance stamps and con- 
tributions paid otherwise than by means of such stamps; 

(b) penalties payable to the Fund; 

(c) all grants made to the province by the Government of Canada for the 
purposes of this Act; 

(d) any sums payable to the Fund out of the revenues of the Province 
under the terms of this Act or otherwise together with any other sums 
received on behalf of the Fund; and 

(e) interest earnings on any investments of the Fund. 

(2) The Provincial Treasurer may, subject to the provisions of this Act and to 
any regulations made thereunder, on requisition of the Commission or its authorized 
officers, pay out of the Fund any sums which may properly be paid under this Act. 

(3) Regulations may be made hereunder for the purpose of 

(a) authorizing the appointment of a committee, with powers defined by 
the regulations, to invest from time to time any part of the Fund not 
currently required for the purposes of this Act and to sell or exchange 
investments so made for other like investments; and 

(b) making effective the intentions of this section. 


Benefits 


27. (1) Subject to the provisions of this Act and to any regulations made thereunder, 
the benefits conferred by this Act on qualified persons shall be such as to provide for 
the prevention of disease and for the application of all necessary diagnostic and 
curative procedures and treatment. 

(2) For the purposes of this Act the benefits referred to in the last preceding 
subsection shall be administered under the following heads, namely, 

(a) Medical, surgical and obstetrical benefits. 
(b) Dental benefit. 

(c) Pharmaceutical benefit. 

(d) Hospital benefit. 

(e) Nursing benefit. 

(3) The benefits referred to in the last preceding subsection shall include such 
special and technical procedures and ancillary services as may be prescribed and as 
may, in accordance with regulations made hereunder, be deemed necessary to make 
effective the said benefits in the case of any qualified person. 

(4) Notwithstanding anything in this Act contained, if, on account of insuffi- 
cient professional personnel, facilities or equipment, it is found to be not practicable, 
in an emergency or in any other circumstances, to provide any of the said benefits for 
all persons entitled thereto the said benefits shall, as far as may be practicable and 
in accordance with regulations made hereunder, be made available to such of the 
persons aforesaid as may at the time be most urgently in need thereof. 


Medical, Surgical and Obstetrical Benefits 


28. (1) For the purpose of administering medical, surgical, and obstetrical benefit, 
the Commission shall, in accordance with regulations made hereunder, make arrange- 
ments therefor with practitioners in medicine, surgery, and obstetrics who are regu- 
larly qualified, duly licensed and in good standing in the province (in this Act referred 
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to as “Medical Practitioners” or “Medical Advisers’ as the circumstances may 
require), including specialists and consultants in medical, surgical, and obstetrical 
diagnosis, treatment, and procedures. 


(2) The regulations and arrangements aforesaid shall be such as to secure that 
qualified persons shall, subject to the provisions of this Act, receive from medical 
practitioners with whom arrangements are so made all such adequate measures 
for the prevention of disease, and all such proper, necessary and adequate medical, 
surgical, and obstetrical treatment, attendance, and advice as may be prescribed, 
and the said regulations and arrangements shall, subject to such terms and limitations 
as may be included therein, be such as to secure 


(a) 


(0) 


(c) 


(d) 


(f) 


(9) 


(h) 


the preparation and publication of lists of medical practitioners who 
have agreed to attend, treat and advise qualified persons, and the class 
or classes of service each such practitioner is qualified and prepared 
to provide; 

the right on the part of any medical practitioner as aforesaid who is 
desirous of being included in any such list of being so included on 
making application to that effect in the prescribed manner; 


the right on the part of any qualified person, not being a child as here- 
inafter in this paragraph referred to, of selecting, at such times as may 
be prescribed, from the appropriate list the medical practitioner by 
whom he wishes himself to be attended, treated, and advised, and of 
selecting in like manner the medical practitioner by whom he wishes 
any qualified child under the prescribed age, of whom he has for the 
time being the care and control, to be attended, treated, and advised, 
and, subject in each case to the consent of the medical practitioner so 
selected, of being attended, treated, and advised by him; 


the right on the part of any qualified person to the services of specialists 
and consultants, ordinarily after consultation with and on the recom- 
mendation of the medical adviser that person may have selected as 
aforesaid, and the right on the part of that person to select the specialist 
or consultant, subject to any regulations made in that behalf; 


the distribution among the several medical practitioners whose names 
are on the lists, so far as practicable under arrangements made by 
them, of the qualified persons who after due notice have failed to make 
any selection or who have been refused by the medical practitioner 
whom they have selected; 


the services of medical practitioners in the prevention of disease and in 
the conservation of health and physical fitness as provided in the 
arrangements aforesaid; 


that, except in case of an emergency, no medical practitioner shall be 
entitled to remuneration from the Fund for any service rendered to 
any qualified person in the performance of which the medical practi- 
tioner exceeds his professional competence as shown by the lists afore- 
said; 

that the method or methods of remuneration of medical practitioners 
and the rate thereof, whether by capitation, by fees, or by salary, or 
by any combination thereof, or otherwise, shall be such as may be pro- 
vided for in the arrangements aforesaid with medical practitioners and 
shall be subject to revision from time to time as may be provided for 
in the arrangements aforesaid; and 

the keeping of adequate and satisfactory clinical records by medical 
practitioners as prescribed. 
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(3) Arrangements with medical practitioners made under the provisions of this 
section may include arrangements with approved clinics, or groups of medical practi- 
tioners practising in co-operation, whereby qualified persons may select any such 
clinic or group of practitioners in lieu of selecting a medical practitioner as provided 
in this section. 


(4) Regulations shall prescribe 


(a) the rules and procedure to be followed in determining the class or classes 
of professional services, other than medical practitioner services, which 
is or are within the competence of each practitioner who is desirous of 
being included in any list as aforesaid; and 


(b) the classes of services which shall be deemed to be medical practitioner 
services, either for the province generally or for particular regions or 
areas thereof, with any modifications therein which may be necessary 
to meet special circumstances or special cases, or to meet the case of 
any medical practitioners who do not desire to supply all of the services 
aforesaid to qualified persons. 


Dental Benefit 


29. (1) For the purpose of administering dental benefit, the Commission shall, in 
accordance with regulations made hereunder, make arrangements with registered 
dental practitioners, including specialists in dentistry, for the purpose of carrying out 
the programme of dental services which may be established in accordance with the 
said regulations. 


(2) The terms of the programme aforesaid shall be such as to secure, subject to 
such terms and limitations as may be included therein, 


(a) that the services thereunder shall be in accordance with recognized 
professional standards for sound dentistry; 


(b) that the classes of persons entitled to benefit under the programme shall 
be not greater than can be served from time to time in accordance with 
the standards aforesaid by the dental practitioners with whom arrange- 
ments are made; 


(c) that the terms of the programme shall be such as to extend dental 
services in accordance with the standard aforesaid to all persons 
under health insurance as soon as that end may be practicable; 


(d) that, without limiting the generality of the powers conferred by this 
section, the programme may in the first instance be limited to persons 
not over a prescribed age, subject to advance in that age from time to 
time, having regard to the number of dental practitioners available for 
rendering the required services; and 


(e) that, for the effective and economic administration of the programme, 
persons entitled to benefit thereunder may, in accordance with regula- 
tions made in that behalf, be required to attend at prescribed times 
at the office of the dental practitioner selected by those persons, and 
be subject to a penalty as prescribed for non-attendance. 


(3) The arrangements made with dental practitioners as aforesaid shall be such 
as to secure, subject to such terms and limitations as may be included in regulations 
made in that behalf, 

(a) the preparation and publication of lists of dental practitioners who have 
agreed to treat and advise qualified persons, and the class or classes of 
service each such dental practitioner is qualified and prepared to 
provide; 
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(b) the right on the part of any registered dental practitioner who is desirous 
of being included in any such list as aforesaid of being so included on 
making application to that effect in the prescribed manner; 


(c) the right on the part of any qualified person, not being a child as here- 
inafter in this paragraph referred to, of selecting, at such times as may 
be prescribed, from the appropriate list the dental practitioner by 
whom he wishes himself to be treated and advised, and of selecting in 
like manner the practitioner by whom he wishes any child under the 
prescribed age, of whom he has for the time being the care and control, 
to be treated and advised, subject in each case to the consent of the 
dental practitioner so selected; 


(d) the distribution among the several dental practitioners whose names 
are on the lists, so far as practicable under arrangements made by 
them, of the persons entitled to services under the programme who after 
due notice have failed to make any selection, or who have been refused 
by the dental practitioner whom they have selected; 


(e) the right on the part of any qualified person to the services of specialists 
and consultants in dentistry as may be recommended from time to 
time by the dental practitioner that person may have selected as afore- 
said, and the right of that person to select the specialist or consultant, 
subject to any regulations made in that behalf; 


(f) that, except in case of emergency, no dental practitioner shall be en- 
titled to remuneration from the Fund for any service rendered to a 
qualified person in which he exceeds his professional competence as 
shown by the list aforesaid; 


(g) that the method or methods of remuneration of dental practitioners and 
the rate thereof, whether by capitation, by fees or by salary, or any 
combination thereof, or otherwise, shall be such as may be provided 
for in the arrangements aforesaid with dental practitioners and shall 
be subject to revision from time to time as may be provided for in the 
regulations; and 


(hk) the keeping of clinical records by dental practitioners as prescribed. 


(4) Regulations shall prescribe the rules and procedure to be followed in deter- 
mining the class or classes of professional services, other than general dental services, 
which is or are within the competence of each dental practitioner who is desirous of 
being included in any list as aforesaid. 


Pharmaceutical Benefit 


30. (1) For the purpose of administering pharmaceutical benefit, the Commission 
shall, in accordance with regulations made hereunder, make arrangements for the 
supply of proper and sufficient drugs, medicines, materials, and appliances to qualified 
persons, and the regulations and arrangements aforesaid shall be such as to enable 
qualified persons to obtain such drugs, medicines, and appliances, if ordered by the 
practitioner by whom the qualified persons are attended, from any persons with 
whom arrangements have been made, and shall be such as to secure, subject to such 
terms and limitations as may be included therein, 


(a) that, except to the extent to which medical practitioners and dental 
practitioners may, in accordance with the arrangements made with 
them, be required to supply such drugs, medicines, and appliances for 
immediate use or in emergencies or in remote areas, arrangements shall 
be made only with retail pharmacists (including chemists and druggists) 
registered in the province; 
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that lists of pharmacists with whom arrangements have been made as 
aforesaid shall be prepared and published; 


that any pharmacist registered in the province desirous of being in- 
cluded in any such list as aforesaid shall be so included on making 
application therefor in the prescribed manner; 


that the person for whose benefit an order for any drug, medicine, 
material, or appliance is given shall have the right to select the pharmacist 
by whom the order shall be filled; 


that except as may otherwise be prescribed, a pharmacist shall not 
supply drugs, medicines, materials, or appliances if the order therefor 
is written in such manner as to necessitate reference on the part of the 
pharmacist to a previous order; and 


that orders for drugs, medicines, materials, and appliances supplied 
shall be priced by a central board, bureau or committee for the whole 
province in accordance with a tariff agreed upon between the Commis- 
sion and associations representative of pharmacists, and in accordance 
with regulations made in that behalf. . 


(2) Regulations may be made hereunder from time to time authorizing a pro- 
vincial drug formulary for the purpose of this Act. 


Hospital Benefit 


81. (1) For the purpose of administering hospital benefit, the Commission shall, in 
accordance with regulations made hereunder, make arrangements for all necessary 
treatment of qualified persons in hospitals (including convalescent homes), other 
than treatment for tuberculosis or mental illnesses, and the regulations aforesaid 
shall be such as to secure, subject to such terms and limitations as may be included 


therein, 


(a) 


(0) 


(¢) 


(d) 


(¢) 


(f) 


the preparation, and publication as may be prescribed, of lists of hos- 
pitals with which arrangements as aforesaid have been made, showing 
in the said lists the classes of services and treatment each such hospital 
is capable of providing and authorized to provide under the said ar- 
rangements; 
that, except as may otherwise be prescribed, arrangements shall be 
made only with hospitals known as (i) “non-profit voluntary hospitals’’, 
(ii) municipal hospitals, (iii) provincial government hospitals and (iv) 
Dominion Government hospitals, and that the said hospitals shall, 
subject to the classification thereof as provided in paragraph (a) hereof, 
be on an equal footing under the said arrangements; 
that a qualified person shall be entitled to treatment as aforesaid only 
when the treatment is ordered by the medical practitioner by whom 
the qualified person is attended; 
that any person for whom treatment is ordered as aforesaid shall have 
the right of selection of the hospital from among the hospitals capable 
of providing the treatment and services required; 
that the governing body of each hospital shall have the right to deter- 
mine the medical practitioners who shall have the right of treating 
patients therein; 
that the compensation of hospitals shall be 

(i) a basic rate for general care together with provision for diagnostic 

and therapeutic procedures, not provided under general care, 
at such tariff as may be prescribed, or 
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(ii) an inclusive rate for general care as aforesaid including such 
diagnostic and therapeutic procedures as may be prescribed, 
together with provision for other special diagnostic and thera- 
peutic procedures at such tariff as may be prescribed, or 

(iii). on such other basis as may be prescribed. 

(g) that in any case the arrangements aforesaid shall provide for general 
ward service only, and that semi-private and private ward service shall 
not be available as a part of the hospital benefit unless in any particular 
case semi-private or private ward service is determined, in accordance 
with regulations made in that behalf, to be essential to the welfare of 
the patient, and that in any such case the differences in charges shall 
be payable from the Fund to the hospital; 


(h) that any qualified person in receipt of treatment under arrangements as 
referred to in paragraphs (f) and (g) of this subsection shall have the 
right to semi-private or private ward service, if available, on payment 
by that person to the hospital of the difference in the charges therefor; 

(t) that any qualified person in receipt of treatment as aforesaid, except 
as described in paragraph (h) of this subsection, shall be available for 
clinical observation by the teaching staff of medical schools and hos- 
pitals for the better instruction of students in medicine and nursing 
pursuant to regulations and arrangements made in that behalf; and 


(7) that the legal responsibilities of the hospital and of its personnel con- 
cerning the divulgence of clinical data as respects any qualified person 
who has received treatment as aforesaid shall be defined. 

(2) In making arrangements with hospitals in accordance with the provisions 
of paragraph (f) of subsection one of this section, basic rates for general care may, in 
manner prescribed, be determined for each hospital having regard for local costs and 
the facilities and services afforded by the hospital, and in the case of hospitals known 
as “teaching hospitals”, the arrangements may provide compensation, in the rates 
and tariffs aforesaid or otherwise as may be prescribed, for the teaching facilities 
afforded in each such hospital, including such compensation as may be prescribed for 
the purpose of enabling each such hospital to make effective the objects of paragraph 
(2) of subsection one of this section. 

(3) In the case of hospitals having what is known as “closed wards’, whether 
for teaching purposes or otherwise, the medical staff in such hospitals shall receive 
such remuneration as may be prescribed for attendance, treatment, and advice in 
respect of qualified persons admitted to such wards. 


(4) Regulations may prescribe the rules and procedure to be followed in deter- 
mining the classes of services and treatment each hospital is capable of providing 
and authorized to provide and for determining what shall constitute general care in 
any case, or the regulations may constitute an authority or name an authority for 
determining the matters aforesaid or any of them. 


Nursing Benefit 


32. (1) For the purpose of administering nursing benefit, the Commission shall, in 
accordance with regulations made hereunder, make arrangements for providing 
necessary nursing services for qualified persons and for the effective and economic 
administration of those services. 

(2) The regulations aforesaid shall be such as to secure, subject to such terms 
and limitations as may be included therein, 


(a) that the arrangements aforesaid shall be made through organizations 
which are representative of registered nurses, and may provide that, in 
special circumstances or for limited or special duties or purposes, 
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nursing services may be supplied by persons with such training and 
experience in nursing as may be prescribed although falling short of 
the training and experience necessary for registration as a nurse, and 
that the names of all such persons shall be entered in lists as may be 
prescribed showing the classes of duties or services which may be pro- 
vided by them as aforesaid, and such lists shall be available as pre- 
scribed for the purposes of this Act. 


that nursing services shall only be available when ordered by the prac- 
titioner by whom the qualified person is attended; 


that, as far as may be practicable, nursing service in each local area 
shall be provided through the local organizations which are representa- 
tive of registered nurses, and that regard shall be had for the general 
qualifications, special training and experience, general ability and per- 
sonality in assigning persons to render nursing services whenever 
ordered; 

that the conditions of service, the hours of work, the methods and rate 
of remuneration of persons, who may be employed to render nursing 
services for the purposes of this Act, shall be subject to reconsideration 
and revision from time to time; 

that the accepted standards of nursing training and nursing services 
which may be from time to time recognized as satisfactory shall be 
maintained. 


Special Provisions as to Benefits 


As soon as may be after benefits become available to qualified persons 
under this Act, and thereafter whenever it may seem desirable so to do, 
or at the direction of the Commission, the committee empowered there- 
unto in each region, shall, after making a complete survey of the condi- 
tions throughout the region, or such survey as may be directed by the 
Commission concerning the administration of the benefits of this Act, 
the availability of professional personnel, and the facilities for adminis- 
tering the said benefits, prepare a report for the Commission describing 
the conditions prevailing in particular areas throughout the region as 
respects the provisions of this Act and, where deemed necessary, con- 
taining therein a scheme or schemes for improving in practical ways the 
administration of the benefits aforesaid and for making those benefits 
as readily available as may reasonably be practicable to persons living 
in all parts of the region, and the report shall show in order of urgency, 
the several recommendations and the estimated cost thereof: 

With a view to expedition the committee may in a preliminary report 
make recommendations for forthwith improving the general practitioner 
services and nursing services in any localities not being properly served 
or not likely to be properly served in respect of those services: 

The Commission may direct that such a survey and report be made 
concerning any region before benefits become available under this Act. 


(2) The Commission shall consider any reports so made and, after making such 
additional inquiries and investigations as may seem necessary or desirable, shall, 
subject to the provisions of the next following subsection, put into effect such a pro- 
gramme as may for the time being be deemed practicable and advisable for making 
available the benefits of this Act to qualified persons throughout the province. 


(3) If, as respects any particular area, in the opinion of the Commission, it is 
not reasonably practicable to administer satisfactorily any one or more than one of 
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the benefits of this Act under the general arrangements made for administration 
thereof, the Commission may by regulation made hereunder 
(a) make other arrangements for the administration of benefits in that 
area; or : 
(b) put into operation such modification of the scheme of benefits of the 
Act as may be practicable for that area; or - 
(c) put into operation such alternative scheme of health insurance benefits 
or services and arrangements for administration thereof as may be 
deemed appropriate and in the best interests of persons in the area. 


34. (1) If, in respect of any injury, sickness or disease, any person has received any 
benefits under the provisions of this Act and 
(a) in respect of that injury, sickness or disease, has recovered, or is entitled 
to recover, under the Workmen’s Compensation Act or under any other 
Act or otherwise, any compensation or damages on account of any 
treatment or attendance, or on account of the supply of any medicine, 
drugs, materials or appliances, being benefits or any of them received 
by him as aforesaid, or 
(b) is entitled to receive under any Act as mentioned under paragraph (a) 
hereof, or otherwise, the benefits, or any part thereof, which he in fact 
received as aforesaid under this Act, then, there shall be payable to 
the Fund by that person, if he has recovered compensation or damages 
as aforesaid, or by the authority or person liable to pay any such un- 
recovered compensation or damages or who is liable to provide the 
services, materials and appliances mentioned in paragraph (b) of this 
section, an amount up to the cost of the benefits received by that 
person as aforesaid under this Act but not exceeding the amount of 
the compensation or damages aforesaid or the cost of the benefit men- 
tioned in paragraph (b) of this section received by that person. 

(2) If the benefits, or any of them, received by any such person under this Act 
as aforesaid did not involve a direct payment from the Fund, the cost thereof shall, 
for the purposes of this section, be determined having regard for the services rendered 
and in accordance with regulations made hereunder. 

(3) Any amount due to the Fund under the provisions of this section shall be 
recoverable as a debt due to the Crown from the person or authority liable to pay 
the same as above provided. 


Administration by Commission 


35. (1) This Act shall be administered by a Commission to be called ‘““The Health 
Insurance Commission”’ (in this Act referred to as ‘‘the Commission’’), which shall 
consist of a Chairman and of such number of other commissioners as may from time 
to time be determined by Order of the Lieutenant-Governor in Council. 

(2) The Chairman of the Commission shall be a doctor of medicine, regularly 
qualified, duly licensed and in good standing in the province, and having practised 
medicine for at least ten years, and shall be appointed by the Lieutenant-Governor 
in Council. 

(3) The Provincial Health Officer shall, ex officio, be a member of the Commis- 
sion. 

(4) The commissioners, except the Chairman, shall as to such number thereof 
as may from time to time be determined by the Lieutenant-Governor in Council, be 
appointed by the Lieutenant-Governor in Council after consultation with organiza- 
tions representative of medical practititioners, dental practitioners, pharmacists, 
hospitals, nurses, insured persons, industrial workers, employers, agriculturists, and 
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of such other groups or classes as may from time to time be determined by order of 
the Lieutenant-Governor in Council, provided that at least one commissioner shall 
be appointed in respect of each of the professions, hospitals, and each of the remain- 
ing classes or groups aforesaid. 

(5) In default of organizations representative of insured persons, the Lieutenant- 
Governor in Council may appoint a commissioner or commissioners, chosen in such 
manner as the Lieutenant-Governor in Council may by order determine, who shall 
be deemed to have been chosen after consultation with organizations representative 
of insured persons. 

(6) The Chairman of the Commission shall hold office for such period as may be 
determined by the Lieutenant-Governor in Council but not exceeding 10 years, and 
each of the other commissioners appointed by the Lieutenant-Governor in Council 
shall hold office for a period of 2, 4, or 6 years, as may be determined in each case in 
the order appointing the commissioner, but the term of office of the several commis- 
sioners first appointed hereunder shall be so determined that, as nearly as may be, 
an equal number of them shall complete their term of office at the end of each of the 
periods aforesaid, and thereafter appointments to the Commission, other than to the 
office of Chairman, shall be for a term of six years. 

(7) The office of any commissioner appointed hereunder shall become vacant 
for cause, or for permanent incapacity, or upon his attaining the age of 70 years. 

(8) A commissioner upon expiration of his term of office, if under 70 years of 
age, shall be eligible for re-appointment. 


36. (1) The Chairman of the Commission shall be the chief executive officer of the 
Commission and shall, in accordance with the provisions of this Act, of the regulations 
made hereunder, and of the directions laid down from time to time by the Commis- 
sion, have supervision over, and direction of, the work of the Commission and of the 
officers appointed for the purpose of carrying out the work of the Commission. 

(2) The Chairman shall receive such salary as the Lieutenant-Governor in 
Council shall prescribe, and he shall devote his whole time to the work of the Com- 
mission. 

(3) The Chairman shall reside in the City of... 


37. No member of the Commission, with the exception of the Chairman, shall 
receive any salary but each shall receive such remuneration and travelling expenses 
in connection with the work of the Commission as may be approved by the Lieutenant- 
Governor in Council. 


. or within ten miles thereof. 


38. (1) The Commission shall meet at least twice each year in the City of .......... 
on such days as may be fixed by the Commission, and may also meet at such other 
times in that city or elsewhere as the Commission may deem necessary. 
(2) Regulations made hereunder shall establish 
(a) the procedure to be followed in calling meetings, and at meetings, of 
the Commission, and 
(b) the number of commissioners who shall form a quorum at any meeting. 
(3) Subject to the terms of the said regulations, the Commission may make 
by-laws for the conduct of the business of the Commission, and may provide for 
giving assent or dissent in writing by mail to any matters submitted in writing by 
mail to the commissioners. 


39. (1) The Commission shall be a body corporate having capacity to contract and 
to sue and to be sued in the name of the Commission. 

(2) The Commission shall have power, for the purposes of this Act, to acquire, 
hold and dispose of personal property, and with the approval of the Lieutenant- 
Governor in Council real property. 
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(3) The Head Office of the Commission shall be in the City of ................ 


40. (1) Such officers, inspectors, clerks and other employees as are necessary for 
the proper conduct of the business of the Commission whether at the Head Office of 
the Commission or elsewhere, shall be appointed and employed in manner authorized 
by the Civil Service Act of the Province. 


(2) In addition to compliance with all other requirements for the purpose of 
securing the appointment of fit and proper persons as officers, clerks and employees, 
any person appointed to any executive, administrative or other position requiring 
professional training and experience in medicine, in dentistry, in pharmacy, in hos- 
pital work, or in nursing, shall be chosen after consultation with organizations repre- 
sentative, respectively, of medical practitioners, of dentists, of pharmacists, of 
hospitals, or of registered nurses, as may be appropriate for the purpose of determining 
his fitness to discharge the duties and responsibilities of the position. 


41. Except as otherwise provided in this Act the costs of administration of this Act, 
including the remuneration of the Chairman, officers, clerks and employees, shall be 
paid out of moneys provided by the Legislature. 


Administrative Regions 


42. (1) For the economic and effective administration of public health services and 
of health insurance, the province shall be divided into areas to be known, for public 
health purposes, as “Public Health Regions” and, for health insurance purposes as 
“Health Insurance Regions’’. 


(2) Within each such region there shall be established a unified administration 
of all public health services under the public health authority of the province, and of 
health insurance under the Commission, with such provision for co-operation between 
the administrations aforesaid in each region as may be deemed necessary and ad- 
visable in the interests of public health. 


(3) Before settling upon the areas to be included in any region, consideration 
shall be given to 


(a) the boundaries of the local government areas and of the school district 
areas; 


(b) the provision already made for public health services by the authorities 
within such areas; 


(c) the sufficiency of the population within any proposed region for the 
economic development of adequate public health services; 


(d) the natural sources of water supply and the drainage needs, both im- 
mediate and prospective; 


(e) the lines of communication to and within each proposed region; 


(f) the hospital facilities and the location thereof within each proposed 
region and adjoining regions; 

(g) the relation of each proposed region with adjoining regions and the 
regions as a whole; and 


(h) all other factors deemed to have a bearing on the determination of 
suitable regions for the purposes aforesaid. 


(4) Subject to the provisions of this section, the boundaries of the regions shall 
be settled upon by the authority of the province charged with the administration or 
supervision of municipal affairs, or by such other authority as may be designated by 
the Lieutenant-Governor in Council for that purpose, in consultation with the public 
health authority of the province and the Commission. 
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(5) The said authorities and the Commission in consultation with representatives 
chosen by the local governments within any region, or proposed region, shall prepare 
a scheme for the apportionment among the several local governments within the 
region of that part of the costs of the public health services not otherwise provided 
for, and for the utilization for public health purposes within the region of the public 
health facilities and personnel of the local governments within the region, and shall 
submit the said scheme to the said local governments for consideration. 


(6) In case any such local government files objection to the scheme with the 
said authorities and the Commission within .... days after a copy of the scheme is 
delivered to the clerk of the local government, the scheme shall be submitted to 
arbitration for revision or for confirmation. 


(7) The arbitrators shall consist of two representatives chosen by each of the 
authorities aforesaid, the Commission and two representatives of each local govern- 
ment within the area, together with a chairman chosen by the Lieutenant-Governor in 
Council, and the decision of a majority of the arbitrators shall be final. 


(8) The scheme for the apportionment of costs may be re-examined and a new 
scheme prepared as aforesaid by the said authorities at any time at the instance of 
the public health authority, or at the end of each five-year period at the instance of 
any local government within the region, subject to arbitration proceedings as afore- 
said; 

(9) The Commission may make all regulations necessary to make effective the 
intentions of this section and the provisions aforesaid shall be subject to the terms 
and provisions of those regulations. 


43. (1) The Commission shall establish an office (to be called a Regional Office) 
within each Health Insurance Region and may divide any region into such number 
of divisions (each with an office to be called a Divisional Office), as may be deemed 
necessary for the purposes of this Act. 


(2) The Divisional officers in any region shall be under the general control, 
supervision and direction of the regional office. 


(3) The organization, duties and responsibilities of each divisional office shall 
be as prescribed. 


44. (1) In addition to the officers and staff which may be established in any region, 
there shall be in each region an officer of the Commission to be known as the Regional 
Medical Officer and such number of Assistant Regional Medical Officers as the Com- 
mission may from time to time determine to be necessary for the purposes of this 
Act. 


(2) Regional Medical Officers and Assistant Regional Medical Officers may be 
employed on a full-time or part-time basis as the circumstances in each region may 
require, and their salaries shall be paid out of the Fund. 


(3) Subject to any regulations made hereunder, the duties and responsibilities 
of the Regional Medical Officer shall be 


(a) to advise practitioners in the discharge of their duties under this Act; 

(b) to keep in touch with practitioners with the object of raising the stand- 
ards of service under the Act; 

(c) to examine and satisfy himself of the accuracy and sufficiency of the 
clinical and other records of practitioners; 

(d) to investigate any case of alleged excessive prescribing of drugs, medi- 
cines or appliances by any practitioner; and 

(e) to perform such other duties and to assume such further responsi- 
bilities as may be prescribed. 
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Representative Committees 


45. (1) For the purposes of consultation concerning the terms of any regulations 
made or to be made under sections 28 to 32 inclusive hereof, and the making of the 
arrangements referred to in those sections with hospitals, or with the members of any 
profession, for supplying benefits under this Act, the Commission may recognize 
any committee which satisfies the Commission that it is representative of hospitals, 
or of the members of any of the said professions, and authorized or constituted to 
promote and safeguard the interests of hospitals, or of the members of any of the 
said professions, as the case may be, concerning the operations of this Act, and upon 
being so recognized the said committee shall be deemed to be a committee appointed 
for the purposes mentioned in this subsection. 

(2) If at any time the Commission is not satisfied concerning the matters afore- 
said as to any committee, or in default of such a committee with respect to hospitals 
or the members of any profession as the case may be, the Commission shall in manner 
prescribed secure the election of a Committee or, on failure so to do, appoint a Com- 
mittee for the purposes mentioned in the last preceding subsection. 

(3) Notwithstanding anything hereinbefore in this section contained, and sub- 
ject to the next following subsection, if the members of any profession are organized 
by virtue of a statute of the province applicable to the members of that profession, 
then the executive body of that organization, under whatever title that body may be 
styled, shall have power to appoint a committee for the purposes mentioned in sub- 
section one of this section, from the members of that organization, including the 
members of the said executive body, and the Commission shall, subject to the receipt 
of evidence of the said appointment, recognize the committee so appointed for such 
purposes. 

(4) Unless otherwise prescribed the provisions of the last preceding subsection 
shall apply only to the members of the dental profession and of the pharmaceutical 
professions. 

(5) Where the interests of the hospitals, or of the members of any of the afore- 
said professions, in a particular region or area are concernrd, rather than for the 
province as a whole, the Commission, in consultation with the relevant committee for 
the province as a whole, may in manner prescribed, recognize, secure the election of, 
or appoint, as the circumstances may require, a committee in that region or area for 
the purposes mentioned in subsection one of this section. 


46. (1) In addition to the powers elsewhere in this Act conferred upon the Commis- 
sion to establish committees for the purposes of this Act, by regulation made here- 
under the Commission may in any region or area, or for the province as a whole, 
establish such committees, councils, or other bodies or instrumentalities, as may be 
deemed advisable, for consultative, advisory, administrative or executive purposes 
or for the purpose of securing effective co-operation in the administration of this Act 
and of any other Act concerned with the conservation of health or with public welfare. 
(2) The constitution, duties, powers, and procedure of each such committee, 
council, or other body or instrumentality shall be as prescribed in the regulations. 


Determination of Questions 


47. (1) If any question arises 


(a) whether any employment or any class of employment is or will be such 
employment as to make the person engaged therein an employed person 
or whether a person is or was an employed person; or 

(b) as to who is or was the employer of any employed person; or 

(c) as to the rate of contribution payable under or in pursuance of this Act 
by or in respect of any employed person or class of employed persons 
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or as to the rates of contribution payable in respect of any person by 
the employer and that person respectively; or 


(d) as to the contribution payable by an assessed contributor for himself 
or for any person for whom he is required to make contribution; or 
(e) as to the right of any person to receive a benefit; 
the question shall be determined by the Commission, or by a person appointed by 
the Commission for that purpose, in accordance with regulations made in that behalf. 


(2) If any person is aggrieved by’a decision made as hereinbefore in this section 
provided on any question arising under paragraph (a) or paragraph (d) or paragraph 
(e) of the preceding subsection of this section, he may appeal in the prescribed manner 
on a question of law to a judge in chambers, and the decision of that judge shall 


be final. 


(3) The Commission may, on motion, apply to the Supreme Court of the prov- 
ince for the opinion, advice, or direction of the Court on any question of law relating 
to the operation of this Act. 


(4) Any person appointed in accordance with the regulations made under this 
section for the purpose of holding an inquiry and reporting to the Commission may 
by summons require any person to attend, at such time and place as is set forth in 
the summons, to give evidence or to produce any documents in his custody or under 
his control which relate to the question to be determined, and may take evidence 
on oath and for that purpose administer oaths: Provided that no person shall be 
required, in obedience to such summons, to go more than ten miles from his place 
of residence unless the necessary expenses of his attendance are paid or tendered 
to him. 


(5) Every person who refuses or wilfully neglects to attend in obedience to a 
summons issued under this section or to give evidence, or who refuses to produce 
any book or document which he may be required to produce for the purposes of this 
section, shall be liable on summary conviction to a fine not exceeding twenty-five 
dollars. 


(6) The Commission may, on new facts being brought to their notice, revise 
any decision given by them under this section other than a decision against which an 
appeal is pending or in respect of which the time for appeal has not expired; and an 
appeal shall lie against any such revised decision in the same manner as against an 
original decision. 

(7) Provision may be made by rules of the Court for regulating appeals under 
this section, and those rules shall provide for limiting the time within which an appeal 
under this section may be brought, and for the determining in a summary manner 
of any such appeals and for requiring notice of any such appeal to be given to the 
Commission. 

(8) The Commission shall be entitled to be represented and to be heard on any 
appeal under this section. . 


Investigations of Complaints and Disputes; Appeals 


48. (1) Regulations may be made hereunder prescribing the manner in which 
complaints or disputes may be filed with the Commission for investigation as here- 
inafter in this section provided; 
(2) For the purpose of investigating any complaint made by 
(a) any person who is or was, or who claims to be or to have been, a qualified 
person, or on behalf of any such person, against 
(i) any person, or hospital, concerned in supplying any benefit or 
service to qualified persons, or 
(ii) the Commission or any officer or person acting on behalf of the 
Commission; or 
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(b) any person, or hospital, concerned in supplying any benefit or service 
to qualified persons, against 
(i) any other such person or hospital, or 
(ii) any person who is or was a qualified person, or 
(iii) the Commission or any officer or person acting on behalf of the 
Commission; or 
(c) the Commission against 
(i) any person who is a qualified person, or 
(ii) any person, or hospital, concerned in supplying any benefit or 
service to qualified persons; 
and also for the purpose of investigating a dispute between any of the parties afore- 
said, the Commission shall by regulation made hereunder establish such committees, 
whether for the province as a whole or for regions or areas, as may seem desirable, 
and the constitution, duties, powers, and procedure of each such committee shall be 
as prescribed in the regulations. 
(3) In any case in which 
(a) a person who is or was, or who claims to be or to have been a qualified 
person, or a person on behalf of any such person, or 
(b) aperson with whom arrangements have been made under the provisions 
of this Act for supplying any benefits or service to qualified persons, or 
(c) a hospital, or 
(d) the Commission, 
is concerned in a complaint or is a party to a dispute, the regulations aforesaid shall 
provide that the complaint or the dispute shall be referred to a committee which 
shall, apart from the Chairman, be composed of members chosen in manner pre- 
scribed in equal numbers from, respectively, ; 
(i) qualified persons, if a qualified person is concerned in the com- 
plaint or is a party to the dispute; 
(ii) the members of the profession of the person referred to in para- 
graph (b) of this subsection, if any such person is concerned in 
the complaint or is a party to the dispute; 


(iii) a panel of persons named as prescribed for the purposes of this 
section as respects hospitals, if a hospital is concerned in the com- 
plaint or is a party to the dispute; 

(iv) a panel of persons named as prescribed for the purposes of this 


section as respects the Commission, if the Commission is con- 
cerned in the complaint or is a party to the dispute. 

(4) The regulations shall prescribe the classes of cases which may be settled 
by the Commission on the basis of the findings and recommendation of the committee 
to which the dispute or complaint is referred for investigation and the classes of cases 
in which an appeal may be made from the findings of the committee and the nature 
of the appeal: Provided that provision for appeal shall be made in all cases where 
the right of any person, or hospital, to continue to supply any benefit or services 
under this Act is in question. 

(5) The regulations shall provide that all appeals referred to in the proviso to 
the last preceding subsection shall be referred by the Commission to an appeal com- 
mittee consisting of a barrister at law or a solicitor and at least two persons, selected 
as prescribed by regulation, from the profession of the person concerned or from 
representatives of hospitals, as the case may be, and the Commission shall, in manner 
prescribed, give effect to the recommendations of that committee. 

(6) For the purpose of consultation concerning the terms of regulations made 
or to be made under this section, the relevant provisions of section 45 of this Act 
shall apply. 
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(7) For the purposes of setting up a committee under this section, ““committee”’ 
may include a subcommittee of a committee established under this Act. 


Inspection 


49. (1) Any person authorized by the Commission to act as an inspector shall, for 
the purpose of the execution of this Act, have power to do all or any of the following 
things 
(a) to enter at all reasonable times any premises or place, other than a 
private dwelling house not being a workshop, where he has reasonable 
grounds for supposing that any insured persons are employed. 
(b) to make such examination and inquiry as may be necessary for ascer- 
taining whether the provisions of this Act are complied with in any 
such premises or place. . 


(c) to examine orally, either alone or in the presence of any other person, 
as he thinks fit, with respect to any matters under this Act, every 
person whom he finds in any such premises or place, or whom he has rea- 
sonable cause to believe to be or to have been an employed person, and 
to require every such person to be so examined, and to sign a declaration 
of the truth of the matters in respect of which he is so examined. 


(d) to exercise such other powers as may be necessary and prescribed for 
carrying this Act into effect. 

(2) The occupier of any such premises or place and any other person employing 
any employed person, and the servants and agents of any such occupier or other 
person and any such employed person shall furnish to any inspector all such informa- 
tion and shall produce for inspection all such registers, books, cards, wage sheets, 
records of wages and other documents as the inspector may reasonably require. 


(3) Where any such premises or place is liable to be inspected by inspectors or 
other officers of, or is under the control of, some other branch or department of the 
government of the province or of some other province or of the Government of Canada, 
the Commission may make arrangements with the authority in control of the inspec- 
tion, or in control of any branch or department, as aforesaid, for the carrying out of 
any of the powers and duties of inspectors under this section by inspectors or other 
officers of the authority aforesaid, and where such an arrangement is made, those 
inspectors and officers shall have all the powers of an inspector under this section. | 


(4) Every inspector shall be furnished with the prescribed certificate of his 
appointment, and on applying for admission to any premises or place for the pur- 
pose of this Act shall, if so required, produce the said certificate to the occupier. 


(5) If any person wilfully delays or obstructs an inspector in the exercise of 
any power under this section or fails to give such information or to produce such 
documents as required in this section, or conceals or prevents or attempts to conceal 
or prevent any person from appearing before or being examined by an inspector, he 
shall be guilty of an offence against this Act and liable on summary conviction to a 
fine not exceeding twenty-five dollars. 

(6) No person shall be required under this section to answer any question or 
give any evidence tending to incriminate himself. 


Offences, Legal Proceedings, etc. 


50. If for the purpose of obtaining any benefit or payment under this Act, either for 
himself or for any other person, or for the purpose of avoiding any payment to be 
made by himself under this Act, or enabling any other person to avoid any such 
payment, any person knowingly makes any false statement or false representation, 
he shall be guilty of an offence against this Act and liable on summary conviction to 
imprisonment for a term not exceeding three months, with or without hard labour. 
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51. (1) If any employer or employed person or any other person contravenes or 
fails to comply with any of the requirements of this Act or the regulations made 
thereunder in respect of which no penalty is provided, or if any employer deducts or 
attempts to deduct from the wages or other remuneration of an employed person the 
whole or any part of the employer’s contribution, or fails or neglects to pay as re- 
quired by this Act any contribution for which he is liable under this Act, he shall be 
guilty of an offence against this Act and for each such offence, be liable on summary 
conviction, to a fine not exceeding two hundred and fifty dollars, or to imprisonment 
for a period not exceeding three months, or to both fine and imprisonment: 

Provided that in any case where an employer is convicted of the offence of 
failing or neglecting to pay a contribution there shall be imposed on him, in addi- 
tion to the aforesaid penalty, a further penalty equal to the amount of the contri- 
bution which he has failed or neglected to pay, which additional penalty shall be paid 
over to the Health Insurance Fund. 

(2) In any case where an employer is convicted of the offence of failing or 
neglecting to pay a contribution and the employed person fails to pay a contribution 
which he is liable under this Act to pay, such contribution shall not be recoverable 
by the employer from the employed person. 


52. (1) Every person who buys, sells, or offers for sale, takes or gives in exchange 
or pawns or takes in pawn, any insurance card, insurance book, or used health insur- 
ance stamp, or any document or thing used in the administration of this Act, or has 
in his possession any of these things, not being entitled to possess them, shall be 
guilty of an offence against this Act and for each such offence shall be liable on sum- 
mary conviction to a fine not exceeding two hundred and fifty dollars or to imprison- 
ment for a term not exceeding three months, or to both fine and imprisonment. 

(2) For the purposes of this section an insurance stamp shall be deemed to have 
been used if it has been cancelled or defaced in any way whatever and whether it 


_has been actually used for the purpose of the payment of the contributuon or not. 


53. (1) Proceedings for an offence under this Act shall not be instituted except with 
the consent in writing of the Commission or by an inspector or other officer appointed 
under this Act and authorized in that behalf by special or general directions of the 
Commission. 

(2) Proceedings for an offence under this Act may be commenced at any time 
within three months from the date on which evidence, sufficient in the opinion of the 
Commission to justify a prosecution for the offence, comes to their knowledge, or 
within twelve months after the offence, whichever period is the longer. 


(3) For the purpose of this section, a certificate issued by the Commission as 
to the date on which such evidence came to their knowledge shall be conclusive 
evidence thereof. 


54. Any sum due and owing to the Fund under this Act shall be recoverable as a 
debt due to the Crown in the right of the province and, without prejudice to any 
other remedy, may be recovered by the Commission as a civil debt: 

Provided, however, that proceedings for the recovery of the same shall not be 
brought except within three years from the time when the same shall have become 
due and owing. 


55. (1) Where any employer fails or neglects to pay any contributions which under 
this Act he is liable to pay in respect of any employed person in his employment, or 
fails or neglects to comply, in relation to any such person, with the requirements of 
any regulations relating to the payment and collection of contributions, and by 
reason thereof that person is not qualified to receive a benefit which he would have 
been qualified to receive but for that failure or neglect, the Commission may either 
supply that person with that benefit or pay him the value of the benefit he has so 
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lost, as the circumstances of the case may require, and shall recover from the em- 
ployer as a civil debt a sum equal to the value of the benefit so supplied or the amount 
so paid. 

(2) If it is found at any time that any person, by reason of the non-disclosure or 
misrepresentation by him of a material fact (whether the non-disclosure or misrepre- 
sentation was or was not fraudulent) has received any benefit while he was not quali- 
fied for receiving that benefit, he shall be liable to pay to the Fund a sum equal to 
the value of the benefit so received by him. 


(3) Proceedings may be taken under this section notwithstanding that proceed- 
ings have been taken under any other provision of this Act in respect of the same 
failure or neglect. 


(4) Proceedings under this section may be brought at any time within one 
year after the date on which the insured person, but for the failure or neglect of the 
employer, would have been entitled to receive benefit which he has lost. 

(5) Regulations may be made hereunder for determining the value of any 
benefit for the purposes of this section. 


Regulations 


56. (1) In addition to the authority elsewhere in this Act conferred upon the Com- 
mission to make regulations, the Commission may also make regulations 


(a) governing the reference, for consideration and advice, of questions 
bearing on the operation of this Act to any committee established 
under this Act. 


(6) for prescribing penalties for the violation of any regulation, including 
maximum and minimum fines: Provided, however, that a fine pre- 
scribed shall not exceed two hundred and fifty dollars nor shall a term 
of imprisonment exceed three months. 

(c) generally for carrying this Act into effect. 

(2) Any regulations made under this Act may contain such incidental, supple- 
mental, or consequential provisions as appear necessary for modifying and adapting 
the provisions of this Act to the provisions of the regulations and otherwise for the 
purposes of the regulations. 


(3) All regulations made under this Act shall be without effect until approved 
by the Lieutenant-Governor in Council and published in the ............ Gazette, 
and shall then have effect as if enacted in this Act and shall be laid before the Legis- 
lative Assembly within two weeks after approval, or, if the Legislative Assembly is 
not then sitting, within two weeks after the Legislative Assembly next sits; and any 
regulation may be varied or revoked by subsequent regulation made in like manner. 


General 


57. (1) Within one month after the thirty-first day of March in each year, or within 
such longer period as may be approved by the Lieutenant-Governor in Council, the 
Commission shall submit to the Minister a report covering the business and affairs 
of the Commission, for the twelve months ending on the said thirty-first day of 
March, in such detail as the Minister may from time to time direct; and such report 
shall contain a statement of the costs arising out of the administration of this Act, 
including the indirect costs as nearly as they may be ascertainable and also a state- 
ment of the services rendered to the Commission by other departments of the public 
service. 

(2) The Minister shall lay before the Legislative Assembly any such report 
within fifteen days after it is submitted to him or, if the Legislative Assembly is not 
then sitting, within fifteen days after the Legislative Assembly next sits. 
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58. The Lieutenant-Governor in Council may direct the Commission to investigate 
and report upon all questions which the Lieutenant-Governor in Council may deem 
advisable or necessary. 


59. All reports, recommendations and submissions required to be made under this 
Act to the Lieutenant-Governor in Council shall be submitted through the Minister. 


60. The Commission may require any person to make written returns of information 
deemed by the Commission to be necessary for the purposes of this Act, and failure 
to comply with any such request shall be an offence against this Act and shall on 
summary conviction render liable any person in default to a fine not exceeding fifty 
dollars or to imprisonment for a period not exceeding one month, or to both fine 
and imprisonment. 


61. Any fine imposed under this Act or regulations made thereunder shall unless 
otherwise provided for be payable to His Majesty in the right of the province and 
be disposed of as the Lieutenant-Governor in Council may direct. 


62. The Lieutenant-Governor in Council may, notwithstanding anything herein 
contained, enter into agreements with the Government of another province or country 
to establish reciprocal arrangements on questions relating to health insurance. 


63. The accounts of the Commission shall be subject to the applicable provisions 
of the Audit Act. 


64. No contribution shall be payable or paid under the provisions of this Act until 
a date to be prescribed by the Commission of which due notice shall be published in 
| LT eae IN AC ere YAOI fe Gazette and in such other manner as the Commission may 
deem necessary. 


SCHEDULE A 
(Section 4 (2) ) 


Showing: (i) the amount of contribution payable by and on behalf of an em- 

ployed person who has worked for an employer for the whole of 
a pay-period. 

(ii) the yearly rate of contribution payable by and on behalf of an 
assessed person; and 

(iii) the yearly rate of contribution payable in respect of a person, 
other than a child under the prescribed age, who is wholly de- 
pendent on a contributor. (In case of partial dependency the rate 
is to be proportionate to the degree of dependency.) 


Pay-period of the Employer 


Yearly 
Class of Contributor he Three ce, g 
Day Week night times a | Month NESTED 2 


Month 


Men and Women who have 
attained the age of 20 


Young men and young wo- 
men who have attained 
the age of 17 years but 
not the age of 20 years... 


Boys and girls under the 
age of 17 years................... 


SCHEDULE B 
(Section 5 (1) ) 


Employments within the meaning of the Act. 

(a) Employment in the province under any contract for services or under any 
contract of service or apprenticeship, written or oral, whether expressed or 
implied, and whether the employed person is paid by the employer or some 
other person, and whether under one or more than one employer, and 
whether paid by time or by the piece or partly by time and partly by the 
piece, or otherwise, or without any money payment. 

(a1) Employment in the province under such a contract as aforesaid under 

(i) the Government of Canada; 
(ii) The Government of the Province or of any other province of Canada; or 
(iii) any municipal or other public authority. 

(6) Employment under such a contract as aforesaid as master or a member of 
the crew of any ship of Canadian registry, or of any other ship or vessel of 
which the owner, or, if there is more than one owner, the managing owner 
or manager, resides or has his principal place of business in the province. 

(c) Employment in the province as an outworker, except in so far as such 
employment is excluded by special order. 

The expression “outworker’ means a person to whom articles or mate- 
rials are given out by another person to be made up, cleaned, washed, 
altered, ornamented, finished, repaired or adapted for sale for the purposes 
of the trade or business of that other person where the process is to be 
carried out either in the home of the outworker or in some other premises 
not being premises under the control and management of that other person. 


A special order under this provision may exclude outworkers engaged in work 
of any class, or outworkers of any class or description specified in the order. 


ete: zis sah parmeraph is The person who gives out the articles or materials shall, in relation to the person 
Paatd sigan mich es to whom they are given out, be deemed to be the employer of that person for the 
deleted in our draft. purposes of this Act, but a special order may provide that as respects any outworkers 


or any class of outworkers specified in the order a person specified in the order shall, 
instead of the person who gives out the articles or materials, be deemed to be the 
employer. 

(d) Employment in the province by the province or under any local or other 
public authority or the Dominion Government. 

(e) Employment in the province in plying for hire with any vehicle or vessel 
the use of which is obtained under any contract of bailment in consideration 
of the payment of a fixed sum or a share in the earnings or otherwise, and 
the person from whom the use of the vehicle or vessel is so obtained shall 
be deemed to be the employer for the purposes of this Act. 


(f) Employment in the province by way of manual labour under a contract 
for the performance of such labour for the purposes of any trade or busi- 
ness, except in so far as such employment is excluded by a special order. 

The person for the purposes of whose trade or business the labour is 
performed shall, in relation to the person performing the labour, be deemed 
to be the employer of that person for the purposes of this Act. 

(g) Employment as master or a member of the crew of any fishing or other 
vessel of Canadian registry, or of any other vessel of which the owner, or 
if there is more than one owner, the managing owner or manager, resides 
or has his principal place of business in the province, when the person so 
employed is remunerated by a share in the profits or gross earnings of the 
vessel. 
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(6) 


(7) 


(8) 


(9) 


(10) 


(11) 
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The owner of the vessel, or if there is more than one owner the managing 
owner or manager, shall for the purposes of this Act be deemed to be the 
employer; but a special order may 

(i) modify in the case of persons so employed, or any class of such persons 
specified in the order, the provisions of this Act restricting the right 
of deducting or otherwise recovering the employer’s contribution; 

(ii) provide that as respects any person so employed, or any class of such 
persons specified in the order, a person specified in the order shall, 
instead of the owner, managing owner, or manager, be deemed to be 
the employer. 


SCHEDULE C 
(Section 7 (1) ) 
Part I 
Name (2) Address 
Single, married, widowed, divorced, or separated. 
Date of birth. 
If you are dependent on any other person for support, give name, address and 
relationship to you of each such person and details concerning the nature and 
the extent to which each contributes to your support and the extent, if any, 
to which you contribute to your own support. 
If married: Name of wife/husband; date of birth. 
If your wife/husband is engaged in any gainful occupation, give particulars; 
if an employee, give name and address of employer. 
If living separate, give details of any arrangements for support. 
Name, sex, date of birth and address of each child under .. years of whom 
you have for the time being the care and control. 
Name, sex, date of birth and address of each child over .. years of whom you 
have for the time being the care and control and who is attending an educational 
institution. Give name of institution in each case. 
Name, sex, date of birth and address of any person, other than given in (6), 
(7) and (8) above, who is dependent on you for support in whole or in part; 
the extent to which you contribute to the support of each such person. 
Your usual occupation (if you have more than one occupation, state each and 
the proportion of the past year in each; also idle time and time lost through 
illness). 
If you are an employee, give name of employer, or of last employer if not now 
employed; place of employment; rate of pay; how long employed in the year 
CNnGeds aie igi: sz: with all employers; total earnings for the year with all 
employers, including personal and living expenses forming part of your re- 
muneration. 
State the amount of your earnings in the past year while working on your 
own account. 
Part II 


Contributions Remitted 


Nore:—If you fill out Part I and this Part and remit the contribution 
for yourself and for each person who is dependent on you for support, it will 
be unnecessary for you to fill out Part III below. You are not required to make 
contribution for children under the age of .. years. 

Enter in the space below the name of each person for whom you are now 
making payment of the contribution and the amount of the contribution in 
each case. For a person who is partially dependent on you for support, you 
are to pay a proportion of the full contribution equal to the proportion in which 
you contribute or in which you believe you are contributing to the support of 
that person. 
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Details to be given under the following heads: 


(12) Name, date of birth, sex, marital status, relationship and place of residence 
of each person for whom contribution is remitted; 

(13) Degree of dependency for each dependent; 

(14) Contribution for each person (reduced to take account of partial dependency); 

(15) Total contribution; 

(16) Net amount remitted. 


Parr III 
Assessment Return 


(A) Statement of Personal Property owned as at December 31, 19.... 


Detail Owner’s For use of 
\ sieve Valuation Department 
$ 8 


(There is to be given under this head a statement 
of all personal property as follows: Livestock; 
implements; tools and equipment; ships, boats, nets, 
etc.; household furniture; library; mortgages, 
bonds, stocks and other investments; cash on hand 
and on deposit; amounts receivable; surrender 
values of insurance policies, and all other personal 
property together with a statement of amounts 
owing. ) 


(B) Statement of Real Property owned as at December 31, 19.... 


Assessed value 


| Details in municipality HY or ae a 
where situate epartmen 
8 $ 


(There is to be given under this head for each parcel 
| of real property (1) the municipality in which it is 
situate, (2) the description of the parcel in the last 
assessment notice for taxation, (3) the assessed 
| value in that notice, (4) the amount of any mort- 
gage, charge or loan and the holder thereof.) 


(C) Statement of Income for the year ended December 31, 19.... other than 
income from property. 


Amount 
Details Received 


$ 
(There is to be given under this head the amounts received as salary 
and wages, bonuses and gratuities; pensions; annuities; professional 
fees; director’s fees; value of board, living, house or subsistence allow- 
ances; and all other earnings or income or receipts of the year.) 


(D) Statement of Personal Property and Real Property used for the purposes of 
your occupation, trade or business under lease at any time during the year 
ended December 31, 19.... 


(Details) 


Norr:—The details under (A), (B), (C) and (D) have not yet been fully worked out. 
Fneapbore is given to indicate the general principles intended to be followed in working out 
the details. 


THIRD SCHEDULE 


(Section 5) 


The provision and maintenance, under the direction of the Minister of Health 


of the provincial government, of the following directional, consultive, educational 


and 


(1) 


(2) 


(3) 


(4) 


(7) 


(8) 
(9) 


(10) 


(11) 


(12) 


administrative services and activities: 


PREVENTIVE 

To increase existing facilities for the control of communicable diseases and 
for the free distribution of vaccines and sera and other biological preparations, 
for the prevention and treatment of such diseases. 
CONSULTIVE 

To aid in the provision of technical advisory services both in a consultive 
capacity and for the purpose of controlling outbreaks of communicable diseases. 
EDUCATIONAL 

For the formulation and adoption of a programme of education in the 
field of public health including the organization of local voluntary agencies for 
the dissemination of educational information through literature, lectures, radio 
and other measures. 
MENTAL HYGIENE 

To provide mental hygiene services including psychiatric clinics for early 
diagnosis; and to co-operate with the Department of Education in the pro- 
vision of educational classes for mentally retarded and mentally defective 
children. 
COMMUNICABLE DISEASE CONTROL 

For the provision of communicable disease control services with personnel 
trained in the field of disease prevention’ and treatment. 
FOOD AND DRUG CONTROL 

For the sanitary supervision of premises and the medical supervision of 
personnel engaged in the manufacture and distribution of foods, drugs and 
biological preparations, and for the enactment of legislation for such purposes. 
NUTRITION 

To aid in the establishment of nutritional services under a director whose 
duties shall be to conduct surveys, carry on research and educate the public 
in regard to nutritive values of foods and to collect data regarding available 
foods in the province, their transportation, manufacture, distribution and sale. 
LABORATORY 

To extend existing laboratory facilities. 
SANITATION 

For the establishment of sanitary engineering services to supervise and 
direct all measures related to the provision of adequate sanitary facilities. 
VITAL STATISTICS 

To collect and disseminate all information relating to births, marriages 
and deaths; to collect morbidity and mortality reports of communicable diseases 
relating to any health insurance plan that may be adopted by the province; 
and to publish an annual report analyzing the deaths and various factors 
related thereto. 
HOSPITALIZATION AND SANATORIA 

For the supervision of hospital services under a director experienced in the 
field of hospitalization and the establishment, maintenance and supervision of 
hospital standards. 
DENTAL HYGIENE 

To provide adequate dental inspection for school children both in urban 
and rural areas and for the adoption of corrective measures through co-opera- 
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(13) 


(14) 


(15) 


(16) 


(17) 


(18) 


(19) 


(20) 


(21) 


(22) 


(23) 


(24) 
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tion with the Health Insurance Authority; to extend travelling clinics to pro- 
vide remedial treatment in remote districts both in respect of adults and children; 
and to extend existing dental clinics. 


CHILD AND MATERNAL HYGIENE 


For the adoption of child and maternal hygiene services under the direction 
of one or more specialists; for the institution of recognized and accepted pro- 
cedures; for the reduction of infant and maternal mortality and for the purpose 
of integrating the activities of these services with measures adopted under a 
health insurance plan for the provision of child and maternal services. 


INDUSTRIAL HYGIENE 


To supervise environmental sanitation, medical and nursing services and 
all factors relating to the health and welfare of industrial and other workers. 


QUARANTINE INCLUDING AIR NAVIGATION 

For the adoption of such preventive measures as are necessary to prevent 
the dissemination of communicable diseases including diseases which may be 
introduced into the province by aeroplane. 


PUBLIC HEALTH NURSING 


To provide such public health nursing services as may be necessary for 
the prevention and treatment of communicable diseases and the supervision 
of sanitation in relation to the home, as well as the enforcement of quarantine 
measures; to assist the family in the application of sanitary and social measures 
and generally in the promotion of health. 

HOUSING 

Under the sanitary engineering services, to provide regulations governing 
sites, plans and construction of houses from the standpoint of health. 
VENEREAL DISEASE 

To establish a Division of Venereal Disease Control and to extend existing 
Divisions. 

TUBERCULOSIS 

To develop a comprehensive programme for the prevention of tuberculosis 
and in co-operation with the Health Insurance Authority to conduct mass 
X-rays; to provide for rehabilitation of arrested cases; to cooperate with volun- 
tary agencies and to carry out an educational programme. 

CANCER 

To provide aids for early diagnosis through hospitals and clinics and other 
accepted media; and to co-operate with voluntary agencies in an educational 
programme. 

HEART 

To make available preventive and diagnostic services for the prevention 
and early detection of heart disease in children. 
SCHOOL HEALTH SERVICES 

To provide medical inspection of school children in all sections of the 
province for the detection and control of communicable diseases and for the 
prevention and correction of physical defects. 

EPIDEMIOLOGY 

To provide expert personnel for the purpose of directing all studies, in- 
vestigations, preventive and control measures relating to communicable and 
other diseases. 

RESEARCH 

To conduct research in diseases both of bacteriological and virological 

origin as well as other studies relating to the prevention and control of disease. 
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CHAPTER I 


Introduction 


Throughout the ages man has attempted to gain 
security for himself and his dependents. One means 
through which this security has been achieved is 
insurance. One form of insurance, and a very im- 


- portant one, is health insurance—or as it is sometimes 


called, sickness insurance. 


The functions of complete health insurance may be 
shortly classified as compensation, cure and preven- 
tion. The usual method of compensation for economic 
loss through illness is that of cash benefits. The 
methods adopted to fulfil the second function—in 
other words, the treatment of illness and restoration 
to health—are usually benefits in kind, and the 
preventive aspects are best handled by the provision 
of healthy living conditions. 


We can therefore define health insurance as an 
institution set up to provide preventive and curative 
medical care and partial compensation for loss of 
wages, in case of illness of a non-occupational nature, 
for a limited period. While health insurance is con- 
cerned mainly with illness due to diseases, it must 
also take care of non-occupational accidents. 


The forms and functions of health insurance in 
practice are varied. It may be a purely individual 
transaction between the insured person and the 
insurance body, it may apply to a small group, or it 
may extend its coverage to the entire population of a 


Material for Part II compiled by J. C. Young, Acting Director, 
Publicity and Health Education, Department of Pensions and 
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nation. It may be controlled and administered by the 
state, controlled by the state and administered 
through existing mutual-aid organizations, controlled 
and administered in a cooperative manner by public 
organizations, or for private profit by regularly 
established insurance companies. It may provide for 
the three aspects of compensation, cure and preven- 
tion, or it may provide only one or two of these 
functions. It may be voluntary or compulsory. 
Contributions may be made by the insured persons, 
employers or the state, or by any combination of 
these three bodies. 


Thus we see that health insurance has several 
functions and several ways of fulfilling these func- 
tions. There is an ideal toward which each country 
may strive but this ideal must expect fulfillment 
only in a perfect society. Each state falls short, in 
some respects, of giving the complete protection that 
is ideally possible. But each state must solve the 
problem in the light of its own peculiar characteristics, 
always striving toward the ideal. Financial limita- 
tions, largely rural populations, the presence of 
powerful pressure groups, and so on, all play their 
role in limiting the efficiency of health insurance 
schemes. 


In the following pages we shall trace the struggle of 
various societies to achieve a measure of security 
from illness and from the consequent loss of earning 
power, and in Part III we shall study the national 
health insurance schemes now in operation through- 
out the civilized world. 


CHAPTER II 


The Evolution of the Social Security Idea 


What Social Security Is 


Mr. Morris Stack wrote last year in a publication 
of the International Labour Office that “the right 
to social security thus takes its place among the 
fundamental rights of man.” 

Before discussing the evolution of the social 
security idea it would be well to define just what 
social security means. It has been defined as the 
security that society provides through appropriate 
organizations against certain risks to which its 
members are exposed. These risks are contingencies 
against which the individual of small means cannot 
effectively provide by his own ability or foresight 
alone, or even in private combination with his 
fellows. It is characteristic of these contingencies that 
they imperil the ability of the working man to 
support himself and his dependents in health and 
decency. This insecurity is caused by a threat of the 
loss of earning power, and such loss may come about 
through accident, old age, unemployment or sickness. 

The modern idea is, therefore, that as the state is 
an association of citizens which exists for the sake of 
their general well-being, it is a proper function of the 
state to provide social security. 


Origins 


Since the dawn of human life man has striven for 
security. Human life on this planet is at best a risky 
business, and this risk has been the spur in many 
instances to great achievements and noteworthy 
contributions to the science of living, but at the 
same time it has been a pitfall to lives which might 
otherwise have been most useful to society. 

The risk factor in life has been the chief cause of 
the growth of social solidarity. Out of this search for 
security arose the family, under parental leadership 
and care. This grouping of blood relations developed 
further into the primitive tribal group in which blood 
relationship was still present. Ever seeking an expan- 
sion of membership, which would spread the indivi- 
dual risks of its members more evenly and more 
lightly over a greater number of persons, tribes 
banded together to form communes, feudal states and 
finally nations. Throughout the growth of human 
society one may note this constant urge for larger and 
ever larger aggregations which, in their essence, are 
organizations for mutual aid. Perhaps this urge may 
eventually culminate in the universal brotherhood 
of man which men of good will have been advocating 
for centuries. 


The family, which is the primary unit of social 
organization and the original cell of security, is the 
first line of defense. But in modern society it can cope 
only with limited misfortunes and, in case of calam- 
ity, appeal must be made to the larger groups, the 
neighbours, the municipality, the provincial author- 
ities, or the central government. 

Social security found its origin in the unit of 
human society known as the family. We see that it 
naturally extended to larger and larger groups. The 
reason is not hard to find. Risks which, if they became 
actualities, might well destroy the individual, can, if 
spread among a large number of people, be easily 
carried. From this fact the insurance principle was 
established. 

As far back as Roman times we come across 
definite organizations with a social security aspect. 
Among the mutual aid associations providing a form 
of insurance against death were the Roman Collegia, 
which have been traced back as far as,the foundation 
of Rome. The members met for social intercourse, 
feasting, and so forth, but the principle of insurance 
also found expression in their activities. They pro- 
vided what, in modern insurance parlance, is termed 
a “funeral benefit,’ and many of the Collegia were 
constituted chiefly for this purpose. 

We have detailed knowledge of the working of these 
“colleges” from the deed of the foundation of the 
College of Diana and Antinous, which was formed at 
Lanuvium, near Rome, in A.D. 133. From this deed, 
which was discovered in 1816, it appears that the 
members, who were all poor men, paid an entrance 
fee of 100 sesterces (about $4.00), together with a 
flagon of good wine, and a monthly subscription of 
5 asses (about 5 cents). On the death of a member who 
was not in arrears with his subscriptions the heir 
received a sum of 300 sesterces for funeral expenses, 
out of which 50 sesterces had to be distributed to 
the members present at the funeral. 


Middle Ages 


By the time of the Middle Ages society had devel- 
oped into a fairly complex organism. Even then 
attempts were being made by the state, as well as 
by the workers themselves, to protect the individual 
from disaster. These attempts took the form of 
assistance from others, either from the state or from 
the individual’s fellow workers. It is along these two 
lines that we can trace the development of social 
security during the Middle Ages—state efforts to 


alleviate distress and the efforts of workers them- 
selves. 


State Aid.—A thousand years ago the relief of the 
poor within the dominions of Charlemagne was 
deemed to be the responsibility of the parish. This 
principle has remained the basis of statutory or 
customary poor relief in western Europe and North 
America until our own time. From the sixteenth 
century on, some larger cities began to classify the 
poor and to attempt the application of the national 
and constructive methods proposed by Vives in 1526. 
Instead of indiscriminative alms-giving this Spanish 
humanist advocated social casework, vocational 
training for the unemployed, boarding schools for 
abandoned children, separate hospitals for the sick 
and insane, and sheltered employment for the blind 
and infirm. 


Before the introduction of Poor Rates care of the 
more unfortunate members of society was one of the 
important functions of the church. With the arrival 
of the Reformation, however, and the weakening of 
the religious sanction in Protestant countries, secular 
administration was substituted for ecclesiastical in 
local communities. This religious revolution was one 
of the major factors, in England, at least, in the 
substitution of poor rates for that of church charity. 


The English Poor Law of 1601 established for the 
first time a compulsory poor rate to finance parochial 
assistance. The parish was to apprentice poor 
children, to provide work for the able-bodied un- 
employed, and to grant necessary relief to persons 
incapable of work. It was two centuries after this 
before national legislation of a similar character, 
systematizing the customary responsibility of the 
commune, was introduced in Denmark and Sweden. 


The, grave disadvantage of this system of poor 
rates lay in the inequality of treatment as between 
richer and poorer units, and in the inefficiency of 
method in the smaller ones. These difficulties are 
characteristic of poor relief as financed and distri- 
buted by local authorities. They are only remedied 
by a policy of enlarging the area to be taxed and 
served by the assistance system, first, by grouping 
communes together for assistance purposes, then by 
laying certain responsibilities on counties or prov- 
inces, and finally by associating the central govern- 
ment itself in the administration of public assistance. 


Guild Schemes.—Along with the growth of Poor 
Rates under the jurisdiction of local authorities, 
_ there grew up the associations of fellow workers. The 
notion of mutual aid, already employed from the 
earliest times in the family relationship, acquired an 
independent existence in the societies of workers, 
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alike in status, who banded together and agreed to 
help one another in the misfortunes to which all were 
exposed. Such societies of equals, based as a rule on 
the exercise of the same occupation, were the earliest 
social insurance institutions. They were the trade 
guilds of the Middle Ages. (Social and religious 
guilds, with similar ideas of mutual aid, were also 
in existence.) 


These guilds, to which belonged masters and 
journeymen of the same craft, often provided for the 
assistance of their members in case of sickness and 
injury. Generally, the rules of the guild prescribed 
that a sick journeyman should be cared for at the 
expense of his master. The guild, however, was 
concerned mainly with the protection of the craft 
and the defence of the economic interests of the 
masters, the promotion of social solidarity being a 
secondary purpose, and the harmony of these organ- 
izations was often disturbed by disputes between 
masters and journeymen, chiefly on the subject of 
wages. 


In the fourteenth century the journeymen began 
to organize themselves in separate bodies known as 
journeymen’s guilds, membership of which was 
confined to journeymen in a particular craft. These 
journeymen’s guilds attached a greater importance 
to mutual aid than did the masters’ guilds. Relief 
in case of sickness, disablement and death was paid 
by the journeymen’s guild itself, or by a subsidiary 
fund created and supported by it. As a rule the 
benefits were granted in the shape of a loan to be paid 
back by the journeyman, when, restored to health, 
he resumed his work. Later on benefits were granted 
in return for a crudely estimated contribution. 


It was not until the seventeenth century that the 
discovery of the law of mortality provided a mathe- 
matical basis for the development of life insurance as 
a commercial enterprise. Actuarial technique, al- 
though primarily applied to life insurance, was 
essential for the proper design and management of 
the first schemes of social insurance. The application 
of this actuarial technique was of considerable aid in 
the proper handling of these guild benefit organi- 
zations. 


The range of action of the journeymen’s guilds, 
however, remained restricted because their develop- 
ment was hindered by the state and, more especially, 
by the masters’ guilds which, having grown powerful, 
fought keenly to defend and increase their privileges 
and erected a complex body of regulations designed 
to limit the number of masters and to increase profits 
rather than improve the technique of the craft or 
secure honest workmanship. 


In the eighteenth century the masters’ trade guilds 
had become tyrannical and constituted an obstacle 
to progress. They were the object of strong attacks, 
not only by the journeymen, whose wages they 
constantly reduced, but also by consumers from 
whom they demanded excessive prices. Their un- 
popularity was such that in Great Britain their 
privileges began to be withdrawn in the middle of 
the eighteenth century, and this process continued 
until, by 1835, when their privileges were formally 
abolished by statute, they had practically ceased to 
exist. In France they were suppressed at the Revolu- 
tion, and the opening of the nineteenth century saw 
the disappearance of mutual-aid institutions of guild 
or craft origin. 


The Industrial Revolution - 


Until the end of the eighteenth century industry 
consisted mainly of handicrafts and, as we have seen, 
this resulted in the banding together of journeymen 
and masters in craft guilds, from which evolved the 
first true mutual-aid societies. We have also seen 
that even before the advent of the Industrial 
Revolution the popularity and effectiveness of these 
guilds were on the decline. One of the effects of the 
Revolution was to abolish the guilds and to prohibit 
the formation of trade associations, whether of 
employers or workers. At the same time, the equality 
of all persons before the law and freedom of trade 
were proclaimed. 

Henceforth, the relations between wage-earners 
and employers were governed by the common law and 
the individual worker was to settle freely with his 
employer the terms of the contract of appointment. 
Such was the essential character of the juridical 
system, forgetful of trade solidarity, in which the 
workers had to face the great Industrial Revolution 
that engendered the immense army of wage-earners. 

A few years after the establishment of equality 
before the law, with which trade solidarity was 
inconsistent, large scale industry began to develop, 
but remained for a long time unorganized. It did not 
know how to estimate the capacity of consumption 
and frequently suffered from crises and overproduc- 
tion. This was a period of great misery when there 
was slowly formed, under the pressure of suffering, 
the feeling of solidarity which had been lost with the 
abolishment of the guilds and which was necessary 
for the achievement of security against the risks of 
the workers’ lives. 


In the face of this distress the laisser faire state 
preserved an attitude of indifference. Believing as it 
did in equality before the law and economic liberty, 
it elevated inactivity to the dignity of a doctrine. 
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Statesmen and members of parliament were fully 
occupied with political problems. Few appreciated 
the social significance of the Industrial Revolution 
which was going forward under their eyes. Thus for a 
long time the public authorities intervened no further 
than to distribute bread tickets to families of workers 
who were sick and unemployed. 


Later Nineteenth Century 


Employers.—Following upon the Industrial Revolu- 
tion the state continued its laisser faire policy of 
leaving well enough alone, while the workers, through 
adverse legislation, were not in a position to band 
together for their mutual aid. It was, oddly enough, 
the employers who resurrected the idea of social 
security and put it into action—with little success, 
however. These employers’ schemes of welfare and 
relief were not prompted altogether by a feeling of 
social responsibility, fear being an important factor. 
Their efforts were chiefly due to their realization that 
distress breeds a dangerous temper, although some 
were indeed guided by a feeling of social duty and a 
desire to secure the services of a labour force which 
should be stable, healthy and loyal. 


The third quarter of the nineteenth century 
witnessed the appearance of numerous employers’ 
welfare institutions, such as hospitals, homes, and 
funds for pensions and relief. 

Four factors, however, worked against the success 
of these schemes. In the first place, they covered only 
a small proportion of the working class. Secondly, the 
basis of organization, the factory, was too narrow 
to afford aid or give coverage against the more 
serious risks, such as industrial accidents, lengthy 
illnesses, invalidity and old age. In the third place, 
there was too great a variety of plan and dispersal of 
effort. Lastly, they excited the distrust of the masses 
and the opposition of the socialist bodies which were 
rapidly growing at that time. These new bodies saw 
in the schemes a means of restricting the workers’ 
freedom of movement, and they also disliked the fact 
that workers had no say in the management of the 
schemes. 


W orkers—The preachings of the socialist parties, 
on the one hand, and the growth in power of the 
industrialists, on the other, eventually led the 
workers to the realization that they existed as a 
separate social class. Before the Industrial Revolution 
the uncertainties and calamities of life had generally 
been due to natural causes, but with the coming of the 
machine age and the expansion of population new 
uncertainties appeared. 

The worker in the big factory, badly paid, unable 
to save, weakened by exhausting labour and insuffi- 


cient nourishment, fell into destitution when unable 
to work through accident, sickness or old age. Large 
classes of people who were without property and who 
earned small wages found themselves without the 
means of establishing individual financial reserves 
against emergencies. 


Thus, in the economic sphere, the workers found 
themselves up against a new and disastrous situation. 
In the legal sphere, they discovered that in bargaining 
between individual worker and individual employer 
there is no genuine equality and that, in fact, the 
terms are always imposed by the employer, who is 
stronger because he is richer. They perceived that for 
one who depends upon wages for a living there is no 
liberty without economic strength. On top of this was 
the suspicion with which the employers’ welfare and 
relief schemes were held by the workers. 


All of these factors combined to make the workers 
regard their interests as distinct from those of their 
employers, and this class feeling led to the creation 
of class institutions. The latter took up with the 
authorities a struggle to obtain the right to establish 
and administer defensive associations and funds for 
collective provision against risks to which all were 
exposed. 


Trade unions, forbidden about the time of the 
Industrial Revolution, sometimes disguised them- 
selves behind relief funds, which were first of all 
tolerated and then recognized, although more often 
it was the trade union which became the embryo of 
the provident fund. From Great Britain, the classic 
land of friendly societies, this mutual-aid movement 
spread over the Continent. 


At the outset mutual-aid societies were based on 
trades, like the mediaeval guilds. While the society’s 
connection with the trade association, from which it 
sprang, secured for it the support of trade unionists, 
the range of its membership was at the same time 
restricted, and its financial resources were limited to 
the small contributions which the workers were able 
to pay. Its basis of organization was not large enough 
to enable it to undertake insurance against the more 
serious risks of prolonged illness and disablement. 


Thus, the mutual-aid side of trade union activity 
had a precarious origin and remained restricted both 
in its range of action and in its resources. Never- 
theless, it supplied the foundation of a system which 
was later to be developed with the aid of the public 
authorities. 


The Siate-——Up to this point we have noted that 
employers had not successfully alleviated the situa- 
tion with their welfare and relief schemes, while the 
workers had been slightly more successful by estab- 
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lishing their mutual-aid societies which, although 
valuable, were restricted in their scope. 

During the early years of this period the state 
continued its “‘hands off’? policy. But in the last 
thirty years of the nineteenth century we are able 
to observe a steadily increasing interest on its part in 
the solution of the security problems of labour. As 
industrialization became more intense, the conviction 
grew that the community would suffer in its health, 
its production capacity and its future by reason of 
the distress of its producers. 

This growing conviction arose from a variety of 
causes. Universal suffrage had vastly extended the 
scope of the electorate and legislators were beginning 
to realize that the common man had now become 
a force in the election of parliamentary representa- 
tives. Trade unions, too, were growing up, while the 
propagation of socialist teaching was expanding. 
These factors, together with the gradual recognition 
that absolute liberty invariably gives victory to the 
stronger, led to the abandonment of the lazsser faire 
doctrine. 

Thus the state no longer considered its task to be 
limited to authorizing the establishment of schemes of 
welfare or mutual aid and to the regulating of the 
relations between managers of such schemes and the 
beneficiaries, according to ordinary law. 

Instead the state began to encourage the mutual- 
ald movement by giving financial assistance to 
mutual-aid societies. This action on the part of the 
state greatly increased the membership of the 
mutual-aid societies, although these could never be 
an adequate solution of working-class security for the 
following reasons: (1) only a small proportion of the 
working class was protected; (2) many workers failed 
to insure, some by improvidence and some through 
lack of means; (3) lower wage earners were less able 
to save and were more frequently ill; (4) there were 
too many societies and many of them were too small 
to be effective, and (5) there was little order in their 
distribution about the country, resulting in gaps and 
overlapping. 

It was some years after the state’s recognition of 
and financial aid to mutual-aid societies, in an effort 
to alleviate social insecurity, before it began to 
concern itself actively in the organization of social 
insurance. 


Emergence of a Pattern 


At the opening of the present century the tradi- 
tional approaches to social security, which we have 
traced through the primitive units of early civiliza- 
tion, up through the mediaeval guilds, the poor 
rates, and the various attempts on the part of em- 


ployers, workers and government, had given rise to 
two main currents: social assistance, representing the 
unilateral obligation of the community towards its 
dependent groups, and social insurance, based on 
mutual aid. Both approaches are needed in a com- 
plete program of social security. 

If present-day developments have been correctly 
read, social assistance and social insurance are 
moving ever closer to one another. As the culmination 
of a long evolution they may even meet and combine 
until, as in New Zealand and Denmark today, we 
can no longer say whether social assistance or social 
insurance predominates, but only that they possess 
a national system of social security. 


Social Assistance 


Social assistance schemes have been defined as 
those which provide benefits for persons of small 
means, granted as of right, in amounts sufficient to 
meet a minimum standard of need, and financed 
from taxation. 

The social security system of a country consists of a 
complex of its social insurance and social assistance 
schemes. Social assistance has in the main confined 
itself to spheres of service in which the public interest 
is pre-eminent and which at the same time offer little 
occasion for abuse. 

Until about 1900 almost the only examples of social 
assistance were to be found in the field of medical 
care, and especially hospital care. Immediately after 
the First World War, however, states began to 
concern themselves intensively with tuberculosis and 
venereal diseases, and with all aspects of maternal 
and child welfare. One of the results of the First 
World War was to draw the attention of the state 
to the population question, because of the loss of 
manpower in the conflict and because of the falling 
birth-rate. The first legislation was concerned with 
maternity, preventive care of expectant mothers, 
obstetrical care, and assisting mothers to nurse their 
babies. Then medicine began to follow children into 
the school and guard their health and welfare through 
the lower classes. 

In the early days of social assistance it was not 
foreseen how it would gradually extend its functions 
and, from being principally concerned with com- 
pensation by cash benefits, would turn its attention 
more and more to preventive and restorative services. 

Social assistance schemes today may be classified 
under the following headings: 

. old age and invalidity pensions 
. mothers’ pensions 

. unemployment assistance 

. medical assistance 

. rehabilitation of the disabled. 
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Social Insurance 


Social insurance schemes, as distinct from social 
assistance schemes, provide benefits for persons of 
small means, granted as of right in amounts which 
combine the contribution effort of the insured with 
subsidies from the employer and the state. 

Incidentally it may be noted that the general risk 
of sickness is invariably covered by insurance rather 
than by assistance. 

Social insurance may be divided into two classes— 
voluntary and compulsory. 

Modern social insurance schemes can be classified 
under the following headings: 

1. workmen’s compensation 

2. unemployment insurance 

3. sickness insurance 

4. pension insurance. 


Voluntary.—For building the first great European 
schemes of social insurance the foundations were the 
previously existing voluntary sickness funds, pension 
funds and the principle of employers’ liability. Social 
insurance distinguishes between the accident risk, 
for which the employer is held liable, and the general 
physical risks, which are regarded as the common 
concern of the employers and workers. The general 
physical risks are, in turn, classified for the purpose 
of organization according as they imply short-term 
cash and medical benefits, as in the case of sickness, 
and long-term cash benefits, as in the case of old age, 
death and invalidity. 

In voluntary insurance the most advanced branch 
is commonly sickness insurance. 

The voluntary societies have introduced into social 
insurance a valuable tradition of democratic self- 
government, but on the debit side of the account, 
where voluntary insurance is concerned, is the fact 
that the groups most in need of insurance protection, 
namely, those with the lowest wages, the most 
irregular employment, and the least savings, cannot 
afford to purchase protection unaided, although the 
cost of insurance is, of course, lowered in those cases 
where a subsidy is provided by the state. 


Compulsory——Although voluntary insurance has 
been a recognized institution for a good many years 
and compulsory social insurance has been a practical 
institution since 1883, when it first made its appear- 
ance in Germany, it is only in our own generation 
that the latter has appeared as a social necessity. 

In these latter decades, the development, of econ- 
omic life, with all that it has brought in the increased 
outpouring of material wealth, has, nevertheless, 
tended towards a greater social insecurity of the 
individual and of the family dependent on him. The 
economic status and welfare and, it would seem, also 
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the physical health, of the village blacksmith were 
much more secure in Longfellow’s day than are the 
health and welfare of the modern mechanic today. 
Thus has been brought about the need for the mutual 
insurance of all members of society against the more 
serious dangers, a compulsory insurance so that the 
more secure cannot stand aside and leave the risks to 
be loaded on the shoulders of the less secure. 

Compulsory social insurance began nearly sixty 
years ago in Germany, and Bismark’s legislation of 
1883-89 has more than any other influenced the 
development of social insurance. 

Other countries followed the lead of Germany, 
some first passing through a period of voluntary 
insurance. Most countries, however, have preferred 
to dispense with the phase of subsidized voluntary 
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insurance, either because the social conditions for its 
success were lacking or because the state was not 
ready to provide the subsidy required. We have 
already mentioned that the voluntary societies intro- 
duced into compulsory insurance the very valuable 
tradition of democratic self-government. 

In the organization of social insurance the leading 
tendency has been towards centralization by the 
spreading of responsibility for common risks over an 
ever more numerous group, by occupational schemes 
giving place to those which embrace all trades without 
distinction, and by the enlargement of the area 
served by the insurance institutions. These tendencies 
can be more easily facilitated by a system of national 
compulsory insurance than by voluntary schemes. 


— 


Cuapter III 


The Rise of Health Insurance 


Against the foregoing background of the evolution 
of social security we are now in a position to study 
the rise of health insurance movements as separate 
entities, along certain lines distinct in themselves, 
but merging on all sides with the whole social security 
framework. 


All forms of insurance are outgrowths of the 
human quest for security and of these forms health 
insurance is one of the oldest. We have already seen 
that its beginning can be traced even as far back as 
Roman times when the Collegia had as one of their 
purposes the provision of funeral benefits. From that 
time on there is historical evidence of arrangements 
by which persons, uniting to spread a risk, contri- 
buted to form a common fund from which certain 
benefits were provided on the occurrence of certain 
events which, like the contributions and benefits, 
were defined. 


Growth 


In this present section we intend to deal with the 
growth of these health insurance associations, divid- 
ing the account, for the sake of clarity, into the 
growth of voluntary and compulsory schemes. 


Naturally enough, the voluntary schemes were 
the first to appear on the scene and were the first to 
be put into practice, although the advocation of 
compulsory schemes made its appearance during the 
same period. Today we find both types of health 
insurance in force. 


Voluntary Schemes.— Our previous discussions 
have shown that the guilds of the Middle Ages were 
one of the first organizations to effectively unite their 
members for purposes of mutual aid. Some were 
trade guilds, while others were social or religious 
guilds. Documents show that the social guilds existed 
for various purposes but chiefly for the mutual assist- 
ance of the members in times of trouble and especi- 
ally when afflicted with sickness or infirmity. 


In the guild of the Blessed Virgin Mary, Hull, 
which was founded in 1357, we find that each un- 
married member paid a yearly sum of two shillings 
and two pence (a married couple paid the same sum) 
and the guild ordinances provided that: 


If it should happen that any of the gild 
becomes infirm, bowed, blind, dumb, 
deaf, maimed, or sick, whether with 
some lasting or only temporary sick- 
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ness, and whether in old age or youth, 
or be so borne down by any other 
mishap that he has not the means of 
living, then for kindness sake, and for 
the souls’ sake of the founders, it is 
ordained that each shall have out of 
the goods of the gild, at the hands of 
the wardens, sevenpence every week; 
and everyone so being infirm, bowed, 
blind, dumb, deaf, maimed or sick, 
shall have that sevenpence as long as 
he lives. 


In the guild of Garlekhith in London, founded 
in 1375, the cash benefit and the contributions were 
on a higher scale. Each member paid an entrance 
fee of six shillings and eight pence and a yearly 
subscription of two shillings, payable quarterly. If 
his membership was of not less than seven years’ 
standing, he received, when disabled by sickness or 
old age, a weekly sum of one shilling and one penny. 
In addition to their entrance fees and yearly sub- 
scriptions, the members were expected to make free 
gifts towards the maintenance of the guild. 


In England the social guilds came to a sudden 
end during the Reformation, but the trade guilds 
continued to function until the early part of the 
19th century, and these guilds also had _ their 
schemes for the mutual aid of members. The 
nature of the benefits granted by the journeymen’s 
guild, for example, is well illustrated by the rules of 
the Fraternity of Bachelor Journeymen on the 
Continent, in 1560: 


Every brother who becomes disabled, or 
falls sick, shall receive the sum of 314 
pfennigs a day if he needs it, but if the 
Lord restores him to health and en- 
ables him to take up his work again, 
he shall repay the money. If his in- 
capacity is prolonged, and if his needs 
are greater, money shall be lent to him 
on security, and if he dies the Frater- 
nity shall recoup itself from his estate. 


This simple document shows clearly the nature of 
the rights and duties of a journeyman in these provi- 
dent institutions, and indicates their concern to 
come to the assistance of the disabled. 


Following the disappearance of the social guilds a 
new type of mutual-aid association, known as the 


Friendly Society, sprang up to take their place. 
There is evidence that the Friendly Societies existed 
in a rudimentary form about the middle of the 17th 
century. 

Daniel Defoe, in his Essay on Projects, published in 
1697, defined a Friendly Society as a “number of 
people entering into a mutual compact to help one 
another in case of any disaster or distress fell upon 
them,” and he mentions a sailors’ Friendly Society 
at Chatham. 

Part of the activities of these Friendly Societies 
was the provision of cash payments to sick members, 
and definite. schemes of insurance were gradually 
developed. As far back-as the 18th century the 
Societies found it necessary to safeguard their funds 
from the claims of members who were not entitled 
to benefit. 

For many years the Friendly Societies were beset 
with serious difficulties. Their objects and methods 
were misunderstood and often misrepresented, and 
the adoption by many of the more important 
Societies of a ritual derived from Freemasonry, with 
secret signs and passwords, was distorted by un- 
scrupulous opponents to arouse popular prejudice 
against the whole Friendly Society movement. 

Another serious difficulty that impeded the pro- 
gress of the Societies was their lack of legal status. 
This made their funds vulnerable to fraud, no 
prosecution being possible except in the names of all 
the members. In 1850, however, an Act was passed 
by which Friendly Societies could obtain a certificate 
of registration and a definite legal position. 

Perhaps the most serious difficulty against which 
the Societies had to contend, however, was the want 
of adequate statistical data of sickness and mortality 
experience. But about the middle of the 19th century 
the darkness was illumined by the genius of a remark- 
able man, Henry Ratcliffe (1808-77), who is one of 
the heroes of the Friendly Society movement. He was 
responsible for the preparation of the Ratcliffe Tables 
which set out the results of an elaborate analysis of 
the sickness and mortality experienced by the Society 
of which he was an executive member during the 
years 1846 to 1848. 


The influence of Ratcliffe on the Friendly Society 
movement was immense. He has been called the 
father of Friendly Society actuarial science, and his 
Tables, which were published in 1850, effected 
something like a revolution in Society administration. 
The work he began was continued by his successor 
Reuben Watson, and by Francis Neison, and cul- 
minated in the tables published by Alfred Watson in 
1903. The Watson Tables formed the actuarial basis 
of the British national health insurance scheme. 
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So with infinite labour and in the face of enormous 
difficulties the Friendly Society movement grew and 
prospered and became one of the most beneficent 
influences in the social life of modern Britain. It was 
the work, for the most part, of men of humble origin, 
toiling obscurely without hope of fame or fortune. 


Of the benefits provided by the Friendly Societies 
the most popular has been the funeral benefit. This 
benefit, apart from its affording a safeguard against a 
“pauper funeral,” appears to meet a profound need 
of the human spirit, for it is the oldest and most 
widely spread of all forms of insurance benefit. But 
the provision of weekly payments for the benefit of 
members too ill to work was also an important part 
of the Societies’ functions, to which was added by 
many Societies, as time went on, the provision of 
medical care. 


Compulsory Schemes.—It is surprising to note that 
compulsory insurance had been advocated even in 
the early days of the Friendly Societies. Daniel Defoe 
worked out, in his Essay on Projects, a scheme of 
compulsory insurance for “labouring people.’ He 
proposed that in every country a public authority 
should be established where labouring people should 
register, pay an entrance fee of sixpence and a 
quarterly subscription of one shilling, and in return 
receive certain benefits. Defoe was confident that his 
scheme would secure the country “against beggars, 
parish poor, almshouses and hospitals, by which not 
a creature so miserable or so poor but should claim 
subsistence as their due and not ask it of charity.” 


The author of Robinson Crusoe was a man of 
inveterate optimism and he professed himself “willing 
to think that all men should have enough sense to see 
the usefulness of such a design and be persuaded by 
their interest to engage it.”” But he was reluctantly 
driven to the conclusion that ‘some men have less 
prudence than the brutes’ and would make no 
provision for the future, and he recommended that 
such persons should be compelled to come under his 
insurance scheme. 

In 1786 another scheme of compulsory insurance 
was published by the Reverend John Acland, rector 
of Broad Clyst, Devon. His pamphlet attracted 
considerable attention, and a Bill based on the plan 
was introduced into the House of Commons in 1787, 
but it made no progress. 

Neither Defoe nor Acland was successful as a 
pioneer of compulsory health insurance. Both were in 
advance of their time. Nor could a measure of com- 
pulsory health insurance on a national scale have then 
been introduced with any hope of success. The 
actuarial knowledge necessary for such an under- 
taking was not forthcoming until many years later. 


Some tentative beginnings in compulsory health 
insurance were made, however, in England, as far 
back as the 18th century. A scheme was brought into 
operation by an Act passed in 1757 “‘for the relief of 
the coal-heavers working upon the river Thames and 
for enabling them to make provision for such of 
themselves as shall be sick, lame or past their labour; 
and for their Widows and Orphans.”’ This scheme, 
however, was grossly abused by the employers, who 
deducted excessive amounts from the men’s wages, 
and it was abolished by an Act of 1770. Another 
rudimentary scheme on a small scale was set up in 
1792 by an Act “for establishing a permanent fund 
for the relief and support of skippers and keelmen 
employed in the coal trade on the River Wear, in the 
County of Durham.” The Act constituted a benefit 
society which was managed by 41 “Guardians” 
indirectly elected by the beneficiaries, each of whom 
was required to join the Society. This Society was 
authorized to provide a hospital for the reception of 
sick members and to allow them sick pay, and 
provision was made for the relief of the widows and 
children of members. 


But these schemes were insignificant affairs which 
attracted little attention and apparently led to no 
further developments elsewhere in England. 


In Germany, however, there were important move- 
ments in the direction of compulsory health insurance 
towards the middle of the 19th century. The Prussian 
Industrial Code of 1845 empowered local authorities 
to require certain classes of workmen to join pro- 
vident benefit societies; and by a law passed in 1849 
factory owners could be required by the authorities 
to insure their workmen against sickness, to con- 
tribute towards the cost of insurance, and to deduct 
the workmen’s contributions from their wages. In 
these measures we can plainly see some of the essen- 
tial features of Bismarck’s national health insurance 
scheme. 


In 1854 Prussia made a law that required the 
formation of provident societies for workmen em- 
ployed in the mines, smelting works, and salt works. 
The cost of the insurance was borne by funds raised 
by the contribution of the workers and their em- 
ployers, the latter contributing at least half as much 
as the men. 

The local authorities did not make a wide use of 
their powers to require the adoption of health 
insurance, and the compulsorily insured workers 
formed but a small proportion of the working 
population. Even including the miners they were 
considerably outnumbered by the members of the 
voluntary benefit societies, which resembled broadly 
the English friendly societies. 
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So far as voluntary insurance had gone it had made 
good. But it had not gone far enough. Many of the 
wage-earners failed to take advantage of the protec- 
tion the benefit societies afforded in time of sickness. 
Those who insured voluntarily were the most 
provident and farsighted members of the community: 
the least provident remained outside, and when 
disabled became a charge upon public funds or 
private charity or both. 


When in 1882 it was proposed to make insurance 
against sickness compulsory on a national scale in 
Germany, the Government justified the proposal on 
the ground that: “Experience has abundantly shown 
that the universal adoption of sickness insurance, 
which must be characterised as one of the most im- 
portant measures for the improvement of the condi- 
tion of the working classes, cannot be effected on the 
lines of the (voluntary) legislation of 1876.” 


The introduction of a national scheme of sickness 
insurance, and other forms of social insurance, on a 
conpulsory basis was foreshadowed in the historic 
Imperial Message promulgated by Kaiser Wilhelm I 
on November 27, 1881, in which the principles of 
future social policy were laid down: 


The cure of social ills must be sought not 
exclusively in the repression of Social 
Democratic excesses, but simultan- 
eously in the positive advancement of 
the welfare of the working classes... 
In order to realize these views a Bill for 
the insurance of workmen against 
industrial accidents will first be laid 
before you, after which a supple- 
mentary measure will be submitted 
providing for a general organization of 
industrial sickness insurance. But like- 
wise those who are disabled in con- 
sequence of old age or invalidity possess 
a well-founded claim to a more ample 
relief on the part of the State than they 
have hitherto enjoyed. To find the 
proper ways and means for making such 
provision is a difficult task, yet is one 
of the highest obligations of every 
community based on the ethical foun- 
dations of a Christian national life. 


Two years later Prince Bismarck introduced his 
Sickness Insurance Bill. It passed the Reichstag on 
May 31, 1883, and came into operation on December 
1, 1884. Bismarck made no secret of the fact that he 
intended his measure to be a counter move against 
socialism, which at that time was making rapid 
headway in Germany. 


Compulsory insurance was introduced in Ger- 
many on a comparatively small scale. It applied to 
industrial workers only, and the number of insured 
persons formed not more than 10% of the total 
population. In 1885 the insurance scheme was 
extended to persons employed in commercial under- 
takings and later to agriculture and domestic service. 

Germany’s example of compulsory health insur- 
ance was followed by Austria in 1888 and by Hungary 
in 1891, and subsequently by many other countries 
throughout the world. 


Its Importance in Modern Society 


It might be interesting to discuss at this point 
some of the reasons for the peculiar necessity of 
health insurance schemes in society as it is constituted 
today. Two important factors which emphasize the 
necessity of some sort of general provision for health 
insurance among almost all classes of a population 
are the problems of the distribution of medical care 
and the rising costs of such care. 

Two lines of evolution have proceeded apace in 
present-day society. One has been the enormous 
increase in sanitary and medical knowledge and the 
vast improvement in the practical techniques of 
preventive and curative medicine; the other has been 
the growing public demand for the right to the 
enjoyment of health. But along with these advances 
new problems have arisen. 

In the health services, as in industry, there has 
developed the problem of distribution—how to make 
the augmented capacities of health services available 
to the people. Then, too, as we have mentioned, is 
the problem of cost. Industry has learned how to 
apply science to large-scale production and how to 
reduce the unit cost of its products. But medical care 
is not amachine-made thing; it is primarily a personal 
service. Improvements in the technology of industry 
may operate to reduce the cost of material things, but 
advances in medical science and improvements in 
medical technique call for longer periods of training 
for practitioners, greater skills, and more expensive 
personal services. Progress, which makes medicine 
more and more valuable to hundreds of millions of 
people, makes payment of the costs more and more 
difficult. 

Nor are medical costs the only important costs of 
sickness. When ill health befalls the wage earner and 
disables him, the consequences may be very serious. 
When the worker becomes incapable of going about 
his accustomed labour, he fails to earn an income 
precisely when his financial needs may be unusually 
large. Loss of income and medical costs may combine 
to endanger or destroy the economic independence of 
the family. 
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As I. S. Falk says in his Security Against Sickness: ’ 
“The failings in the distribution of medical service 
and the impacts of burdensome costs upon individual 
families are no consequences of a depression. They 
were plainly evident in our days of well-being. They 
are due to some fundamental weakness in the 
functional and economic relations between medicine 
and society.” 

It is this weakness which health insurance attempts 
to strengthen by means of its three chief functions, 
namely, cash benefits (or compensation), benefits in 
kind (or restoration) and the provision of healthy 
living conditions (or prevention). By means of com- 
pensation, restoration and prevention, health insur- 
ance is now in a position to bridge this fundamental 
weakness in our society. 

The acute problem of distribution in many areas 
throughout the world in the present day is reflected 
in the changing stress laid upon these three functions 
of health insurance. In the early days cash benefits 
were the chief function, but since that time there has 
been a gradual transfer of emphasis from cash 
benefits to medical benefits. In other words, from 
compensation to restoration and prevention. 


Its Extent Today 


In using the term “today” throughout this study 
it will generally refer to that period preceding the 
outbreak of the present war, as there would be no 
value in discussing conditions as they exist in Europe 
at a time when the normal functioning of health 
insurance institutions, or any type of institutions, is 
non-existent. For this reason, when Czechoslovakia 
or Poland are mentioned as having health insurance 
schemes in operation today it must of necessity mean 
that they possessed such schemes until the time they 
lost their identity as free and sovereign countries. 
Apart from the fact that 1940-43 data on the present 
subject, under the abnormal conditions in Europe, 
would be of little value, there is the additional fact 
that such information is almost impossible to obtain. 
Wherever authoritative information on conditions in 
Axis-occupied countries has been obtainable such 
information has been noted in the detailed studies of 
the separate countries. 

Existing Voluntary Schemes.—There are today nine 
countries which have national voluntary schemes of 
health insurance. These countries, with the dates 
when their schemes were instituted or legally 
recognized, are as follows: 


Belgium (1851) Finland (1897) 
Spain (1887) Iceland (1911) 
Austria (1888) Uruguay 
Sweden (1891) Bolivia 


Union of South Africa (1892) 


The above are all the countries which remain of 
the many which once had national voluntary schemes. 
Most countries have switched to the compulsory 
plan. It will be noted from the above list that very 
few countries have instituted a voluntary system 
during the present century. 


The systems in six of these countries will be studied 
in detail in Section 1 of Part II. We have been unable 
to secure sufficient information on the remaining 
three countries to.make a detailed study possible, 
but a few facts concerning their schemes are given 
below. 


Boliwia.—Bolivia’s voluntary scheme operates under 
a Social Insurance Fund and the latest information 
is that this Fund is creating a network of hospitals 
and clinics of its own, in order to make up for the 
deficiencies in the national health equipment. 


Iceland.—Iceland’s voluntary sickness funds were 
legally recognized in 1911. Each sickness fund must 
comprise a definite district and consist of at least 
fifty members. Contributions are made solely by 
members of the funds, although a state subsidy, 
consisting of 1 krone per member per annum in a 
town in which a doctor resides, and 1/4 kroner in 
other places, is paid. The funds are required to accept 
any person between the ages of 15 and 40 whose 
income is below a certain limit. Benefits include 
medical and hospital treatment and a cash benefit 
whose minimum is 50 ore per day and whose maxi- 
mum is two-thirds the daily pay of the sick member. 


Uruguay.—The most important voluntary health 
societies in Uruguay have applied for recognition by 
the government as legal entities, but such a course is 
purely voluntary. The introduction of compulsory 
tuberculosis insurance, as the first step leading to a 
generalized health insurance scheme, was proposed in 
1942. The state pays no subsidies to the societies. 


Palestine —Works on health insurance frequently 
refer to Palestine as having a national voluntary 
health insurance system, but there is little basis for 
these assertions since the country has no laws what- 
ever relating to friendly societies, etc. The Jewish 
Workers’ Sickness Fund is the only social insurance 
institution in the country. It is recognized by the 
authorities, but it does not possess any legal per- 
sonality nor is its scope national. 


Growth of Compulsory Health Insurance. — Ger- 
many, as we have seen, was the first country in 
the world to institute a scheme of compulsory health 
insurance. Since Germany’s initial step in 1883, 32 
other countries throughout the world, not counting 
pre-war Serbia, have followed its lead. Compulsory 
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plans are at present in operation, therefore, in 33 
countries. These countries, with the year in which the 
plans were instituted, are as follows: 


Germany (1883) 
Austria (1888) 
Hungary (1891) 
Luxemburg (1901) 
Norway (1909) 
Serbia (1910) 
Great Britain and Northern 
Ireland (1911) 
Eire (1911) 
Switzerland (1911) 
Union of Soviet Socialist 
Republics (1911 & 1922) 
Rumania (1912) 
Esthonia (1917) 
Bulgaria (1918) 
Czechoslovakia (1919) 
Portugal (1919) 
Poland (1920) 
Greece (1922) 
Japan (1922) 
Latvia (1922) 
Yugoslavia (1922) 
Chile (1924) 
Italy (1925) 
Lithuania (1925) 
Netherlands (1925) 
France (1930) 
Brazil (1931) 
Denmark (1933) 
Peru (1936) 
New Zealand (1938) 
Ecuador 
Venezuela (1940) 
Costa Rica (1941) 
Panama (1941) 
Mexico (1942) 


be 


The schemes of the above countries will 
studied in detail in Section 2 of Part III. 


Proposed Schemes.—Three Latin American coun- 
tries, namely, Argentina, Colombia and Paraguay, are 
seriously considering the adoption of compulsory 
health insurance. 


Argentina already has a National Pension Fund, 
set up in 1934, which makes maternity insurance 
compulsory for all women employed in industrial and 
commercial undertakings. The employees pay one 
day’s wages every three months, with an equal sum 
from employers and an equal sum from the state. 


The benefits consist of free attendance by a doctor 
or midwife and a daily cash benefit equal to actual 
wages, with a maximum of 200 pesos, during the legal 
rest period, which is 30 days before and 45 days after 
confinement. 

There is also a movement in favour of the introduc- 
lion of a general scheme of old age, invalidity, 
survivors’ and sickness insurance for industrial 
workers, to which the submission of a number of 
Bills in parliament bears witness. 


Colombia has had a government Bill providing for 
the establishment of a national Social Insurance 
Fund pending in congress since July 1941. This Bill 
is based on the experience of Latin American coun- 
tries and on a report prepared by the International 
Labour Office at, the request of the government, and 
provides for the coverage of sickness, maternity, 
industrial accidents and occupational diseases and 
payment of unemployment benefit. This Bill would 
benefit all employed persons whose remuneration did 
not exceed 2400 pesos annually and would be 
financed by workers’ and employers’ contributions. 
In submitting the Bill, the government emphasized 
that it is not possible to effect decisive progress in the 
health of the mass of the population without the 
intervention of social insurance, and that the 
economic and social situation of Colombia is favour- 
able for the establishment of such a scheme. 
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In 1942 the Ministry of Public Health in Paraguay 
took up the study of a social insurance plan which 
would cover sickness, invalidity, old age and death. 
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CuHaptTer IV 


Growth of the Movement in Canada 


The subject of health insurance in Canada is not an 
entirely new one as for the past twenty years or more 
considerable discussion has been given this subject 
by various bodies throughout the Dominion. Dis- 
cussed at first by medical associations in an academic 
way, labour groups, women’s organizations, both 
urban and rural, health officers, those interested in 
welfare, and various governments, all have taken an 
active interest in the adoption of health insurance for 
the people of Canada. 


Owing to the provisions of the British North 
America Act, health insurance is primarily a provincial 
responsibility and in 1919 the first active step toward 
the adoption of such a system was taken by British 
Columbia when it appointed a Royal Commission to 
investigate the subject. In 1920 the Ontario Medical 
Association appointed a committee on health insur- 
ance and some years later published a report con- 
sisting of a review of the whole question. 


Nearly all Canadian provinces and the federal 
government itself have at various times discussed 
the health insurance question. Some have taken 
definite action to inaugurate a scheme, while in many 
provinces there are institutions carrying on activities 
which fulfil one or more parts of a complete health 
insurance program, such as hospitalization insurance, 
etc. The following pages will discuss some of these 
manifestations as evidenced in words or deeds in the 
provinces or federally. 


British Columbia 


Following the appointment of the Royal Com- 
mission in 1919, British Columbia’s next contact 
with the problem arose as the result of a resolution, 
seeking the appointment of a committee of the 
Legislative Assembly to inquire into the workings 
of systems of health insurance and maternity 
benefits, which was presented to the Legislature 
in March 1928. A Royal Commission on State Health 
Insurance and Maternity Benefits was appointed 
by the province in April 1929 and two reports were 
published, the final one in 1932. 

As a result of this report, a Bill of Health Insurance 


was drawn up for presentation to the Legislature in 
1934, but was withheld pending further study and 


an endeavour to ascertain public opinion. 


{ 


y) 
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Mimster of Health’s Views.—In 1935 the Honour- 
able Mr. Weir, Minister of Health and Welfare for 
British Columbia, attended a meeting of the premiers 
of the provinces in Ottawa, where he presented a 


Bie 


paper on the subject of health insurance. The burden 
of his remarks was to the effect that the jurisdiction 
was provincial in character and such jurisdiction 
should not be disturbed but that the Dominion 
should contribute to the scheme. In the course of his 
remarks Mr. Weir spoke as follows: 


“There is a question on which public and pro- 


_ fessional interest in many sections of Canada is being 
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focussed. In fact, certain medical associations and 
groups of doctors, as well as various industrial 
organizations, insist that health insurance should be 
made a federal measure, and to this end as well as for 
the purpose of delaying the introduction of health 
insurance measures, they recommend the setting up 
of a national commission to study and report on a 
comprehensive public health policy for Canada. So 
far as British Columbia is concerned I venture to say 
that we have had all the commissions necessary to 
provide health insurance data for our guidance. 


“My opinion is that it would be a grave error for 
the Dominion Government, by Amendment to the 
B.N.A. Act, to relieve the province of the major 
responsibility in health matters. The true role of the 
federal government in the health field, it seems to me, 
is to supply leadership to assist in the promotion of 
significant health movements, to correlate but not to 
legislate in health matters now falling within prov- 
incial jurisdiction. 

“While the provincial control of health is unassail- 
able as a general principle, this is not inconsistent 
with Dominion action to assist the provinces in the 
solution of certain health problems. Practically all 
health problems, like educational problems, have 
national as well as provincial ramifications. More- 
over, the Dominion government should assume a 
certain general responsibility for the ‘peace, order and 
good government’ of Canada, watching over the 
governments of the various provinces and cooperating 
with them at all points where cooperation would be in 
the public interest. Particularly in these days of 
depression certain health problems have grown 
almost beyond the powers of the provinces to cope 
with them. 

‘From considerations such as these it is fair to 
argue that in the national interest the Dominion 
should make certain money grants to the provinces, 
both to hasten the solution of serious health problems 
and to iron out the financial inequalities between the 
various provinces to which they give rise. Although, 
as the Prime Minister himself has pointed out, it is 


not ordinarily a sound principle to give money to 
people to spend who have not raised it by taxation, 
there can be no objection to a policy of grants-in-aid 
subject to carefully formulated conditions such as 
has been followed in Great ow with brilliant 
success for many years.’ 


On March 31, 1936, the British Columbia Legis- 
lature passed a Health Insurance Act which was to 
have gone into effect on January 1, 1937, but which 
has not yet gone into operation chiefly because 
cooperation of the medical profession could not be 
secured. This opposition was owing chiefly to the 
decision of the Government not to include indigents 
in the scheme. It also was felt that the financial 
burden of putting the Act into effect would be too 
great for the province to bear alone, and its adoption 
was held in obeyance in the hope that the Dominion 
might come to the assistance of the province by 
means of a subvention. 


Summary of the British Columbia Act of 1936.—The 
Act provides that every employee in the province, 
whose rate of remuneration is not greater than $1,800 
per annum, shall become insured, together with his 
dependents. 

The following classes are exempt: agricultural 
employees, Christian Scientists, members of indus- 
trial medical-service plans who are assured of 
adequate medical and hospital service in time of 
sickness. Also, subject to the approval of the Lieute- 
nant-Governor in Council, the following classes of 
employees may from time to time be exempt: 
domestic servants, casual employees, part-time em- 
ployees, and certain other employees in designated 
industries. 

Subject to the approval of the Lieutenant- 
Governor in Council employees receiving up to 
$3,000 per annum may be eligible for insurance 
benefits if previous to January 1, 1936, they were 
members of any industrial medical-service plan 
which, subsequent to the passage of the Bill, ceases 
to provide adequate medical service for its members. 


Provision is made whereby any resident of the 
province who is not an employed insured person may 
become a voluntary contributor under the Act, 
thereby admitting himself and his dependents to its 
benefits. 

To meet the cost of all benefits payable under the 
Act, as well as salaries, etc., a “Health Insurance 
Fund” will be created. The employee’s contribution, 
to be deducted by his employer, is set at two per cent 
of the amount of his remuneration, provided that the 
amount deducted shall not be less than 35 or more 
than 75 cents weekly. The employer’s contribution to 
the Fund is set at one per cent of the employee’s 
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remuneration, provided that it shall not be less than 
20 and not more than 35 cents weekly. 


Where the remuneration of an employee consists in 
part of board and lodging, etc., the “Health Insurance 
Commission,”’ to be constituted under the Act, shall 
determine the money value thereof for the purposes 
of the Act. Provision is made for such special cases 
as an employee who has more than one employer or 
where the former’s remuneration fluctuates from 
time to time. In no such case shall the employee’s 
total annual contribution exceed $36 or in the case of 
the employer (or employers), $18 in respect of any 
period of 52 consecutive weeks. The Act provides 
that employers are liable as regards the payment of 
employees’ contributions. Special provision is made 
in the Act for payment of contributions where the 
employer is a contractor. Another stipulation is that 
all monies in the Fund in excess of current require- 
ments shall be properly invested. 


The following mandatory benefits are provided: 


(a) The services of a physician when required 
for preventive diagnostic or therapeutic 
treatment, including prenatal maternity 
treatment for women and surgical and 
specialist services, as may be necessary. 


(b) Necessary hospital maintenance and care 
in a public ward, including drugs, medicines 
and dressings, for not more than ten conse- 
cutive weeks for any one illness. Provision 
is made whereby an insured person may 
avail himself of a semi-private ward if he is 
willing to pay the difference. 

(c) Necessary drugs, medicines and dressings, 
provided that the insured person may be 


required to bear up to one-half the cost. 


(d) 


Necessary laboratory services, including 
X-ray, ete. 


Further permissive benefits may be provided if the 
resources of the Fund permit. 


Subject to the approval of the Lieutenant- 
Governor in Council, the Commission may make 
regulations limiting and more clearly defining the 
medical benefits to be provided under the Act. It is 
specified that these shall not include the treatment of 
tuberculosis, venereal diseases, nervous and mental 
diseases, etc., when such services are otherwise avail- 
able to insured persons, free or at nominal charges, 
through any public or governmental organization. 
Similarly, the Act proposes to exclude the insured 
from medical benefits in respect of any sickness or 
injury when other provision is available, except in 
case of urgent need. 


Sections 18 and 19 prescribe the respective periods 
of time during which insured employees and their 
dependents may be eligible to receive benefits under 
the Act. Section 21 provides that the Commission 
shall make all necessary arrangements to provide the 
benefits which insured persons are entitled to receive 
under the Act, as also for payment of the costs of 
such benefits. Physicians may be remunerated either 
by a salary, per capita or fee system, or a combination 
or modification thereof. Under Section 22, the Com- 
mission may penalize physicians, etc., who fail to 
provide services in accordance with the standards set 
down. Under Section 23, the Commission may 
require reports from those providing benefits to 
insured persons. 


The administration of the Act is to be carried out 
by a Health Insurance Commission appointed by the 
Lieutenant-Governor in Council, composed of a 
chairman and not more than four members. The 
appointment of a technical advisory Council of not 
more than six persons and a Director of Medical 
Services is also provided for. The duties and powers 
of the Commission are set forth and are, generally 
speaking, subject to the approval of the Lieutenant- 
Governor in Council. An annual report is required 
from the Commission. 


Employers are required to keep a complete record 
of their employees and to furnish all necessary 
information to the Commission, as and when called 
for. Insured persons who apply for benefits under the 
Act may be required by the Commission to submit 
_ to a medical examination. Refusal on the part of the 
insured person to submit to prescribed medical treat- 
ment may involve suspension of benefits. 


On November 2, 1937, the British Columbia 
Executive Committee of the Trades and Labour 
Congress strongly urged the provincial government 
to give immediate effect to the Health Insurance Act 
of 1936. The committee also recorded its favor for 
an Act covering all persons, irrespective of salary 
or other limitations. 

In October 1938 the Victoria Retail Druggists’ 
Association endorsed the principle of state health 
insurance and voiced willingness to accept a contract 
proposed by the Health Insurance Commission 
regarding provision of medical supplies. 


In the field of group hospitalization British 
Columbia has had many successful ventures. Direc- 
tors of the King’s Daughters’? Hospital in Duncan 
inaugurated in December 1938 a hospital benefit 
scheme similar to others which are in successful 
operation in a number of districts in the province. 
This particular scheme offers a contract whereby 
the contract holder, and if he is married, his wife and 
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dependent children under 21, may secure hospital 
accommodation and service, including stock drugs, 
anaesthetics and the use of the operating room and 
X-ray equipment, for a period of three months of 
any contract year. The annual payment is set at 
$15 which may be paid in monthly instalments. 

Kamloops was the first city in the province to 
organize such a hospital benefit scheme and its plan 
has proved very successful. Kelowna also has a 
similar scheme. 


Alberta 


In 19382 the Legislative Assembly of Alberta 
adopted the following resolution: 

“Whereas, arising out of a resolution adopted by 
the Legislature, information has been col- 
lected and presented on the subject of 
State Medicine and Health Insurance; now, 
therefore, be it resolved that this Govern- 
ment is hereby instructed to appoint a 
commission consisting of at least five mem- 
bers of this Legislature for the purpose of: 
considering and making recommendations 
at the next Session, as to the best method 
of making adequate medical and health 
services available to all the people of 
Alberta; 
reporting as to the financial arrangements 
which will be required on an actuarial basis 
to ensure the same.” 


(a) 


(b) 


As a result of this resolution a Commission was 
appointed to report on the best method of making 
health services available to all the people of the 
province. It submitted a progress report at the 1933 
session and its final report at the 1934 session. 

The final report contained the following state- 
ment: 

“Your Commission wishes to represent that the 
report is final only in so far as the Commission is 
concerned. Undoubtedly, experience will reveal cer- 
tain aspects of the question and certain problems that 
have not been dealt with in this report.” 

A Health Insurance Bill, based on the recommen- 
dations contained in the report, was introduced at 
the 1935 Session of the Legislature and passed. 

This Act was not put into effect owing, it is said, 
to the fact that the Social Credit scheme proposed 
to provide annual dividends of $300 for each person 
and it was considered that this amount would be suffi- 
cient for each one to provide his own medical services. 

Summary of the Alberta Act of 1935.—Under this 
Act the Government is given authority to appoint a 
Health Insurance Commission of three members. 
The Act provides that the Commission shall ad- 


minister the affairs of the Medical Districts, estab- 
lished under the Act, collect all monies, make dis- 
bursements, appoint officers, make regulations, and 
keep books and accounts. 

Provision is made in the Act for the appointment 
of a Local Advisory Board, consisting of one member 
from each municipality included in the District. It is 
proposed that this Local Advisory Board shall meet 
twice annually. Provision is also made for the appoint- 
ment of a Local Board of Reference, consisting of the 
chairman and secretary of the Advisory Board and a 
member of the municipality which may be concerned 
in the question referred by the Commission. 

The Commission is also given authority to appoint 
Professional Boards of Reference. These boards will 
deal with professional matters only, one of the mem- 
bers to be appointed by the Commission, one by the 
governing body of the profession concerned, and one 
by the Local Advisory Board. The Act provides that 
every order and direction issued by such Professional 
Boards shall be binding and conclusive upon any 
resident medical practitioner and other professional 
persons and every institution concerned therein or 
affected thereby. 

Upon the formation of any Medical District, every 
municipality or improvement district, or part of such, 
included in such Medical District, is required to take 
a census and ascertain who are residents and who are 
income earners, or likely to become such, and the 
secretary of each municipality or district, or part 
thereof, is required to make an alphabetical index of 
such persons. When a sufficient number of contigu- 
ous municipalities indicate their desire to be created 
as a combined Medical District for the purpose 
of taking a vote, the Medical District is established 
by the Commission and the vote taken. A majority 
vote in favour of the scheme of Health Insurance 
obligates every individual who is eligible under the 
provisions of the Act for a contribution in support of 
the scheme. 

An “income earner’’ is defined as any person who 
is in receipt of any income whatever, temporary or 
continuous, and whether in cash or in kind. The term 
“income earner’’ does not include any female who is a 
married woman or who is a domestic servant receiving 
no remuneration for her services over and above her 
board, lodging and $12 per month and not in receipt 
of any other income in excess of $100 per year. Any 
male under the age of eighteen years who is a relative 
of and resides with an income earner and receives no 
remuneration for services to that income earner over 
and above his board and lodging, and has no other 
income, is not regarded as an income earner. 

The administrative units may be either urban 
units, consisting of cities of over 20,000 population, 
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or combined units, consisting of six to eight municipal 
districts together with the urban centres included 
within their boundaries, the total population of the 
units ranging from 15,000 to 20,000. It is estimated 
that it would be necessary to set up forty such units 
(Medical Districts) to cover the province. 


Provision is made for the following services: 


1. A complete full time preventive health ser- 
vice. 

2. All medical services, including those of 
specialists where, in the opinion of the 
attending physician, these are required. 
The patient is given the right to select any 
duly qualified registered physician prac- 
tising in the medical district in which he 
resides, whose services he may desire. 

3. All prescribed drugs and appliances, excluding 
eye glasses. 

4. Dental services, excluding replacements. 

5. The services of qualified registered nurses 
where such are necessary. 

6. Laboratory services. 

7. Public ward hospital service, with the excep- 
tion that in cases in which the condition of 
the patient is such as to require private 
ward service, this may be provided on the 
order of the attending physician. 


The estimated annual cost of providing this 
service is $14.50 per capita. The municipality is made 
responsible for contributing seven-ninths of this 
sum, or $11.28 per capita, and the province is res- 
ponsible for two-ninths, or $3.22 per capita. These 
sums are required to be forwarded to the Commission 
quarterly in advance. 

The scheme is predicated on the basis of three 
persons being dependent on each income. Hence, a 
contribution of three times $14.50, or $48.40 is 
required, which is divided on the following basis: 

State contribution, two-ninths, or $9.67 per year, 
or 81 cents per month; 

Employer, two-ninths, or $9.67 per year, or 81 
cents per month; 

Employee, five-ninths, or $24.16 per year, or $2.01 
per month. 

Persons casually employed at salary or wages are 
required to contribute one cent per hour for every 
hour employed. In the case of persons who are not 
employed on salary, and who may or may not be 
employers, the State contribution is two-ninths, or 
$9.67 per year, or 81 cents per month, and the con- 
tribution of the income earner seven-ninths, or $33.84 
per year, or $2.82 per month. 


a 


The municipality is made the receiving agent and 
an allowance of 2 per cent is made to the municipality 
to cover the costs of collection. Arrears are to be 
collected in the same manner as taxes. 


Any resident of a medical district who deems 
himself in need of any of the benefits provided for 
under the provisions of the Act may consult any 
medical practitioner or dentist who carries on his 
practice in the medical district and the medical 
practitioner or dentist so consulted shall be paid 
by the Commission for his services according to 
the tariff authorized by the Commission and sub- 
ject to the conditions prescribed by the Act or by any 
regulations made pursuant thereto. 

The Act provides that where it is made to appear 
to the Commission that any medical or other prac- 
titioner habitually provides residents with unneces- 
sary attention, treatment, hospitalization, nursing 
services or supplies, the Commission may either refer 
the matter to the Professional Board of Reference for 
investigation, or may itself enquire into the matter 
and if it is satisfied, either by the report of the Pro- 


_ fessional Board of Reference, or by its own enquiry, 


that a medical or other practitioner has been habitu- 
ally providing unnecessary treatment, hospitalization 
or supplies, it may by order declare that such prac- 
titioner shall not be entitled thereafter to receive any 
remuneration from the Commission. 


The Act provides that the Commission may declare 
that individuals who make unreasonable or unneces- 
sary demands on the service are not entitled to such 
service. 

The Commission is given authority, with the 
approval of the Lieutenant-Governor in Council, to 
make regulations: ; 


(a) prescribing the procedure to be followed 
in any proceeding authorized by this Act; 
defining the extent of the benefits or any 
benefits which any resident shall be entitled 
to receive under this Act and excluding 
therefrom any specified service, treatment 
or the supply of any specified appliance; 

(c) with respect to any matter or thing arising 
out of or in the course of the administration 
of this Act, and providing for any event or 
contingency for which no express provision 
is made having regard to the intent and 
purpose of this Act. 


(b) 


The Commission is required, on or before the 15th 


_ day of February in each year, to present a report to 
_ the Lieutenant-Governor in Council of its transac- 


tions during the next preceding calendar year, this 


: _Teport to be tabled at the succeeding session of the 


65 


Legislature, or forthwith if the Legislature is then 
in session. 


On January 25, 1938, the Alberta Federation of 
Labour requested the provincial government to bring 
into operation the section of the Health Insurance 
Act dealing with medical aid and hospitalization. 


Saskatchewan 


As long ago as 1920 in many of the rural areas of 
Saskatchewan the public had itself set up schemes to 
provide necessary medical care in their communities. 
The plan adopted was what was known as the muni- 
cipal doctor system. As the name implies, this means 
the engaging of a physician by the municipality on a 
salary basis, to give the residents of the municipality 
medical care. A municipality in western Canada is the 
local unit of government and is an area consisting of 
200 to 300 square miles, with the population varying 
from. 1,200 to 3,000. This particular type of service 
has extended until in 1938 over one-fifth of the rural 
municipalities in Saskatchewan had their medical 
services supplied in this way, and approximately 
one-fifth more had either voted favourably on the 
scheme or were operating under a similar plan. 

In Saskatchewan the Rural Municipality Act, 
Chapter 34, Section 173, sub-section 38, of 1928-29, 
provides that the council of every municipality shall 
pass such bylaws as it may deem expedient for the 
purpose of making an annual or other grant toa 
legally qualified medical practitioner to reside and 
practise his profession within the municipality, or 
guaranteeing the income of such practitioner in con- 
sideration of his residing and practising his profession 
within the municipality, no such grant to exceed 
$1,500 per annum and no such guarantee to exceed 
the amount required to bring such income up to 
$1,500 per annum. The Act provides that the council 
may submit to the electors a bylaw empowering the 
council to engage the services of a legally qualified 
medical practitioner for the municipality at a salary 
not to exceed $5,000 per annum. If 25 resident rate- 
payers petition the council to submit such bylaw to 
the electors, the council must do so, and after the 
bylaw has passed, if 25 per cent of the resident rate- 
payers request that the bylaw be repealed, the coun- 
cil must submit a repealing bylaw to be voted on by 
the electors. 


The agreement between council and doctor usually 
requires that the municipal doctor act as medical 
health officer, that all indigent cases within the mu- 
nicipality be given free medical care, and that all 
resident ratepayers, their families and dependents, 
be given free medical service. Free vaccination against 
smallpox and inoculation against diphtheria for both 


pre-school and school children are included, and in 
some municipalities the doctor is required to medically 
examine all the school children in the municipality 
once a year. The salary paid varies from $3,500 to 
$5,000 a year, according to the district. Based on 
$5,000 a year, it costs about $3.85 taxation per 
quarter section per year for medical service. 


The success or failure of the municipal doctor 
scheme depends largely on the doctor employed. 
Financially, the doctor is much better off because he 
has no bad debts. From a public health viewpoint, 
this system next approaches the full-time health 
unit, and the fact that not one municipality in 
Saskatchewan which has ever tried the scheme has 
repealed the bylaw is evidence that it is satisfactory 
to the people. 

In 1934 Saskatchewan amended its Public Health 
Act so as to include a Board to be known as the 
Health Service Board, consisting of the Deputy 
Minister of Public Health and others, to ascertain 
the needs of the people of Saskatchewan, in respect of 
hospital, nursing, dental, medical and other health 
services, the advisability of providing facilities for 
periodic medical examinations and such other 
matters as the Board might deem advisable. 


In November 1937 the executive committee of the 
Saskatchewan Trades and Labour Congress requested 
the enactment of health insurance legislation, en- 
dorsing the objective of the State Medicine League 
in this connection. 


As regards group medicine plans, under legislation 
passed during 19388 the first Mutual Hospital and 
Medical Benefits Association was formed in the rural 
municipality of Mariposa. Under the plan adopted 
there, the Association provides medical service to all 
members, hospitalization for a maximum of 20 days, 
dental extractions and physical examinations when 
requested. Qualifications for membership are ap- 
proved by the directors and the following fees must 
be paid in advance: head of family, $12 per annum; 
husband and wife, where either is earning a main- 
tenance income, $20 per annum; employable male 
person over 18 years of age, $6 per annum; employ- 
able female person over,18 years of age, $5 per 
annum; each dependent child under 18 years of age, 
or unemployable dependent, $2 per annum. The 
Association pays for the extraction of teeth, when 
authorized by medical doctors, and for all medical 
care. The members of the Association, in addition to 
the annual dues, are required to pay one-way travel- 
ling costs of doctors to their homes at the rate of 50 
cents per mile, $1 a day for hospitalization, $10 fora 
major operation, and $5 for a minor operation. The 
Association pays the medical and dental practitioners 
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$3 per patient per annum for each member of the 
Association. 


Manitoba 


Manitoba, like Saskatchewan, has had municipal 
doctor schemes since 1920. In 1938 nine municipal 
groups were receiving medical care under the muni- 
cipal doctor plan. 

In 1930 a Joint Medical Service Committee was 
appointed by the College of Physicians and Surgeons 
and the Manitoba Medical Association, to study state 
medical service, but the Committee did not submit 
a plan. 

In January 1938 the executive committee of the 
Manitoba Trades and Labour Congress and Railway 
Transportation Brotherhoods expressed the view 
that the time was opportune to recommend action 
looking to the establishment of a system of health 
insurance and urged the provincial government to 
immediately take the necessary steps to formulate 
and adopt legislation to this end. 

Speaking in 1938, Dr. F. W. Jackson, Deputy 
Minister of Health and Public Welfare for Manitoba, 
stated: ‘“Taking into consideration all the medical 
services now being provided through the auspices of 
the state, one is safe in saying that from one-fifth to 
one-quarter of the total population of Manitoba 
actually are receiving medical care under some form 
of state medicine or health insurance.” 


Ontario 


As already mentioned, the question of health 
insurance was first brought to public attention in 
Ontario in 1920 with the appointment of a Committee 
on Health Insurance by the Ontario Medical Asso- 
ciation. In 1931 this Committee submitted a report 
which consisted of a review of the whole question 
of health insurance. A questionnaire was then sub- 
mitted to the physicians of the province requesting 
an expression of their opinion and most of them 
approved health insurance for Ontario. 

However, long before this time some forms of 
health insurance were already being practised. As a 
matter of fact, there was a practice long established 
in some parts of Ontario by which some of the earlier 
physicians were in the habit of arranging to attend 
to an entire family for a set fee paid annually. We are 
told that Dr. Elnathan Hubbell, who settled in 
Brockville as early as 1808 and who practised there 
until the time of his death in 1850, ‘‘adopted the 
sensible plan of attending families by the year” and 
the same system was observed by many other early 
practitioners. 


In February 1938 the Ontario executive of the 
Trades and Labour Congress urged the enactment 
of legislation to ensure full benefits of curative and 
preventive medicines to all citizens of the pro- 
vince irrespective of their ability to pay, and 
the Ontario joint legislative committee of Railway 
Transportation Brotherhoods recommended that 
favourable consideration be given to a health insur- 
ance measure. 


In May 1988 the Council of the Ontario Medical 
Association rejected a committee report urging 
compulsory health insurance for all unable to provide 
medical care for themselves. Drawn up by a com- 
mittee of nine doctors, the report urged that “‘all 
persons unable to provide adequate medical care for 
themselves should be compelled to belong to the 
insurance scheme. In other words, it should include 
those of the low income group and the indigents.”’ 


Other. forms of medical care, such as experiments 
in the mining towns of northern Ontario where 
doctors and hospitalization are provided for em- 
ployees in company-owned towns, are proving 
decidedly successful. At Timmins, the Hollinger 
Employees’ Medical Services Association has estab- 
lished an enviable name for the work it is doing. The 
scheme now covers about 9,300 persons and has a 
record of successful operations behind it. Mention 
might also be made of the Windsor Medical Services. 
The Windsor plan which now has about 4,000 mem- 
bers, covers medical expenses and hospital care only. 


Group medicine, by means of which subscribers 
through payments of a monthly sum are eligible for 
medical and hospital care, has recently shown 
marked advances in Canada. One of the major 
ventures of this type is that of Associated Medical 
Services Incorporated, with headquarters in Toronto. 


Back in 1936 the Civil Service Association of 
Ontario introduced a plan to the Toronto Academy of 
Medicine to cover medical and other services on an 
insurance basis. The next year, the Ontario Medical 
Association having given the plan its support, an 
Ontario charter was granted to Associated Medical 
Services Incorporated as a non-profit organization to 
provide medical services through pre-payment and on 
a voluntary basis. This organization started on 
June 1, 1937, and now has over 30,000 subscribers 
of whom 18,000 are in Toronto. This plan generally 
provides for the participation of any registered 
medical practitioner in Ontario. Any person under 
55 years of age residing in a branch area can apply for 
membership in the Association, choosing his own 
doctor, and if accepted, becoming eligible after a 
qualifying period of two months to receive certain 
benefits covering medical care, hospital care, nursing 
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and certain medicines and specialized treatment 
where called for. 

This is probably the leading example of voluntary 
health insurance in Canada. As each member of the 
Association is allowed to choose his or her own doctor 
the number of physicians who work with the organi- 
zation grows as the membership mounts. Membership 
costs $2 per month, $1.75 a month for the first de- 
pendent, $1.50 per month for the second dependent, 
$1.25 per month for the third dependent and $1 per 
month for. the fourth and each additional dependent. 
The schedule of fees paid physicians is 100% of the 
minimum of the Ontario Medical Association schedule 
of fees. In the period 1937-42 a total of $1,297,674 
was collected for payment of medical and hospital 
services, while $1,177,394 was disbursed for me- 
dical, surgical, obstetrical and hospital care. The 
average number of monthly applications since the 
incorporation of the Association has been 627. 
Associated Medical Services claims that it has 
demonstrated during its five years of operation 
that ‘it is possible to secure the cooperation of the 
medical profession, the government and the public 
in budgeting the cost of medical care.” 


Quebec 


Several years ago the Province of Quebec Medical 
Association appointed a special committee for the 
study of health insurance, and a report was submitted 
to the annual meeting in September 1932. The report 
advocated a system of compulsory health msurance 
somewhat along French lines. 

In 1933 the Quebec Social Insurance Commission 
reported that “it is the opinion of the Commission 
that recourse should be had to the subsidized op- 
tional regime before the obligatory system, all the 
more because the subsidized optional regime will be 
easy to apply since mutual benefit insurance societies 
already exist and it would be sufficient to make use 
of them.”’ 

The report referred to the excellent work of mutual 
benefit societies in the province, particularly the 
National Society of Hospital Treatment (la Société 
nationale d’hospitalisation) which in return for a 
premium of 80 cents a month, offers its members 
medical or surgical attention and hospital treatment, 
but offers no money payments. The Commission was 
of the opinion a law should be passed authorizing the 
formation of such societies in order to give promin- 
ence to this kind of institution. 

Maritimes 

Forms of group hospitalization have flourished 
quite extensively in the Maritime provinces. Perhaps 
most notable of these schemes is that at Glace Bay, 
N.S., which has been in existence over 30 years. It 


maintains a rate to miners of 30 cents per week for 
public ward hospital care. This fee covers dependents 
also. If a private ward is desired there is a 50% 
reduction in cost. The director of one of the two 
Glace Bay hospitals has stated that the scheme is 
giving complete satisfaction to both the hospital and 
the subscribers. 


One of the more recent schemes which has attracted 
considerable attention is that sponsored by the co- 
operative movement of the University of St. Francis 
Xavier, at Antigonish. This group hospitalization 
plan went into operation in January 1939. The unit is 
known as the Mutual Hospitalization Group. A 
family rate of $2 quarterly was reached as the lowest 
possible, which entitles members of the group, and 
their families, to five weeks of ward treatment, to a 
50% reduction in the rate for private and semi- 
private rooms, to free laboratory services and 
medicines and to a 50% reduction on X-ray and 
operating room fees. 


Moncton, N.B., has a similar hospitalization 
scheme. 


The Dominion 


It is true that we have in Canada a great deal of 
what might be called state medicine. The state pro- 
vides free medical treatment for the poor or for those 
unable to pay. The state provides medical officers of 
health and sanitary officers to prevent epidemics and 
to inspect water and food supplies. State inspectors 
supervise the production of milk, meats and other 
foods for human consumption. The state provides 
nurses, such as Red Cross nurses, school nurses, 
travelling clinics, mental health clinics, and in some 
cases dental treatment. 


But despite this state aid many persons are in- 
adequately cared for and for many years the question 
of health insurance for the Canadian people has been 
discussed in and out of Parliament. On numerous 
occasions the subject has been debated in the House 
of Commons and its adoption urged. As far back as 
March 21, 1928, the House adopted a motion“ that, 
in the opinion of this House, the Select Standing 
Committee on Industrial and International Relations 
be authorized to investigate and report on insurance 
against unemployment, sickness and invalidity.”’ 


This Committee, in the course of their investiga- 
tions, interrogated witnesses with the object of ob- 
taining information. Among those questioned were 
Dr. J. G. FitzGerald, Professor of Hygiene and Pre- 
ventive Medicine, University of Toronto, and Dr. A. 
Grant Fleming, Professor of Public Health and 
Preventive Medicine, McGill University, Montreal. 
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In the course of his remarks Dr. FitzGerald quoted 
a report for 1927 of the Chief Medical Officer of the 
Ministry of Health of England and Wales as follows: 


“The value of health insurance practice is likewise 
beyond question. It is an intelligent method of 
organizing private medical practice for the bulk of 
the population. Its success depends upon reasonable 
cooperation between the doctor and his patient. It 
pays them both for the patient to be kept well, and 
it is meant that it should also be an education system 
in which the practitioner is the true doctor and 
teacher of his client. 


““Much sickness may be and is dealt with in insur- 
ance practice, and where it cannot be dealt with, the 
system should act as a clearing house by which the 
patient is otherwise treated. This method rightly 
used should be an effective instrument of preventive 
medicine.”’ 


Dr. Fleming quoted Dr. Alfred Cox, Medical 
Secretary of the British Medical Association with 
regard to the broad results of the British ie of 
health insurance, as follows: 


1. “A greater sense of security in time of sickness 
on the part of the whole insured population. 

2. ‘A service which, in spite of its incompleteness, 
gives a large number of the population ready access 
to medical treatment of a kind superior to what they 
had in pre-insurance days, and a guarantee as to 
quality of service, greater than private patients 
possess. 

3. “A greater interest in the question of medical 
service on the part of the community in general. 

4. “A realization that the present service is in- 
complete and a desire to make it complete for all 
those at present insured, with an extension to their 
dependents in the near future. 


“So far as the medical profession is concerned 
there are: 


1. “A feeling of greater financial security among 
the doctors who serve the industrial population. 

2. “Certain restrictions on the liberty of the 
individual doctor in his dealings with his insured 
patients; these may or may not be inevitable in a sys- 
tem in which a third party, the state, intervenes 
between the doctor and patient, but they are cer- 
tainly resented by many doctors and by many 
patients. . 

3. “An increasing sense of the collective res- 
ponsibility of the medical profession for the quality 
and standard of the service, and 

4.° “A strong conviction that ‘The price of liberty 
is eternal vigilance.” 


This Committee presented a report on June 1, 
1928, which, with regard to relative legislative 
jurisdiction, stated: 


That the evidence of the Justice Depart- 
ment makes it clear that the responsibility for 
such legislation rests on the provincial author- 
ities, it being within their jurisdiction under the 
provisions of the British North America Act; 
but that it would be within the power of Parlia- 
ment to contribute by grant to such provinces as 
adopted such legislation, following the prece- 
dents set in the matter of technical education, 
highway-construction, and, more recently, the 
Old Age Pension Act. 


On May 1, 1929, the same Committee, in its second 
report, made the following recommendations: 


(a) That with regard to sickness insurance, the 
Department of Pensions and National 
Health be requested to initiate a compre- 
hensive survey of the field of public health, 
with special reference to a national health 
programme. In this, it is believed that it 
would be possible to secure the cooperation 
of the provincial and municipal health 
departments, as well as the organized 
profession. 


(b) That in the forthcoming census, provision 
should be made for the securing of the 
fullest possible data regarding the extent of 
unemployment and sickness, and that this 
should be compiled and published at as early 


a date as possible. 


The Dominion Council of Health, at its sessions in 
May 1932, passed a resolution urging that the 
recommendation contained in clause (a) above be 
implemented. 


The Dominion Government, on June 28, 1935, 
passed an Employment and Social Insurance Act 
(Chap. 38, 25-26 George V), authorizing the appoint- 
ment of an Employment and Social Insurance Com- 
mission. Part Four of the Bill sets forth the duties of 
the Commission in regard to health insurance. The 
Commission is authorized: 


(a) To assemble reports, publications, informa- 
tion and data concerning any scheme or 
plan, whether a state, community or other 
scheme or plan for any group or class of 
persons, and whether in operation or pro- 
posed, in Canada or elsewhere, of providing, 
on a collective or on a cooperative basis by 
means of insurance or otherwise, for 
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(i) medical, dental and surgical care, 
including medicines, drugs, appliances, 
or hospitalization, or 

(ii) compensation for loss of earnings aris- 


ing out of ill-health, accident or disease; 
To analyze and make available to any prov- 
ince, municipality, corporation or group of 
persons desiring to use the information so 
assembled for the purpose of providing such 
benefits or any of them; and 
So far as may be found practicable so to do, 
on request by any province, municipality, 
corporation or group of persons, to examine 
and report on any such scheme or plan 
proposed to be put into effect or in effect at 
the date of such request, and to afford 
technical and professional guidance in 
regard to the establishing, working or 
reorganization of the scheme or plan. 


(b) 


(c) 


41. The Commission may from time to time 
submit to the Governor in Council pro- 
posals for cooperation by the Dominion in 
providing any of the benefits enumerated 
in paragraph (a) of the next preceding 
section of this Act for such action as the 
Governor in Council is authorized to take, 
and may undertake special investigations in 
regard thereto, subject to the approval of 
the Governor in Council concerning the 
scope and nature of each such investigation. 


The Employment and Social Insurance Act was 
submitted to the Supreme Court of Canada to obtain 
a ruling in regard to its constitutionality. It was 
found to be unconstitutional, a decision confirmed 
by the Privy Council of Great Britain upon appeal 
being made to that body. 


The Royal Commission on Dominion-Provincial 
Relations in its report which appeared in 1940 spoke 
as follows with regard to health insurance: 


The Commission is of the opinion that, 
owing to differences from Province to Province, 
medical and hospital services should remain a 
Provincial responsibility ; and that public health 
insurance, if established, should also be a 
Provincial responsibility. It does suggest, how- 
ever, that the Dominion might be in a better 
position to collect the fees for health insurance, 
especially if there should be a Dominion scheme 
of compulsory unemployment insurance or con- 
tributory old-age pensions. 


Finally in June 1941, by instruction of the Minister 
of the Department of Pensions and National Health, 


the Hon. Ian Mackenzie, a report on deficiencies in 
the field of public health and medical services in 
Canada was presented by the Director of Public 
Health Services of the Department at a joint meeting 
of the Dominion Council of Health and represen- 
tatives of voluntary health organizations, at which 
representatives of the medical profession were 
present. As a result of this meeting and the previous 
years of discussion, a study of public health and 
medical services was undertaken, with the object of 
drawing up a health insurance plan for this country. 
Discussions with the executive committee of the 
Canadian Medical Association in October 1941 led 
to the formation of a committee of the Canadian 
Medical Association to assist the Director of Public 
Health Services in the preparation of a tentative 
draft plan of public health and health insurance. 
This committee was the forerunner of several others 
representing various groups throughout the country. 


On February 5, 1942, Order in Council P.C. 836 
was passed, creating the Advisory Committee on 
Health Insurance, and since that time there has been 
intensified activity in surveying the Canadian scene, 
studying the needs of the country and preparing what 
the Committee believes to be a plan’ suitable to 
Canadian conditions. 

At a special conference of the General Council of 
the Canadian Medical Association in Ottawa, on 
January 18 and 19 of this year, the principle of health 
insurance was approved. Not only was it approved, 
but the endorsation was made unanimous by the 
73 delegates representing every province in Canada. 


The resolution passed by this special conference was 
worded as follows: 


WHEREAS the objects of the Canadian Medical 
Association are: 


1. The promotion of health and the prevention 
of disease; 


2. The improvement of health services; 


3. The performance of such other lawful things 
as are incidental or conducive to the welfare 
of the public; 


WHEREAS the Canadian Medical Association 
is keenly conscious of the desirability of provid- 
ing adequate health services to all the people 
of Canada; 


WHEREAS the Canadian Medical Association 
has for many years been studying plans for the 
securing of such health services; 


THEREFORE be it resolved that: 


1. The Canadian Medical Association approves 
the adoption of the principle of health 
insurance; 


2. The Canadian Medical Association favours 
a plan of health insurance which will secure 
the development and provision .of the 
highest standard of health services, preven- 
tive and curative, if such plan be fair both 
to the insured and to all those rendering 
the services. 


Se ee 


; 


CHAPTER V 


Growth of the Movement in the United States 


Although the United States has passed a Social 
Security Act, this Act does not provide health insur- 
ance for the people. No measure of health insurance 
has so far been adopted, either by the federal govern- 
ment or any of the states. The enactment of the 
Social Security Bill in the United States has, na- 
turally, stimulated interest in health insurance as 
well as in old-age and survivors’ insurance and 
unemployment insurance, which are covered by the 
Act. This is reflected in federal as well as state fields. 
At least one federal Bill to aid in the establishment of 
state health insurance plans has been introduced in 
each of the last several sessions of Congress. More- 
over, a National Health Bill, dealing more broadly 
with the problems of public health, was first intro- 
duced in the 1939 session. This would, among other 
things, make available federal grants to states having 
approved plans providing either medical-care benefits 
or cash benefits for temporary disability. 

Legislative attention in the states has been 
directed in the main toward encouraging local 
voluntary effort rather than compulsory state action. 
During 1939 about 285 bills in the health field were 
introduced in 44 of the state legislatures. These dealt, 
for the most part, with provision of private voluntary 
medical services or cash benefits for disability, or 
with regulation of public or private agencies engaged 
in the promotion of health activities. Only 19 of them 
would have provided compulsory state health insur- 
ance. Among the 110 bills passed, none dealt with 
such insurance. 

Among the main types of medical care plans now in 
operation or proposed throughout the United States 
by the medical profession and other interested 
agencies, the following may be mentioned: 

1. State and County Medical Society Plans, which 
fall into three main categories—plans to care for the 
indigent sick, postpayment plans, and prepayment 
plans to care for the low income groups. 

2. Group Hospitalization Plans, designed to 
furnish hospital services on a prepayment basis. 

3. Hospital Insurance Companies, which offer 
cash benefits for expense due to hospital residence. 

4. Flat Rate Plans, whereby an all-inclusive 
charge is specified for designated services. 

5. Industrial Medical Care Plans, of which there 
are at least 2,000 in operation. These are largely of 
two main types, one providing first aid and emergency 
care for employes and supervision of plant hygiene 
and safety conditions, the other providing more 
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extensive medical care for employes, and often for 
their dependents. 

6. Medical and Hospital Benefit Organizations, 
whereby funds are accumulated from members 
through sale of membership certificates and contracts 
for the purchase of medical and hospital services. 


7. Union Sick Benefit and Fraternal Plans, where- 
by medical and hospital services are furnished 
members of a trade union or fraternal order. 

8. Group Practice Plans, which afford arrange- 
ments whereby physicians cooperate in practice. 

9. Student Health Services, which may be com- 
pared to industrial health services, with particular 
emphasis on health education. 


10. Rural Medical Care Plans, of which there are 
two main types: one, health associations which 
guarantee a physician an annual income as an induce- 
ment to locate in the community; the other, Farm 
Security Administration Plans to provide medical 
service for low income or destitute farm families. 


Group Hospitalization 


Group budgeting for hospitalization is not merely 
an idea in the United States, it is an accomplished 
fact. Nearly two million American people are now 
paying their hospital bills through regular monthly 
payments, equalling a few cents per day per person, 
to non-profit hospital care insurance plans sponsored 
as community services by 500 leading hospitals. The 
enrolment figures of previous years as of July 1 are 
as follows: 1933, 3,000; 1934, 25,000; 1935, 75,000; 
1936, 300,000; 1937, 800,000; 1938, 1,800,000. 

At a cost that varies from 50 to 80 cents a month, 
more than 1,200,000 employees of firms and members 
of families in the United States have made it possible 
for themselves to receive the best of hospital care 
when they need it. 

The house of delegates of the New York State 
Medical Society in 1938 advocated health and group 
hospitalization insurance for average-income citizens 
and state aid for the indigent. 


Group Medicine 


Experiments in group medical care undertaken 
in the States during the past decade are now proving 
the merit of the plan and are providing complete 
medical care for thousands of families in the low 
income groups. The bulk of the opposition to the 
group medical service plan and state medicine comes 
from the doctors themselves. In the States the 


governing body of the American Medical Association 
has opposed the spread of the plan with every 
weapon at its disposal, from outlawing of the doctors 
subscribing to the plan to denial of the use of 
hospitals and services. In the face of such opposition, 
however, a dozen American cities have seen the birth 
and successful growth of group medicine. In these 
cities the general health of the citizens has risen far 
beyond the previous standards and the pioneering 
doctors are well pleased with their efforts. 

The plan is extremely simple in its operation. One 
instance is the Ross-Loos Medical Group in Los 
Angeles. Tired of continually passing the hat for one 
of their fellow workers in need of costly medical care, 
workers of the municipal Bureau of Water and Light, 
after months of consideration and planning, asked 
two prominent physicians of the city, Dr. Clifford 
Loos and Dr. Donald Ross, to lay the plans for group 
medical care. In April 1929 the centre opened, 
providing complete medical and surgical service for 
workers and their families—including drugs, dress- 
ings, ambulance service and hospitalization—for 
$1.50 a month. Phenomenal success followed the 
experiment—the clinic was enlarged and specialists 
added to the staff. By 1939 over 18,000 subscribers to 
the service were on the rolls of the centre. 


The same experiment has proved successful in 
many other cities of the States. The subscriber’s fee 
of $1.50 per month covers his entire family. Let us 
suppose that the average family consists of five 
members—the cost to the individual for complete 
medical care the year round would be $3.60.Adequate 
medical care is thus made available to any income 
group. Doctors who participate in the scheme now 
draw a regular salary and need not worry about the 
financial ups and downs of private practice. True, 
some doctors will not profit financially by the plan, 
but there are thousands who would stand to receive 
a substantially higher income than at present. 

In December 1988 the California Medical Associa- 
tion approved a plan for prepaid medical care on a 
voluntary insurance basis. The plan is similar, except 
in minor detail, to the Washington Group Medical 
Association, whose operation precipitated the A.M.A.- 
Department of Justice controversy. California resi- 
dents under this plan are able to have full medical, 
surgical and hospital services for approximately $2.50 
per month for each person. 


Medical Attitudes Towards State 
Medicine 


On November 20, 1937, the American Medical 
Association opened fire on 480 insurgent physicians 
who advocated that the federal government share 
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with the medical profession the financial burden of 
caring for the sick. Private physicians have tradi- 
tionally reserved this duty for themselves, fearing 
that “state medicine” would lower their standards of 
practice. In an editorial in the A.M.A. Journal, the 
A.M.A., as spokesman for 106,000 physicians, 
accused the newly-formed group, called the Com- 
mittee of Physicians, of attempting to discredit the 
Association to the government. The editorial showed 
the A.M.A.’s concern at reports that the Committee 
of Physicians was attempting to set up a medical 
authority centred in a Secretary of Health in 
President Roosevelt’s cabinet. The statement of 
policy, issued by the Committee early in November 
1937, over the signatures of 430 public health officials, 
deans of medical schools, and other prominent physi- 
cians, substantiated these reports. The committee 
urged that the government consolidate all federal 
medical activities in one department and provide 
public funds to make up the deficits of medical 
schools, hospitals and physicians in caring for the 
indigent. The signatures were gathered by Dr. Hugh 
Cabot of the Mayo Clinic, Rochester, Minn., and 
eastern associates. 

It was on November 6, 1937, that this committee 
of internationally known physicians made public its 
“medical declaration of independence,’’ advocating 
a set of principles and proposals which had been over- 
whelmingly rejected in June 1937 by the house of 
delegates of the American Medical Association. These 
principles and proposals called for recognition by the 
medical profession of the principles that “the health 
of the people is a direct concern of the government” 
and that a ‘‘national health policy directed toward all 
groups of the population should be formulated.” 
The endorsement was regarded in medical circles as 
the first open revolt against the hitherto unquestioned 
authority of the ruling body of America’s organized 
medical profession. 


Indictment of American Medical 
Association 


The American Medical Association, the Medical 
Society of the District of Columbia, the Washington 
Academy of Surgery, the Harris County (Texas) 
Medical Society and 21 individual physicians of 
Chicago and Washington were indicted on December 
20, 1938, by a federal grand jury for violation of the 
Sherman Anti-Trust Act. Among the physicians were 
Dr. Olin West, secretary of the American Medical 
Association, and Dr. Morris Fishbein, editor of the 
A.M.A.’s Journal. Action was based largely upon 
the claim that the District of Columbia Society inter- 
fered with operations of the Group Medical Associa- 
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tion—a body giving medical care under a cooperative 
plan—by barring membership, consultation privi- 
leges, and the right to use certain hospitals to doctors 
operating the group plan. 

The cooperative agency, established in 1987, 
offered medical care and hospitalization to some 2,000 
government employees for $2.20 each per month. It 
put its staff of doctors on a salary basis. The District 
Society, an affiliate of the A.M.A., promptly attacked 
the plan as leading towards the European-type com- 
pulsory insurance system. Dr. Morris Fishbein, as 
spokesman for the A.M.A., said: “The house of 
delegates has authorized the board of directors of the 
American Medical Association to defend the case to 
the limit.” 

With regard to the policies of the A.M.A., Dr. 
Irvin Abell, president at the time, said: “It is a 
fundamental tenet of the American Medical Associa- 
tion that the poverty of a patient should demand the 
gratuitous services of a physician. It is also a funda- 
mental tenet of the A.M.A. that it is unprofessional 
for a physician to dispose of his services under condi- 
tions that make it impossible to render adequate 
service to his patient because to do this is detrimental 
to the public. Within these fundamental tenets ex- 
perimentation in new forms of medical practice has 
not been inhibited ... The Association has constantly 
opposed any attempts on the part of the local, county, 
state or federal governments to make medical care 
a political issue. The Association has never opposed 
the principles of insurance, but it does oppose the 
political administration and manipulation of the in- 
surance organization and the interposition of any 
outside agency in the relationship between doctor and 
patient which is fundamental to good medical care.” 

The other side of the question was expressed in an 
editorial in The Nation: ‘‘For years the medical 
profession, as represented by the A.M.A., has been 
above the law. It has assumed that it had the right to 
decide for itself not only matters directly affecting 
medical care but the economic arrangements under 
which such care is given. That these arrangements, 
however satisfactory they may be to physicians, do 
not provide adequate medical service to the American 
people has become increasingly evident. The recent 
National Health Survey showed that one-fourth of 
the 8,000,000 cases of illness which are disabling for 
a week or longer each year receive no care from a 
physician. Among families on relief 30 per cent of 
cases of this character are untended. For families with 
incomes of less than $1,000, the proportion is 28 per 
cent. Cases of illness, disabling for a week or more, 
in families with incomes of over $3,000 receive, on the 
average, 46 per cent more medical attention than 
similar cases in families on relief... All these moves 
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(towards voluntary hospital and medical care plans) 
are hopeful ones. None of them, however, meets 
the fundamental problem. Few, if any, families 
whose incomes are less than $1,000 a year—half 
the total number of American families—will be 
attracted by a voluntary plan necessitating pay- 
ments of $10 to $36 a year per person. Yet this 
is the group which the National Health Survey 
shows to be sick the most frequently and to have 
the least medical care. Their needs can be met only 
by compulsory health insurance or the develop- 
ment of a system of state medicine. Toward either 
plan the A.M.A. remains unalterably opposed. 
Doubtless it will continue its opposition as long as the 
small clique headed by Dr. Fishbein dominates 
A.M.A. policies.” 

The indictment of these medical bodies was 
recently upheld by the Supreme Court of the United 
States. 


Social Security Act in Relation to 
Health 


The general title of the Social Security Act 
approved by President Roosevelt on August 14, 1935, 
sets forth the purpose of the Act as follows: ‘To 
provide for the general welfare by establishing a 
system of federal old-age benefits, and by enabling 
the several states to make more adequate provision 
for aged persons, dependent and crippled children, 
maternal and child welfare, public health, and the 
administration of their unemployment compensation 
laws; to establish a Social Security Board; to raise 
revenue; and for other purposes.”’ Grants to the 
states authorized for maternal and child welfare 
include assistance in maintenance of maternal and 
child health services, care of crippled children, child 
welfare service and vocational rehabilitation. 

Under the Public Health Work title of the Act 
authority is granted for: an annual appropriation, not 
to exceed $8,000,000, for the purpose of assisting 
states, counties and health districts and other political 
subdivisions of the states in the establishment and 
maintenance of adequate health services, including 
the training of personnel for state and local health 
work; an annual appropriation, not to exceed 
$2,000,000, to the Public Health Service for research 
activities of the Service and for the expense of 
cooperation with the states in the administration of 
federal funds to be granted for aid in the establish- 
ment and maintenance of state and local health 
services. 

Responsibility for allotment of the $8,000,000 is 
placed upon the Surgeon General of the Public 
Health Service, who must take into account certain 


major factors: namely, the relationship of the popula- 
lation of each state to the total population of the 
country; the financial needs of certain states, or the 
inability of the states to meet their health problems 
without financial assistance; and special health 
problems imposing unusual burdens upon certain 
states. Allotments are made to the states, and the 
Public Health Service cannot deal with local authori- 
ties either in the distribution of the fund or in 
consideration of plans for the work. The Act provides 
that payments to the states from allotments shall be 
determined by the Surgeon General, subject to the 
approval of the Secretary of the Treasury, in 
accordance with regulations previously prescribed by 
the Surgeon General, after consultation with a con- 
ference of the state and territorial health authorities. 

It is the aim of the Act, among other things, to 
stimulate a comprehensive, nation-wide program of 
public health, financially and technically aided by 
the federal government, but supported, so far as 
possible, and administered by states and local com- 
munities. The $8,000,000 is available for the following 
purposes: aid to state and territorial health depart- 
ments for strengthening the service divisions and in 
providing adequate facilities, especially for the pro- 
motion and administrative guidance of full-time 
city, county and district health service; aid through 
state and territorial health departments for the 
development of city, county and district departments; 
training of public health personnel. 

For the purpose of allocation of funds under the 
Act, no state or territorial health department is 
regarded as properly organized that does not provide 
as a minimum on a full-time basis the following 
services: a qualified full-time state or territorial health 
officer; adequate provision for the administrative 
guidance of local health services; an acceptable vital 
statistics service; an acceptable state public health 
laboratory service; adequate service for study, 
promotion and supervision of maternal and child 
health; special services for the study, promotion and 
guidance of local activities for the control of prevent- 
able diseases and for health promotion; services for 
study, promotion and surpervision of environmental 
sanitation. 

Section 803 (a), which makes $2,000,000 annually 
available to the Public Health Service, has three main 
factors involved: (1) the employment of personnel 
necessary to maintain supervision and guidance over 
the expenditure of funds annually alloted to the 
states, and in such manner to render assistance to 
them in the continuous and steady development of 
state and local health services; (2) the employment of 
professional, technical and other personnel necessary 
to conduct the investigational work of the Public 
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Health Service; (3) the extension and broadening of 
the investigative work of the Service in relation to 
investigations of disease, sanitation and matters 
related thereto. 

It would seem a corollary that the full benefits of 
the funds alloted to the several states for the promo- 
tion of public health cannot be achieved if the public 
health problems with which these states and local 
subdivisions have to deal are not studied coin- 
cidentally and the information given to the health 
authorities of the states. The public health problems 
which are in need of immediate investigation fall in 
every field of the public health work of the Service. 
A few of the more important are: stream pollution 
and sewage disposal, malaria, industrial hygiene, 
epidemic diseases, venereal diseases and milk sani- 
tation and control. 


National Health Conference 


Immediately after the passage of the Social 
Security Act in August 1935, President Roosevelt 
recognized that many health and welfare activities 
then considered to be of an emergency nature were 
likely to become permanent, and that administration 
of the newly-established responsibilities of govern- 
ment should be effectively coordinated. He therefore 
created the Interdepartmental Committee to Co- 
ordinate Health and Welfare Activities. 

This committee undertook to explore its problems 
through a number of technical committees, one of - 
which was the Technical Committee on Medical 
Care, which made extensive studies of the health 
practices and of the needs of the country. It sum- 
marized its findings in a report entitled ‘“The Need 
for a National Health Program.” On February 14, 
1938, this report was presented to the Interdepart- 
mental Committee which approved it and submitted 
it to the President. The President recognized the 
urgency of the needs described in the report of the 
Technical Committee and suggested that the Inter- 
departmental Committee lay the Technical Com- 
mittee’s report—including its recommendations— 
before a public conference. 

The National Health Conference was called in 
Washington in July 1938 to analyse the problems and 
to discuss the recommendations of the Technical 
Committee. The committee presented five recom- 
mendations for discussion. No resolutions were passed 
at the National Health Conference; no program was 
voted on. The five recommendations, which have 
received wide publicity, are given below. Each is 
followed, in brackets, by a resume of the attitude of 
the American Medical Association toward each 
point, as expressed in the final report of the Reference 
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Committee of the House of Delegates of the A.M.A. 
which was unanimously approved at Chicago in 
September 1938. 


1. The first recommendation was that the existing 
federal-state cooperative program for general public 
health services and for maternal and child health 
services, both strengthened under the Social Security 
Act, be further extended through enlarged grants-in- 
aid to the states. 


(The A.M.A. recommends the establishment of a 
federal department of health with a secretary who 
shall be a doctor of medicine and a member of the 
cabinet, approves the general principles for the ex- 
pansion of public health and maternal and child 
health services, and seeks to cooperate in developing 
efficient and economical ways and means of putting 
into effect this recommendation, but feels that any 
expenditure made for the expansion of public health 
and maternal and child health services should not 
include the treatment of disease except so far as 
this cannot be successfully accomplished through the 
private practitioner.) 


2. The second recommendation was concerned 
with federal grants-in-aid for the construction of 
needed hospitals and for provision of temporary 
maintenance grants in the first three years after 
these new hospitals are built, in order to assist the 
local communities in taking over the responsibility 
for using and supporting them. 


(The A.M.A. favors the expansion of general 
hospital facilities where need exists, but feels the 
hospital situation would indicate that there is at 
present greater need for the use of existing facilities 
than for additional hospitals.) 


3. The third recommendation called for federal 
grants-in-aid to the states to help them meet the 
costs of a medical care program for recipients of relief 
or public assistance and for other persons with low in- 
come who are able to meet the ordinary costs of 
living but not the extra-ordinary costs of illness. 
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(The A.M.A. advocates recognition of the principle 
that the complete medical care of the indigent is a 
responsibility of the community, medical and allied 
professions, and that such care should be organized 
by local government units and supported by tax 
funds. It recognizes that in some instances federal 
funds may be needed. The A.M.A. wishes to see 
established a definite and far reaching public health 
program for the education and information of all the 
people in order that they may take advantage of the 
present medical services available in the country.) 

4. The fourth recommendation was presented as 
complementary to the third and called for grants-in- 
aid to states to enable them to set up a general 
program of medical care, either by the use of taxation, 
or by state health insurance programs, or by a com- 
bination of the two. 

(The A.M.A. approves the principle of hospital 
service insurance, which is being widely adopted 
throughout the country, but says that experience in 
the operation of hospital service insurance or group 
hospitalization plans has demonstrated that these 
plans should confine themselves to provision of 
hospital facilities and should not include any type of 
medical care. In addition to insurance for hospitaliza- 
tion the A.M.A. believes it is practicable to develop 
cash indemnity insurance plans to cover the costs of 
emergency or prolonged illness. It is not willing, 
however, to foster any system of compulsory health 
insurance, being convinced that it is a complicated, 
bureaucratic system which has no place in a demo- 
cratic state.) 

5. The fifth recommendation proposed that 
federal action be taken toward the development of 
disability compensation—that is, benefit payments 
to insured workers who are temporarily or perma- 
nently disabled. This recommendation contemplates 
insurance against loss of wages on account of 
disability. 

(The A.M.A. unreservedly endorses this principle, 
as it has distinct influence toward recovery and 
tends to reduce permanent disability.) 
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CuaPpter I 


Australia 


Voluntary health insurance in the various Aus- 
tralian states is governed by Acts which came into 
force in the following years: New South Wales 1912, 
Queensland 1913, South Australia 1919, Tasmania 
1888, Victoria 1929, Western Australia 1894. 


Administration 


The insurance is administered by friendly societies 
set up by the parties concerned. These societies are 
registered by a special official appointed by the 
government of each state, who sees that the constitu- 
tion of the societies is in accordance with the legisla- 
tion. Registration is not compulsory in South 
Australia, Tasmania and Western Australia. Regis- 
tration is subject to a number of conditions con- 
cerning the purpose of the society, its constitution 
and the minimum number of members. 


Financing 


Funds are obtained by contributions from the 
members and from other sources, such as special 
contributions, interest on investments, gifts, etc. 
The contributions, which vary in amount from one to 
two shillings a week for adults, are generally paid into 
two separate funds, a fund for sickness and funeral 
benefit, and a fund for medical and administrative 
expenses. 


The fraction of the contributions paid into the first 
of these two funds varies according to the age of the 
insured persons and may be from 6d. to 1s. a week. 
The fraction paid into the second fund generally 
remains the same during the whole lifetime of the 
insured person, the usual rate being from 6d. to 10d. 
per week. 


No state subsidies are paid except in New South 
Wales, where they are intended to meet the cost of 


Material for Part III compiled by J.C. Young, Acting Director, 
Publicity and Health Education, Department of Pensions and 
National Health. 
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cash sickness benefit, medical attendance and funeral 
benefit to insured men over 65 years of age and 
insured women over 60 years of age. 


Scope 


The conditions of admission to friendly societies 
are laid down by the rules of each society, and these 
conditions may refer to the occupation, religion, 
nationality, diet, sex, age or health of the applicant. 
In some states the age of entrance is limited by law, 
and the maximum age is, as a rule, 45 years. 


Each state sets a maximum-income figure and any 
insured person earning more than this amount is not 
entitled to receive benefits in kind, despite the fact 
that he is a member of a friendly society. This 
maximum-income figure averages about £300. 


In 1933 over 550,000 persons in Australia were 
insured with friendly societies. 


Benefits 


Cash Benefits —Cash sickness and invalidity bene- 
fits are granted on production of a medical certificate 
of incapacity signed by the doctor of the society, 
after a qualifying period varying from three to twelve 
months with different societies. In some societies 
no qualifying period is prescribed, benefit being 
payable immediately on joining. 


The maximum weekly rate of benefits is fixed as 
follows: Tasmania £1 1s., Queensland £2, New South 
Wales £2 2s., South Australia, Victoria and Western 
Australia each £3. 


The rates actually paid by the friendly societies, 
however, are generally lower than these maximum 
figures. Benefits are paid during the whole period of 
incapacity in most societies. 


Benefits in Kind.—The societies provide medical 
attendance and drugs for insured persons and mem- 
bers of their family. 


PROPOSED COMPULSORY SCHEME 


In June 1938 the Australian parliament passed a 
National Health and Pensions Insurance Act which 
set up a compulsory plan of health insurance to go 
into operation on September 4, 1939. During 1939, 
however, the proclamation fixing the date of com- 
mencement of the Act was annulled and the Act has 
never since been brought into operation. 


At the present time a new and comprehensive plan 
of social security, based on recommendations made 
by a parliamentary Joint Committee on Social 
Security, is in course of preparation. This new plan 
includes a system of compulsory health insurance. 


Although the 1938 Act has never gone into effect; 
it is felt that its provisions should be discussed here 
as it was an interesting attempt to inaugurate a com- 
pulsory scheme, which failed because of the objec- 
tions of the medical profession. 


Compulsory social insurance was first brought 
before the Australian people in 1910 when Sir George 
Knibbs, the Commonwealth statistician, upon his 
return from an official visit to several European 
countries, published a bulletin setting forth the 
schemes in operation in Europe. The war years 
intervened, but during the early post-war period the 
International Labour Office played a prominent part 
in advocating the introduction of insurance measures 
protecting workers against sickness and old age. 


In Australia proposals were put forward by various 
committees and in 1923 a Royal Commission was 
appointed to enquire and report. The Commission 
reported that it was both desirable and necessary 
that Australia institute a compulsory system of 
national insurance which would provide for the 
payment of sickness, invalidity, maternity and 
superannuation benefits to insured members. In 
recommending the compulsory system the Commis- 
sion stated: “‘A compulsory basis is recommended, 
provided the system is supervised by the govern- 
ment, as compulsory provisions can be effectively 
controlled by a national organization only, and there 
are no valid reasons why the government should 
transfer its functions and responsibilities to private 
institutions.” 


The fourth and final report of the Commission was 
presented in October 1927 and in that year a National 
Insurance Advisory Committee was appointed. This 
Committee was supplemented in 1928 by an Actuarial 
Committee which submitted recommendations and a 
draft Bill. A Bill was introduced in September 1928 
but the intervening elections followed by the depres- 
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sion years resulted in the temporary abandonment of 
the measure. 


In 1934 proposals were again examined by the 
government which, in 1936, requested from the 
British government the services of Sir Walter 
Kinnear, Controller of the Insurance Department 
of the Ministry of Health and Deputy Chairman of 
the National Insurance Joint Committee for Great 
Britain. Sir Walter Kinnear presented his report in 
June 1937 and shortly afterwards the government 
was returned at a general election with a mandate to 
provide national insurance in Australia. 


The government forthwith introduced legislation 
based on the report of Sir Walter Kinnear and the 
National Health and Pensions Insurance Act was 
passed by Parliament in June 1937 and assented to 
on July 5. Its provisions are discussed below. 


Administration 


Subject to the control of the Minister, administra- 
tion was to be vested in the National - Insurance 
Commission consisting of three commissioners ap- 
pointed by the Governor General. In each of the 
states, district commissioners were to be appointed, 
the work in the various districts being carried out by 
an inspection staff. 


The Act provided for the establishment of Ap- 
proved Societies, subject to the Commission, which 
would administer sickness benefit, disablement bene- 
fit and the dependent child allowances. It would be 
their responsibility to see that the funds were used 
to the best advantage. 


Financing 


The financial resources of the scheme were to be 
secured from the contributions of employers and 
employees and from funds transferred from the 
Commonwealth treasury. 


The government contribution was to consist of 
£100,000 annually for the administration of the plan 
and ls. per insured person to meet liabilities for 
health insurance. 


The contributions were to amount to 3s. per week 
for men and Qs. for women, of which Is. 3d. and Is. 
2d. respectively would go toward the health features 
of the scheme. These contributions were to be divided 
equally between the employer and employee. Thus 
Australia intended to adopt the method of a flat per 


capita contribution. Contributions were to be col- 
lected by means of stamps. 


Scope 


The scheme was designed to cover all employees 
between the ages of 14 and 65 earning up to £365 
a year, with no income limit for manual workers. 
Excepted were employed persons who already came 
under some form of superannuation and similar 
plans with some sort of government guarantee. Also 
excepted were unemployed and unemployables with 
their dependents, and this feature proved particularly 
objectionable to many persons, particularly the 
medical profession. 


Benefits 
Cash Benefits —The sickness benefits for men were 


to amount to 20s. a week and for women 15s. a week, 
with a time limit of 26 weeks. Juveniles between the 
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ages of 14 and 16 were to draw benefit to the extent of 
5s. a week. Married minors were entitled to the same 
scale as adults, while for unmarried minors an amount 
of 15s. and 12s. 6d. was provided for males and 
females respectively. 


For disablement, men were to receive 15s., 
women 12s. 6d., and these payments would be 
continued up until the time that the person, through 
age, became eligible for a pension. 


For cash benefits there was to be a waiting period 
of four days, and a qualifying period of 26 weeks for 
sickness and 104 weeks for disablement benefits. 


Benefits in Kind.—Benefits in kind were to include 
medical treatment by a qualified medical practitioner 
and the provision of proper and sufficient medicines 
and prescribed medical and surgical appliances. The 
insured person would be entitled to medical benefit 
while he remained in insurance and, if entitled to a 
pension on reaching pension age, he would receive the 
benefits in kind for life. 


CuaPtTer IT 


Belgium 


Belgium has a voluntary insurance system, and the 
legal status of mutual-benefit societies is based on 
the Act of June 23, 1894, which revised and amended 
the Act of April 3, 1851. By an Act of July 30, 1923, 
these societies were authorized to amalgamate. 


Administration 


Mutual benefit societies may be set up as occu- 
pational or non-occupational funds, or works funds, 
or associations of persons belonging to a political or 
other group. They act as free or as recognized funds 
subsidized by the state, according as they agree or 
do not agree to conform with certain legal provisions. 


The mutual benefit societies and their federations 
work in conjunction with the General Savings and 
Pension Fund, which is responsible for the manage- 
ment of the moneys. 


Financing 


The financial liabilities of the mutual benefit 
societies are covered by. the insured persons’ contri- 
butions and public subsidies. As a rule, the societies 
which take the form of works funds receive contribu- 
tions from employers. 


The recognized societies which satisfy the condi- 
tions as to organization and working laid down in the 
Act or in special regulations may receive subsidies 
from public authorities. The state subsidy is based on 
membership and the amount of contributions 
received and is usually about equal to that paid by 
the insured persons. 


Scope 


Membership of a recognized mutual benefit 
society is open to persons of 18 years of age or over, 
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to minors under 18 years of age, subject to the consent 
of parent or guardian, and to married women unless 
the husband objects in writing to the president of the 
society or a member of the management. 


In 1932 there were 1,289,398 persons covered by 
primary sickness insurance in 3,408 societies, and 
3,001,000 insured for family medical and pharma- 
ceutical benefits. 


Benefits 


Cash Benefits —The minimum cash sickness benefit 
includes a daily allowance of not less than 6 francs 
for men of 18 years or over, 4 francs for women of 
18 years or over, and 2 frances for persons under 
18 years. 


Maternity benefit consists of a lump sum of at 
least 125 francs for each birth, with a daily benefit 
of at least 3 francs during six weeks. 


Benefits 1n Kind—The mutual benefit societies 
may, in accordance with the size of their membership, 
undertake insurance against sickness, maternity, 
tuberculosis, invalidity, old age and death. The 
nature, rate and duration of benefits granted to 
members are fixed by the rules of each society. Special 
regulations fix minimum benefit rates for recognized 
societies in receipt of subsidies which insure against 
sickness, maternity and tuberculosis. 


Recognized societies in receipt of the state subsidy 
which organize a medical and pharmaceutical service 
for members and their families, must guarantee 
medical and pharmaceutical benefits to the members 
and their families for a minimum period of two years. 


Tuberculosis benefit includes free treatment in a 
sanatorium for at least three months. 


Cuapter III 


F iabinid 


Health insurance in Finland is operated on a 
voluntary basis and is regulated by the Decree of 
September 2, 1897. 


Administration 


The voluntary insurance of workers and salaried 
employees is administered by mutual aid funds under 
the supervision of the Insurance Office of the Ministry 
of Social Affairs. The funds are free to organize their 
own activities. Most of them are attached to a 
particular occupation. 


Financing 


The financial resources of most of the funds are 
derived from fixed contributions payable by their 
members. Some of the funds are merely mutual 


‘insurance clubs which charge contributions only when 


necessity arises. A number of works funds are sub- 
sidized by the employers. No state subsidy is made 
to the funds. 
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Scope 


Voluntary insurance is open to workers and 
salaried employees. Only two funds accept employers 
as members, and apprentices are not accepted. 


In 1932, 65,980 persons were insured in workers’ 
mutual aid funds and 16,300 in other funds. 


Benefits 


Cash Benefits—In case of sickness, members 
receive daily cash benefit for a period of two to six 
months. The benefit rate varies in the different funds. 


Maternity benefit is granted by only one fund. 
Most of the funds grant a funeral benefit. 


Benefits in Kind.—About one-half of the funds 
grant medical treatment, but only a few of them pay 
the cost of medicines. 


CHAPTER IV 


Spain 


In Spain, as far as can be ascertained, health 
insurance is voluntary and is conducted through 
mutual benefit societies whose activities are based on 
the provisions of an Act of 1887 respecting freedom of 
association. In recent publications on health insur- 
ance there are several inferences that Spain has 
adopted a compulsory system, but aside from its 
compulsory maternity insurance scheme we have 
been unable to verify these claims. However, we have 
no information on the Spanish system since the 
abolition of the Republic, and it is quite possible 
that General Franco has instituted some compulsory 
measure although the poverty of the war-stricken 
country would make one doubt such a move. 

Compulsory maternity insurance was established 
by a legislative decree of March 1929. 


Administration 


Voluntary health insurance is undertaken as a rule 
by mutual benefit societies having the character of 
trade union funds, works funds, occupational funds, 
denominational funds or local public funds. The 
largest number of societies belong to the last- 
mentioned class. These institutions are subject to 
certain measures of supervision on the part of the 
provincial authorities and the central insurance and 
public health authorities. 

Maternity insurance is administered by the 
National Provident Institution and the district funds 
collaborating with it. 


Financing 


The funds of the voluntary societies are derived 
from contributions from the insured persons, con- 
tributions and subsidies from the employers, and, in 
some cases, financial assistance from the public 
authorities. The assistance of the public authorities 
is in no way guaranteed and varies from one province 
to another. In practice, the state assistance to certain 
funds takes the form of reimbursement of expenses. 

The financial resources of the compulsory mater- 
nity insurance scheme are derived from an annual 
contribution of 7.40 pesetas from all insured women 
between 16 and 50 years of age; an employer’s con- 
tribution, amounting to 7.60 pesetas a year for each 
insured woman in his employment; and state sub- 
sidies, including a grant of 50 pesetas for each 
confinement, a grant towards nursing allowances, and 
an annual contribution varying with the amount of 
money at the state’s disposal for the establishment 
of maternity and infant welfare institutions. 


Scope 

All persons complying with the conditions of 
admission fixed in the rules of the voluntary institu- 
tions are eligible for membership. These vary with the 
different institutions and refer mainly to the sex, age 
and state of health of the applicant. As a general rule, 
the age of admission is limited to a minimum of 16 
and a maximum of 40 to 45 years. 

Under the maternity insurance plan, insurance is 
compulsory for all women wage earners and salaried 
employees covered by the compulsory workers’ 
old-age pension scheme, irrespective of their nation- 
ality and civil condition. This means that all women 
workers between 16 and 50 years of age employed 
in industry in general, agriculture, and the public 
services, whose annual remuneration does not exceed 
4,000 pesetas, are covered. Women homeworkers are 
also covered, but women employed in domestic 
service are excluded. 


Benefits 


Cash Benefits.—The benefits guaranteed under the 
rules of voluntary societies usually include a daily 
cash benefit intended to cover a part of the loss of 
earnings. While certain societies grant only benefits 
in kind, others have been established on purpose to 
provide cash benefits. The general tendency at 
present is to provide for the granting of both benefits 
in kind and cash benefits. 

The cash benefit under maternity insurance is 
fixed at 15 pesetas for every quarterly contribution 
paid by the insured woman during the three years 
preceding the first week of the statutory rest period. 
It is paid in respect of every confinement and is 
granted during the six weeks preceding and the six 
weeks following the confinement (the statutory rest 
period). To be entitled to this benefit the woman 
must observe the statutory rest period and must have 
completed a qualifying period of 18 months in insur- 
ance before the confinement. 

A nursing benefit of 5 pesetas a week is also payable 
during a period of ten weeks. 

Benefits in Kind.—Because of the nature of the 
voluntary system with its various organizations, 
benefits vary considerably, but most of the mutual 
societies provide medical treatment and medicines or 
institutional treatment. 

The maternity insurance scheme provides benefits 
in kind which include medical treatment and 
medicaments, and attendance by a midwife or in a 
maternity home. 


CHAPTER V 


Sweden 


Sweden’s health insurance scheme is a voluntary 
state-subsidized plan. Voluntary insurance schemes 
were regulated by an Act of 1891 which was super- 
seded by an Act of 1910. A new system, however, was 
established by a Royal Order of June 26, 1931, to 
which all insurance institutions were to conform by 
January 1, 1935. 


Around 1930 the whole question of compulsory 
health insurance was made the subject of a study 
by the government and the conclusion was reached 
that it should not be recommended for adoption. 


Administration 


The 1931 Order divided the recognized voluntary 
societies into two groups, local and central. A local 
fund is as arule competent for the area of a commune, 
or a number of neighbouring communes, and should 
have at least 100 members. A central sickness fund 
should be competent for one or more provinces, or 
one or more towns not administered by a provincial 
council. Insured persons domiciled in the area of a 
local fund belong to that fund. The central funds have 
two classes of members: the members of the local 
funds within the area of the central fund, and the 
direct members, that is, persons domiciled in localities 
within the central fund’s area but without a local 
fund. 


It is the duty of the central sickness funds to 
provide benefits for insured persons who have ex- 
hausted their rights to benefit from their respective 
local funds. 


This voluntary scheme is supervised by the state 
through a special section of the Social Board. 


In 1939 there were about 1,200 health insurance 
funds in Sweden. 


Doctors are paid by fee per attendance. 


Sweden’s voluntary societies are similar to those 
in Denmark, but the Swedish system has never pro- 
_ ven as successful as was the Danish voluntary plan. 


Financing 


All expenses of the Swedish scheme are covered by 
payments by the insured persons and state subsidies. 
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Regular contributions of the members are fixed in 
such a way that, in conjunction with other resources 
of the fund, they can be deemed sufficient to cover 
current expenditure, including administrative ex- 
penses, and to constitute a reserve. 


The state subsidies consist of an annual fixed 
subsidy, a daily sickness subsidy, a medical attend- 
ance subsidy and a maternity subsidy. 


The annual fixed subsidy to the local funds 
amounts to 1.50 kr. in respect of sickness allowance 
for each insured member, and 1 kr. for each other 
member. The subsidy to the central funds amounts 
to 1.50 kr. for each member also belonging to a local 
fund, 3 kr. in respect of sickness allowance for each 
insured direct member, and 2 kr. for each other 
direct member. 


The daily sickness subsidy amounts to 50 ore for 
each day for which the fund has paid a sickness 
allowance of at least 1 kr. or provided for hospital 
treatment. 


The subsidy for medical attendance is equal to half 
the benefit paid by the sickness fund, in the form of 
repayment of the expenditure of its members on 
medical attendance, medicines, etc. 


The maternity subsidy amounts to 1 kr. for each 
day for which the fund has paid a maternity allow- 
ance of at least 2 kr. or provided for treatment in a 
maternity home. A midwifery subsidy, equal to half 
of the expenditure on attendance by a midwife, is 
also payable. 


Scope 


Voluntary health insurance is open to every male 
or female person between the ages of 15 and 40. The 
maximum age may be raised to 50 years by the 
fund’s rules. It is a necessary condition for admission, 
however, that applicants should be in good health and 
free from any disability which entails a considerable 
degree of medical treatment. No person may belong 
to more than one recognized sickness fund. 


Persons with a taxable income of over 8,000 kr. a 
year may not insure against the cost of medical treat- 
ment. 


The sickness funds have a membership of about 
1,300,000 out of a total population of 6,300,000. 


Benefits 


Cash Benefits.—Cash sickness benefit is granted in 
every case of sickness causing incapacity to work, or 
for the cure of which the doctor prescribes complete 
rest from work. The rate of the benefit for each 
member is fixed when he joins the scheme, and the 
fund may take steps to insure that it bears a reason- 
able relation to the member’s earnings and financial 
situation. Unemployed persons and married women 
are not eligible to receive cash sickness benefits. As a 
rule, the rate of benefit may not exceed 6 kr. a day. 
The period during which the insured person is 
entitled to this benefit must be fixed at not less than 
two years. 


In the case of hospital treatment at the expense of 
the fund, the fund reduces the benefit by a sum equal 
to the hospital expenses but not by more than half for 
persons with dependents. 


A maternity benefit must be paid by recognized 
sickness funds to women members who have been 
voluntarily insured for 270 days immediately pre- 
ceding confinement. This allowance is equal to the 
cash sickness benefit granted.to the insured person, 
but may not be less than 2 kr. a day. It is paid for 
not less than 30 days, of which not more than 14 
should fall before confinement. 
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A number of recognized sickness funds also con- 
tribute to funeral expenses. 


Benefits in Kind.—The funds are required to refund 
two-thirds of the expenditure of sick persons on 
medical attendance, including the doctor’s travelling 
expenses. Funds may grant medical benefit to the 
children under 15 years of their members. 


If the sick person’s condition necessitates hospital 
treatment, admission to and treatment in a state, 
provincial or communal hospital may be substituted 
for part of the repayment of the doctor’s charges. 
This hospital treatment provided by the state and 
municipalities is highly developed in Sweden. 


The obligation to provide full medical benefits was 
supposed to come into force on January 1, 1938, but 
we have been unable to determine whether such a 
scheme has gone into operation. 


In case of childbirth, attendance by a midwife or 
treatment in a maternity home is allowed if the 
person concerned has been insured under the scheme 
for at least 270 consecutive days immediately before 
confinement. 


A number of funds allow their members optional 
benefits in the shape of medicines and the like, 
treatment in convalescent homes, nursing, etc. 


ee | fe rn li i ie Ma ea ee 


CHAPTER VI 


Union of South Africa 


The organization of friendly societies which con- 
duct voluntary health insurance in the Union of 
South Africa is based on the Friendly Societies Act 
of 1892. These societies are the only institutions in 
the country to bring insurance against sickness and 
death within the reach of workers and other persons 
of small means. 


Administration 


Insurance is administered by the societies. These 
institutions are not required to submit to state super- 
vision, but may do so voluntarily by registering under 
the Friendly Societies Act. Registered and unregis- 
tered societies thus exist side by side. All societies are 
obliged, however, to furnish annual statistical returns 
to the Office of Census and Statistics. 

Twenty-eight per cent of the total number of 
societies in the Union are registered. 


Financing 


The funds required to cover the cost of benefits are 
derived exclusively from the contributions paid by 
the members. Each society fixes its own contribution 
rates. 


Scope 


The friendly societies are organizations based on 
private initiative and they are therefore entitled to 
fix in their rules the class of persons authorized to 
enter insurance. 


Benefits 


Cash Benefits—As far as cash benefits are con- 
cerned, all the societies have adopted the system of a 
flat rate. Funeral benefits are also provided. 


Benefits in Kind.—Medical attendance and drugs 
are provided by all the voluntary sickness societies. 
Certain of these societies also provide their members 
with additional benefits such as the cost of opera- 
tions, specialists’ fees, the cost of spectacles, the cost 
of extraction of teeth and the cost of surgical 
appliances. 


PROPOSED COMPULSORY SCHEME 


Although no legislative action has been taken to 
establish compulsory health insurance in the Union 
of South Africa, a great deal of study and investiga- 
tion on the subject has been carried on over a period 
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of years and it is quite possible that such a scheme 
will be instituted in the near future. 

In 1935 a Departmental Committee of Inquiry on 
National Health Insurance was set up and its 
recommendations were published in August 1936. 
This report recommended separate health insurance 
plans for urban, rural and native areas and a com- 
pulsory scheme was considered advisable only for 
the urban areas. Because of the deep amount of study 
which this report gave to the question, and because 
such a plan may be instituted at some future date, 
the report’s recommendations concerning the urban 
areas are given below. 


Administration 


The compulsory set-up envisioned by the report 
would be administered by a central board of manage- 
ment, composed of an equal number of representa- 
tives of the state, the employees and the employers. 
There would also be district boards, with a local 
medical committee serving each. 

The general practitioner service would follow the 
lines of the British scheme. The fund would enter 
into a contract with the South African Medical 
Association for the supply of general practitioner 
service. There would be an annual capitation fee of 
9s. for insured persons with incomes below £180 per 
annum and each dependent, and of 13s. for insured : 
persons with incomes of from £180 to £400 per 
annum and each dependent. A similar contract on a 
capitation basis would be entered into for specialists’ 
services. 


Financing 


There would be eight wage classes, the contribu- 
tions and benefits in each class to be uniform. In the 
wage group covering insured persons with incomes of 
from £320 to £400 per annum, the weekly contribu- 
tion would total 5s. 6d., 4d. coming from the state, 
2s. 7d. from the employer, and 2s. 7d. from the 
insured. In the low wage groups the employer would 
contribute a higher proportion than the insured. 

Under this proposed plan the contributions would 
work out at something like 14144% from the state, 
49% from the employers and 3614% from employees. 

All the costs of administration would be borne by 
the central fund. The total cost was estimated at 
£5,300,000 per annum. 


Scope 


Insurance would be compulsory for all employees 
earning between £60 and £400 per year. 


Benefits 


Cash Benefits ——There would be a 26-weeks quali- 
fying period for cash benefits, which would vary 
according to the wage group in which the person was 
insured. The benefits within each group would be set 
at a flat rate, but with supplementary allowances for 
the wife and dependent children. The full benefit 
would be payable for 26 weeks, with another 26 
weeks on half benefit. 


The hospital benefit under this scheme would 
consist of a cash payment not exceeding 9s. a day 
to insured persons and their dependents. 


The maternity benefit would consist of a lump sum 
to the wife of an insured man, and a lump sum plus a 
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weekly benefit for four weeks following confinement if 
the women is herself insured. This benefit would have 
a qualifying period of 26 weeks. 


There would also be a funeral benefit on the death 
of the insured or his wife or any children under 16. 


Benefits in Kind.—Dependents would be covered 
for benefits in kind with no qualifying period for 
such benefits. These benefits would include treatment 
by a general practitioner, for the insured, his wife and 
any children under 16; attendance by a general prac- 
titioner during the pregnancy of an insured woman, 
or the wife of an insured man; the supply of drugs and 
medicines, together with curative appliances, accord- 
ing to a list laid down by regulations; specialist . 
treatment; and the hospital benefit, as outlined above, 
except for those in the lower wage groups who ordi- 
narily receive free hospital treatment. 


The report also recommended that a dental benefit 
be included as soon as possible. 
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CHAPTER I 


Austria 


An Act of 1888 established a system of compulsory 
health insurance in Austria for industrial and com- 
mercial workers. Salaried employees were brought 
under the scheme by an Act of 1926 and in 1928 
protection was extended to agricultural and forestry 
workers. 

Administration 


There are four principal types of health insurance 
institutions for industrial and commercial workers, 
namely, territorial funds, works funds, guild funds 
and mutual benefit or association funds. Each fund 
must be localized or occupational. 


Affiliation to a territorial fund is compulsory for 
all persons liable to insurance employed in the area 
of the fund if they are not insured against sickness in 
some other fund established in accordance with the 
provisions of the Act. 


The supervision of funds is entrusted to the 
federal government and the local administrative 
authorities. The Ministry of Social Administration is 
the supreme authority for all state activity in con- 
nection with the supervision of the funds. 


For insured persons in the manual workers’ class 
the domiciliary doctors are districted and salaried. 
In other classes the insured person can choose his 
own doctor. 


Agricultural sickness funds in each province 
administer the scheme for agricultural and forestry 
workers. There are similar funds in each province 
to administer the salaried employees scheme. 


Financing 


Originally, the contributions covering the cost of 
insurance were fixed according to wage classes, the 
total weekly contribution being as a rule one-half the 
average daily wage of the wage class. This half was 
divided between employer and insured, the employer 
paying one-third and insured two-thirds. 


In 1935, however, a single contribution, equally 
shared by employer and insured and covering all four 
branches of social insurance, was established. 
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Scope 


Austrian compulsory health insurance covers 
manual workers and salaried employees in commerce, 
industry, mining, agriculture, and personal services. 


Temporary and occasional workers are excluded by 
the Act, while state employees are covered by a spe- 
cial scheme. 


Sixty-six per cent of the total population was 
covered by health insurance in 1932. 


Benefits 


Cash Benefits —The rate of cash sickness benefit is 
equivalent to from 66% to 80% of the basic wage. 
It ranges from .86 schillings to 4.20 schillings per day 
(7.50 schillings for salaried employees). There is a 
waiting period of three days but, in the case of indus- 
trial and commercial workers, if incapacity continues 
for four days or longer, benefit is paid in respect to the 
whole period of incapacity, including the first three 
days. Cash benefits are paid for 26 weeks or, if the 
person has been insured for 30 consecutive weeks, for 
52 weeks. 


Unemployed persons retain their right to benefits. 


There is also a maternity benefit, nursing benefit 
and funeral benefit. 


Benefits in Kind.—F ree medical treatment is given, 
including expert consultations and hospital treat- 
ment, for a maximum of 52 weeks providing insured 
has been covered for 30 consecutive weeks, otherwise 
26 weeks. Medical treatment may or may not be 
given to the whole family of the insured, depending 
upon the society of which he is a member. 


Salaried employees receive medical attendance for 
an unlimited length of time unless the patient is 
receiving hospital treatment, in which case the right 
to benefit expires after 78 weeks for any one illness. 


Some insurance societies have special clinics for 
venereal diseases. . 


CuaptTerR II 


Brazil 


Brazil’s social insurance scheme was instituted in 
1931 and extended in 1932. Two marked tendencies 
have been apparent in the Brazilian social insurance 
movement during the past two years, namely the 
unification and concentration of the insurance ins- 
titutions, and the development of health insurance, 
by introducing it in those institutions which do not 
cover the risk of sickness at all or extending the 
services of those institutions which already provide 
some form of medical care. The first-mentioned 
tendency has resulted in the issue of a series of 
regulations designed to impose on all insurance 
institutions the same types of benefits, the same 
scale of contributions, and the same methods of 
collecting them. 


In March 1941 the National Labour Council sub- 
mitted to the Ministry of Labour a plan for the 
reform of the insurance institutions. This plan 
provides for a unification of benefit provisions and for 
the fixing of contributions at rates between 4 and 6 
per cent of wages in accordance with the actuarial 
valuations. 


In June 1941 the government appointed a com- 
mittee to consider legislation for the universal intro- 
duction of compulsory health insurance, the com- 
mission consisting of representatives of the Ministries 
of Agriculture, Labour, Education and Health. 


Administration 


The compulsory sickness funds in Brazil are under 
the supervision of the National Labour Council. 


In July 1942 a medical advisor was appointed to the 
social insurance section of the National Labour 
Council, with the duties of supervising and directing 
the social insurance medical services, promoting 
uniformity and formulating standards for economical 
and efficient administration. 


Financing 
The Brazilian schemes are financed by contribu- 


tions from the insured persons, an annual contribu- 
tion from undertakings and a welfare tax. 
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Scope 


The original Brazilian scheme of 1931 made insur- 
ance compulsory for the staffs of public utility 
undertakings and wage-earning or salaried employees 
in mines. Coverage was extended to seamen by the 
1932 legislation. At the present time workers in 
industry, commerce, road transport and banking, 
stevedores and merchant seamen are also included. 


The insurance institutions, which comprise 76 
establishment funds and six national institutes, have 
a membership of more than 2,000,000 manual and 
non-manual workers, or over 40 per cent of the work- 
ing population, excluding the agricultural workers. 


Benefits 


Until recently the only benefits granted in case of 
sickness were benefits in kind, these being granted 
also to members of the insured person’s family. They 
include medical treatment, hospital treatment for 
30 days and medicines at low cost. 


Of the six national institutes several have their 
own medical services which they are extending and 
improving. For example, the Commercial Employees’ 
Institute was reorganized in 1940, rules being laid 
down for the establishment of a medical service to 
include medical, surgical, pharmaceutical and dental 
treatment, and the certification of incapacity for the 
purpose of claiming cash sickness benefit. This medical 
service must also organize systematic and periodic 
examinations of insured persons and collect statistics 
on the incidence of diseases among insured persons by 
regions and occupations. The institute already pos- 
sesses 45 dispensaries spread over the various states 
of Brazil. 


The National Labour Council plan of 1941, which 
was mentioned above, provides for the maintenance 
of the medical services in those institutions where 
they already exist and for the grant by all institutions 
of cash benefits in case of sickness lasting more than 
30 days. The plan also envisages the possibility of 
financing medical and maternity benefits by means 
of an additional contribution. As a result, during the 
past year or so cash sickness benefits have been 
introduced with a time limit of 52 weeks. 
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Cuapter III 


Bulgaria 


Compulsory insurance in Bulgaria against the 
risks of accidents, occupational diseases, sickness, 
maternity, invalidity and old age is governed by the 
Social Insurance Act of March 6, 1924. 


Administration 


Health insurance is administered by a single insti- 
tution, the Social Insurance Fund, attached to the 
Directorate of Labour and Social Insurance of the 
Ministry of National Economy. The fund is admi- 
nistered by state officials, but representatives of 
employers and insured persons sit on the pension 
boards and on the auditing board of the Fund. 


The advisory body of the Ministry is the Superior 
Labour and Worker’s Insurance Council, consisting 
of 42 members, of whom 16 represent the public 
authorities, eight the employers and eight the 
insured persons. Eight are specialists in insurance 
questions and two represent the medical profession. 


The Insurance Act is administered locally by the 
labour inspectors. 


Financing 


The resources of sickness and maternity insurance 
consist of the contributions of the insured persons, 
the employers and the state, the amount varying 
with the wage class in which the insured persons are 
classified. Within each class the insured person, the 
employer and the state contribute equal amounts. 


In 1933-34 a total of 35,663,712 leva were expended 
in cash benefits and medical assistance. 


Under Bulgaria’s voluntary insurance scheme, 
which is open to certain persons not covered by the 
compulsory scheme, contributions are made by the 
insured person and the state, the insured’s contribu- 
tion being double that made by the state. 


Scope 


Compulsory insurance applies to all wage-earning 
and salaried employees employed in state, public or 
private establishments, undertakings or estates. 
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Voluntary insurance is open to independent handi- 
craft workers, persons engaged in commerce, farmers 
and members of the liberal professions whose annual 
income is not more than 50,000 leva, and also to 
officials of institutions belonging to the state or local 
authorities. 


Certain classes of temporary workers, such as 
mowers, reapers, etc., are exempt from compulsory 
insurance. 


Members covered by the Social Insurance Fund in 
1933-34 totaled 251,268. 


Benefits 


Cash Benefits ——A daily cash benefit from the first 
day of sickness, at a rate varying with the wage class 
to which the insured person belongs, is payable if 
the insured person has paid his contributions for at 
least eight weeks. 


A daily cash maternity benefit is also paid for six 
weeks preceding and six weeks following confinement. 
This is payable if the insured woman has paid her 
contributions for at least 16 weeks before her con- 
finement. 


In case of death, following sickness, a funeral 
benefit amounting to 50 times the daily basic wage of 
the deceased is paid. 


Cash invalidity benefits are also granted to an 
insured person who has lost more than 50% of his 
working capacity, provided he has paid at least 156 
weekly contributions. The invalidity pension consists 
of a basic amount varying with the insured person’s 
wage class. 


Benefits in Kind.—Medical, hospital and surgical 
treatment, and provision of medicine for nine months 
in a year are provided if the insured person has paid 
his contributions for eight consecutive weeks. 


Insured women are entitled to the services of a 
midwife and doctor during confinement. 


Cuapter IV 


Chile 


A compulsory system of health insurance was 
established in Chile in 1924 with the creation of the 
Social Insurance Fund, which came into operation in 
1925. Contributions began to be collected in May 
1925, and provisions of the Act began to be applied 
in November of that year. 


When the system was introduced in 1925 it was 
with the sole object of providing curative treatment, 
but since 1933, when an amendment to the Act was 
passed, it has been altering its orientation in the 
direction of prevention. In 1938, with the passage of 
the Preventive Medicine Act, it was transformed into 
a scheme frankly preoccupied with the prevention of 
disease. The object of the Preventive Medicine Act 
was to organize medical examinations for the insured 
population and to provide for the treatment and 
maintenance of persons suffering from tuberculosis, 
syphilis and circulatory disorders in their curable 
stage. 


In Chile the social security laws cover all the 
principal physical risks, and the basis of the ‘entire 
scheme is health insurance. 


Two vast reforms are now pending in Congress, the 
first tending to integrate the medical service of 
health insurance with the hospital system into one 
medical assistance service, curative and preventive, 
and the second modernizing and amplifying hospital 
equipment and the production of indispensable 
pharmaceutical supplies. 


Administration 


The insurance scheme is managed by the Social 
Insurance Fund with various social insurance institu- 
tions operating under it. For purposes of organization 
of the medical service, the country is divided into two 
zones, North and South, each under the charge of a 
Senior Medical Officer. 


The employer registers his workers on special forms 
provided by the Insurance Fund and the self- 
employed insured person registers himself. 


From 1925 to 1931 medical care was furnished on 
the basis of free choice of doctor by the insured 
person. Since then, however, the medical service has 
aimed at the substitution of group for individual 
practice. A network of clinics, established in the 
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towns, is staffed by teams of general practitioners 
and specialists. Based on a clinic as their center, there 
is a circle of rural medical posts, served by a nurse or 
apothecary and visited regularly by a doctor. 


By 1937 the Social Insurance Fund had acquired 
autonomy, with all health insurance services under 
its control. Medical attention is now organized 
throughout the country by means of dispensaries 
belonging to the Fund where the insured are treated 
by salaried medical officers. In 1940 the fund had 207 
dispensaries, 367 first-aid posts and 142 rural medical 
stations, with a medical staff of 2,698. 


The Social Insurance Fund is responsible for the 
supervision of benefits while the state, through the 
Social Insurance Department, sees that social insur- 
ance legislation is properly complied with. 


In localities where the Fund has not yet established 
its own clinics and dispensaries, it entrusts the treat- 
ment of the insured to the public welfare authorities 
with whom it concludes a yearly contract. But by 
now, in every important town, a polyclinic has been 
instituted. Polyclinic doctors are permanent officials 
paid by salary. They work two hours a day at the 
polyclinics and are allowed private practice in their 
spare time. Doctors employed in the rural medical 
service are paid a salary and travelling expenses. 


The Preventive Medicine Act is administered by 
the social insurance institutions, all of which were 
giving full application to the provisions of the Act 
by 1941. 


Thus in Chile the risks of sickness, maternity, 
invalidity and old age are all covered by some legis- 
lative scheme and administered through a single 
institution, namely, the Social Insurance Fund. 
Health insurance was established categorically as 
the basis of the system. 


Financing 


There is complete financial centralization of health 
insurance. The worker contributes 2% of his total 
weekly wage, including remuneration in kind, the 
employer 5%, and the state 114%, in order to finance 
the social security set-up. The employer’s 5% includes 
a special contribution of 1% for the financing of the 
Preventive Medicine Act provisions. The self- 


employed worker pays 414% of his annual income and 
the state contributes an equal amount. In the mining 
districts the contribution of each of the three parties 
is increased by 1%. In consequence, the average con- 
tribution by the state works out at 1.8% of the annual 
wages of insured persons and is calculated as a lump 
sum. 


Scope 


The Manual Workers’ Compulsory Insurance Act 
of 1924 made social insurance, including health insur- 
ance, compulsory for all persons under 65 years of age 
employed in manual labour without distinction of 
occupation and excluding only those individuals 
whose earnings exceed a prescribed maximum, at 
present fixed at 12,000 pesos (normally about $1,440) 
a year. Non-manual workers are protected by other 
Acts. 


Thus the social insurance institutions protect the 
health of the wage earners, including agricultural 
workers, the civil service, salaried employees in 
industry and commerce, and certain other groups 
such as jockeys and trainers, bank clerks, the mer- 
cantile marine, municipal day workers and employees 
and members of the armed forces. At the present 
time about 1,500,000 persons are protected. 


Chile is the first American country to extend the 
benefits of health insurance to rural areas. 


At present the family of the insured is not covered 
under the provisions of the Act. In 1942, however, 
there was a congressional enquiry with a view to a 
complete reform of workers’ insurance, extending 
the medical benefit, curative and preventive, to 
members of the insured worker’s family, whereby 
70% of the total population would be covered. 


Benefits 


Cash Benefits —Under the Chilean health insurance 
system the cash benefits consist of sickness benefit, 
maternity and nursing benefits, preventive rest 
benefit, and funeral benefit. 


The cash sickness benefit amounts to 100% of 
wages for the first week, 50% for the second week, and 
25% thereafter until recovery, with a maximum time 
limit of 52 weeks. There is a four-day waiting period. 


The maternity benefit consists of 50% of wages for 
two weeks before and two weeks after confinement, 
while the nursing benefit amounts to 25% of wages 
for not more than eight months. 


The preventive rest benefit, which is provided for 


_by the Preventive Medicine Act of 1938, is granted 
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to curative cases of tuberculosis, cardio-vascular 
disease and syphilis. This benefit, if abstention from 


work is indicated, is granted as soon as the disease is 


diagnosed without waiting for actual incapacity to 
set in. It is of unlimited duration and is equal to the 
full wages of the insured. 


The funeral benefit amounts to a lump sum pay- 
ment of 300 pesos. 


Benefits in Kind.—The benefits in kind fall into 


three classes :— 


1. Medical aid in dispensaries, hospitals, health 
centres and other establishments of the Fund or at 
the home of the patient, and the therapeutic requi- 
sites necessary for the care of the insured person from 
the first day of his illness, for a maximum period of 
52 weeks. Medical aid includes medical, surgical, 
dental and pharmaceutical services. 


2. Medical attendance during pregnancy, at 
confinement and during the period following confine- 
ment of the insured woman or wife of an insured 
man, as well as complete care of the child up to two 
years of age. 


3. Early diagnosis and preventive measures 
through periodical examinations, as provided for by 
the Preventive Medicine Act. 


Chile is the first and only country in the world 
to provide periodical medical examinations. The 
Chilean fund is now examining about 250,000 persons 
a year. These systematic and periodical health 
examinations performed by teams of doctors have 
shown that there is a large number of individuals 
who are ill, but unaware of it, and have brought to 
light forms of tuberculosis, syphilis and circulatory 
disorders which were hitherto unnoticed. In this way 
it has been possible to apply adequate curative treat- 
ment in good time. From 1938 to 1941, 432,390 
persons were examined, 71,046 of which were found 
to be suffering from one or more of the three diseases 
covered by the Preventive Medicine Act. Among 
those examined, there were on an average 8% 
suffering from syphilis, 6% from tuberculosis and 4% 
from lesions of the cardio-vascular system. 


Insured persons have the option of extending 
benefits in kind to their families by means of an 
additional payment of 5% of their wages without 
contributions from either the employer or the state. 


The socio-medical aspects and benefits in kind 
have come to receive more consideration than cash 
benefits as a result of the evolution of the Chilean 
scheme. 


CHAPTER V 


Costa Rica 


At the instance of the government and with the 
approval of Congress, a social insurance scheme was 
established in Costa Rica on November 1, 1941, 
covering the risks of sickness, maternity, invalidity 
and old age, and provision is made for the eventual 
introduction of family medical care and survivors’ 
pensions. 


At present the scheme is being put into force only 
in certain parts of the country and as regards the risks 
of sickness and maternity and funeral expenses. 


Administration 


The scheme is administered by the Social Insurance 
Fund. The Fund is managed by a board of directors, 
comprising representatives of the government, ma- 
nual and non-manual workers and employers, and 
the law contains provisions for securing the autonomy 
of the Fund. 


Financing 


The scheme is financed by contributions from 
insured persons, employers and the state. For the 
manual workers’ branch, the contribution is fixed at 
54%% of wages from the employer, 344% from the 
worker and 3% from the state, making 12% in all. 
For the private employees’ and public servants’ 
branch, the total contribution is 14144% of salaries, 
distributed as follows: Employees, 6% plus half the 
first month’s salary and the amount of the first 
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month’s increase whenever salaries are raised (these 
two additions are estimated to be equivalent to 1%), 
the state, 2%, and the employer, 54%%, the state 
being deemed to be the employer where public 
servants are concerned. 


For the present, as the Fund is only covering a 
reduced number of risks, the contribution is reduced 
to 6% of wages, that is to say, 24% from the em- 
ployer, 214% from the insured and 1% from the 
state, 


Scope 


The scheme applies to all manual workers, private 
employees and public servants whose remuneration is 
less than 3600 colons a year. 


Benefits 


All physical risks are covered and the Fund is 
organizing medical, curative and preventive assist- 
ance. Special importance is assigned to sickness and 
maternity insurance, the benefits of which include 
general and _ specialist care, hospital treatment, 
medicines and cash benefits. With a view to the 
prevention of disease and the conservation of health, 
the law has established compulsory periodical 
examinations for all insured persons and compulsory 
treatment for certain kinds of disease, such as 
tuberculosis and venereal diseases. 


CuapPpTER VI 


Czechoslovakia 


Czechoslovakia inherited a system of compulsory 
health insurance covering salaried employees from 
the old Austro-Hungarian Empire. An Act of 1919 
established the compulsory system for this group 
throughout the new Republic. The Act of 1924, 
amended in 1928, extended the scope to workers. 


Administration 


There are many insurance societies in Czechoslo- 
vakia, all of which are subordinate to the Central 
Social Insurance Institution which administers pen- 
sion insurance. In this way, medical benefits of health 
insurance and pension insurance are integral parts of 
one whole. Supervision of enforcement of the Acts is 
exercised by the Ministry of Social Welfare. 


As a rule, there is no free choice of doctor. The 
general method of payment of physicians is on a per 
capita basis. In some districts, however, doctors are 
on a salary basis. 


Financing 
Ni 


Ten wage classes are established and the contribu- 
tion toward health insurance is a definite proportion 
of the average daily wage, which must ordinarily 
not exceed 4.8%. The rate of contributions is fixed 
for each society by the Central Social Insurance 
Fund. 


The total contribution is shared equally by the 
employer and the insured. 


The state pays no subsidy. 
Scope 


The Act of 1924 made insurance compulsory for 
every person in the Republic who works under an 
agreement of service or apprenticeship, and not by 
way of subsidiary or occasional employment, and for 
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all non-manual workers employed in private under- 
takings. Workers engaged in marine or inland 
navigation and homeworkers are also included. 


Persons insured compulsorily for at least three 
months and who leave insurable employment may 
continue to insure voluntarily. Other persons outside 
the scope of compulsory insurance may take out 
voluntary insurance on certain conditions. 


In 1936, out of a population of approximately 
15,000,000 there were 7,000,000 persons insured. 
About 2,000,000 of these were compulsorily insured 
persons, with their 4,000,000 dependents also covered 
and, in addition, there were about 1,000,000 self- 
employed persons and miners, the latter coming 
under a special compulsory scheme. 


Benefits 


Cash Benefiis—The daily cash sickness benefit 
amounts to about two-thirds of the daily wage. Under 
certain conditions this amount is increased. Benefits 
are payable from the fourth day of incapacity and are 
continued up to 52 weeks. There is no provision for a 
qualifying period. 


Insured women receive a cash maternity benefit 
equal to the cash sickness benefit for six weeks before 
and six weeks after confinement. There is, as well, a 
nursing benefit, equal to half the maternity benefit, 
for mothers who nurse their children themselves, up 
to the end of the twelfth week after confinement. 


A funeral benefit equal to 30 times the daily wage 
of the insured is also granted. 


Benefits in Kind.—F ree medical treatment, drugs 
and other aids are provided to insured persons and 
their families from the beginning of the sickness for 
its duration. 


Maternity care includes obstetrical treatment for 
insured women and the wives of insured men. 


CuapTer VII 


Denmark 


A voluntary subsidized health insurance scheme 
was brought into existence in Denmark by an Act 
passed in 1892. In 1921 compulsory invalidity insur- 
ance for all ‘‘unpropertied” persons insured under the 
health insurance scheme was established. (‘‘Unpro- 
pertied” persons are those falling below a certain 
fixed economic level.) 


In 1933 a Social Security Measure and a Public 
Assistance Law were passed. This legislation made 
compulsory invalidity insurance universal, and health 
insurance became a complicated hybrid of compul- 
sory and voluntary principles of social insurance 
with an admixture of a “preferred” type of relief. 
The old-age pension system is still non-contributable, 
but no old-age pension can ever be obtained by a 
person who evades his legal obligations with respect 
to health insurance. 


Generally speaking, the 1933 legislation sees to it 
that every Danish citizen of appropriate years shall 
become at least polentially insured against sickness, 
and shall pay a specific annual sum for the privilege. 


Administration 


Government supervision of the health insurance 
scheme in Denmark is restricted to insuring that the 
various mutual-aid societies comply with the benefit 
requirements, remain financially sound, and guar- 
antee membership to anyone in passable health who 
desires it. In other respects insuring societies are 
allowed to manage their own affairs as they choose 
without government interference. 


The government’s supervisory office is the Direc- 
torate of Health Insurance Societies, and there is a 
central council of Registered Societies. These Regis- 
tered Societies are mutual-aid societies which are 
offered several types of government subsidy towards 
the cost of their health insurance benefits, on condi- 
tion that they register for government supervision, 
meet certain requirements in their policy, and offer 
benefits of prescribed minimum standards. The 
societies are grouped into District Federations for 
medical care and their arrangements must be ap- 
proved by the Minister of Social Affairs. District 
Federations are in turn members of a Central Union 
covering the entire country. 
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One unusual feature of the Danish plan is the fact 
that this Central Union has cooperative agreements 
with corresponding unions in Norway and Sweden, 
and by this means provision is made for the transfer 
of insured persons from one country to the other. 


In addition to the Registered Societies which 
receive subsidies on account of their “unpropertied” 
active members, there are non-subsidized Health 
Insurance Associations ‘Continuation Funds” for 
the better-to-do, or “propertied” class. Although not 
subsidized, these Associations are also subject to 
state supervision and control. 


With improved income, that is, as they pass from 
the “‘unpropertied” to the “‘propertied” class, mem- 
bers must give up their active membership in 
Registered Societies but they may become active 
members of a Health Insurance Association. 


Hospitalization in Denmark is simplified by the 
fact that hospitals are governmental and supported 
by taxes, like our public schools, and hospital care, 
as it does in Britain, includes medical and surgical 
attention by the staff. 


In 1936 there were 1,609 societies registered for 
health insurance, the largest having about 240,000 
members. There are eighteen Health Insurance Asso- 
ciations covering the whole country. (These Associa- 
tions do not directly provide medical care but par- 
tially reimburse their members for medical expenses.) 


Doctors are paid on the fee or capitation basis, 
depending on the locality, although the capitation 
basis is the more popular. 


Financing 


The government grants subsidies to approved 
mutual-aid societies, that is, the Registered Societies, 
but these subsidies are available only on behalf of 
“unpropertied”’ members, in other words, industrial 
wage earners or other persons with incomes and 
accumulations below stipulated amounts. It is 
estimated that these subsidies amount to about 54c. 
per year per “unpropertied’”” members. The direct 
government subsidies amount to more than 40% of 
the members’ dues. No subsidy is granted in respect 
of administrative costs or expenditures on drugs. 


By a 1921 amendment, societies are reimbursed by 
special subsidies for three-quarters of the additional 
expense entailed by illness of physically handicapped 
members. 


The commune also has a share in meeting health 
insurance expenses in Denmark. The hospitalization 
costs, met by the commune, over and above what is 
paid by the societies for treatment of their members, 
is more than double the government’s actual contri- 
butions. Communes are not allowed to charge 
societies more than 50% of the usual hospital rates. 
The commune must also pay for medical, hospital and 
cash benefits for the additional 13-week period 
granted to needy or unemployed insured persons. 


No part of the cost of health insurance in Denmark 
is met by the employer, as such, although employers 
do contribute to the cost of compulsory invalidity 
insurance. 


Owing to the nature of the Danish system, under 
which citizens may insure with any Registered 
Society, some giving greater benefits than others, the 
amounts paid by the insured vary widely according 
to the amount of cash benefit and other benefits 
desired. The average weekly contribution paid by the 
insured member in 1936 was 0.41 krone (about 1Ic.). 


Passive ‘“‘contributing” members pay a small sum 
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(2 kroner to the age of 25, after that 2.50 kroner) as a © 


premium. No benefits are payable to the passive 
contributing member. 


Arrears, because of unemployment or other 
' calamities, need not interrupt the insured person’s 
protection, as the commune is obliged to keep up 
dues when the insured, because of such circumstances, 
cannot afford to pay them. 


Scope 


By the 1933 legislation, every person between the 
ages of 21 and 60, unless already insured, must seek 
either active (“‘participating’’) or passive (‘‘contri- 
buting’’) membership in a Registered Society or a 
Health Insurance Association. If he or she is able to 
make any contribution towards self-support and is 
not actually ill when the application is made, mem- 
bership cannot be refused. Persons who fail to comply 
with the 1933 provision that all must register with an 
insurance fund and contribute lose their right to 
old-age pensions and are subject to a fine. 


As already mentioned, citizens are divided into 
“unpropertied”’ and “‘propertied”’ classes for purposes 
_ of health insurance. The government fixes each year, 
by reference to statistical data on wages and the cost 


of living, the income limit and the property limit set 
up for the determination of ‘‘unpropertied”’ as dis- 
tinguished from “‘propertied” persons. The objective is 
that the limits of income fixed for the “‘unpropertied”’ 
group shall correspond with the annual earnings of a 
skilled worker employed full time. In 1936 the income 
limit was set at 4,200 kroner ($1,134) in Copenhagen, 
3,600 kroner ($972) in towns, and 2,800 kroner ($756) 
in rural areas. The maximum figure for property 
owned was set for the entire Kingdom at 14,000 
kroner ($3,780) for breadwinners, and 9,500 kroner 
($2,565) for others. 


All persons must take out either “passive’’ or 
“active” membership. ‘““Unpropertied”’ persons must 
insure either actively or passively with a Registered 
Society, while “propertied’” persons can insure 
passively with a Registered Society or a Health 
Insurance Association, but if they desire active 
membership, they must join either a Health Insur- 
ance Association or a special section of a Registered 
Society which receives no subsidy. A Health Insur- 
ance Association must admit all persons between the 
ages of 14 and 40, who are “propertied”’ and who 
comply with other requirements in respect to health. 


Passive members can, up to the age of 60, if they 
become ‘‘unpropertied”, have their status changed 
and become active members. Also, at any time before 
the age of 40, though remaining “propertied”’ and 
still not eligible for active membership in a Regis- 
tered Society, they can demand active membership in 
a Health Insurance Association. 


By the original legislation, Registered Societies had 
to accept anyone in passable health who desired 
membership. Persons suffering from incurable or 
chronic diseases were to be admitted only if the rules 
of the society permitted it, and many did. Such 
members were not to be entitled to benefit during 
periods of the special handicapping disease, but were 
to be insured against all other types of illness. 
However, by a 1921 amendment, societies are re- 
quired to admit a physically handicapped person to 
full membership and unconditional benefit if such 
persons are able to make any contribution towards 
self-support. 


Under the Danish law, a member’s children, under 
15 years of age, are covered for medical and hospital 
benefits as well as the member himself. The wife of an - 
insured member is expected to be insured in her own 
right, and she does not derive any direct benefit 
from her husband’s insurance. 


The scope of Denmark’s health insurance system 
may be gauged from the fact that in 1936 there were 


2,100,000 “‘unpropertied” persons over 15 years of 
age insured, which was 77% of that age group. 
Together with the 800,000 children who were entitled 
to medical and hospital care, this constitutes approx- 
imately 88% of the Danish population, in contrast 
to 40% in England who are receiving insurance 
medical benefit. In addition, the Health Insurance 
Associations for the “propertied”’ persons had an 
additional 112,000 members in 1936, and the State 
Railway Health Insurance Association some 38,000 
more. 


Benefits 


The most significant feature of the Danish system 
has always been its emphasis on hospital and medical 
care. A continually increasing percentage of total ex- 
penditures has been devoted to such benefits in 
comparison with the cash benefits paid. 


Cash Benefits —For the cash sickness benefits there 
is a qualifying period of six weeks which, in the case 
of ‘““unpropertied”’ persons, is dispensed with in case 
of accident. Thereis also a waiting period of three 
days; that is, cash benefits are not paid for the first 
three days of illness, and societies are permitted to 
set a seven-day waiting period. Benefits are granted 
for 13 weeks in the year and also for another 13 weeks 
in the case of needy members. The cost of this second 
13-week period, as well as the payment of dues during 
unemployment periods, is guaranteed at the expense 
of the commune without the usual penalizing effect 
of loss of civil rights which was imposed on poor 
relief recipients. 


Thus provision is made for 26 weeks in the year, 
but there is a maximum of 60 weeks in a three-year 
period. The member who draws 60 weeks’ benefit in 
three successive years has his active status suspended 
for at least a year. 


No cash benefit is ever payable unless income 
during the illness is either cut off or reduced, nor is 
it payable in case of a compensated industrial 
injury, although regular medical benefit is granted. 


Daily cash benefits ordinarily must not be less than 
40 ore, which is the price of two quarts of milk in 
Copenhagen, nor more than 6 kroner ($1.62), which 
is about 30% more than a farm labourer’s wage. In 
no event must they exceed 80% of the customary 
income. A society’s rules may provide that cash 
benefit be reduced during hospitalization. 


By the 1921 Amendment to the legislation, 
maternity benefits are required, including both cash 
allowances for 14 days after childbirth and medical 
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care, when necessary, during confinement. There is a 
qualifying period of 10 months for maternity bene- 
fits. These benefits provide a cash allowance equal to 
the regular cash sickness benefit. Free midwife 
assistance and medical attendance are also guar- 
anteed. Women who are required by the Factory Act 
to abstain from work for four weeks after childbirth 
receive a further cash allowance equal to about half 
the minimum factory wage. This allowance is con- 
tinued another two weeks if the mother stays away 
from work to nurse her child. The same cash allow- 
ance is paid for eight weeks before confinement to 
women working in industries which are listed as 
especially detrimental at that stage of pregnancy. 


As in the British scheme, childbirth is not recog- 
nized asan illness, but necessary medical attendance at 
confinement and delivery is included in the insurance, 
as a separate maternity benefit. Such attendance is 
deemed “necessary” if, in the opinion of the medical 
officer, such medical aid is required. A midwife, 
nursing assistance for the mother and child, and the 
necessary dressings, supplies, etc., must also be pro- 
vided by the insurance society. 


Benefits in Kind.—The necessary minimum bene- 
fits are granted, as in the case of cash benefits, for a 
total of 26 weeks in the year, and these benefits 
include medical care and hospital treatment for the 
member and his children under 15 years of age. Other 
benefits, such as free medicine, massage, medicinal 
baths, home nursing, etc., are permitted under the 
regulations, but are not required. Some societies 
provide specialists’ services as well as family doctor 
attendance, and most of them pay part or all of the 
cost of drugs and surgical appliances. The qualifying 
period for benefits in kind is the same as that for 
cash benefits. 


No pharmaceutical benefits are required under the 
regulations, except the payment of three-quarters 
of the cost of insulin, liver compounds, eucortone, 
etc. Hospital care includes sanatorium care for 
tuberculosis. 


All urban societies and most of the rural ones pro- 
vide a dental benefit consisting of a contribution 
towards the cost of such treatment. The insured pays 
some 20% to 50% of the cost, depending upon the 
society of which he is a member. 


Passive members receive no benefits, either cash or 
medical, but by paying their small contributions are 
in a position to take out active membership whenever 
they wish to do so and thus become eligible for 
benefits. 


Cuapter VIII 


Ecuador 


Ecuador has had a social insurance scheme for 
some years and in 1942 a new law was passed reform- 
ing the country’s social insurance system. The risks 
covered under the scheme include sickness, mater- 
nity, invalidity, old age, death, industrial accidents 
and occupational diseases. 


Administration 


The working of the existing insurance funds, 
namely, the Civil Pension Fund and the Insurance 
Fund for Private Employees and Wage Earners, is 
supervised by the National Insurance Institute, 
which has the power to draw up or amend the rules 
and financial estimates of the two funds. Its approval 
must also be obtained for the annual accounts and 
the actuarial valuations, and it is empowered to 
amend the agreements and decisions of the funds and 
to revise, on appeal, their sentences in cases of dis- 
putes with their members. There is no appeal from 
the decision of the Institute. 


Scope 


According to the new law of 1942, insurance is 
compulsory for private employees, wage earners and 
public employees, while the National Insurance 
Institute is empowered to extend the scope of insur- 
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ance to agricultural workers, domestic servants, 
home workers and temporary workers. 


No maximum or limit of remuneration is prescribed 
in connection with liability to insurance. The law 
itself lays down only general principles and leaves 
it to the National Insurance Institute to fill in the 
details. 

Benefits 


Provision is made for the grant of benefits, both in 
cash and in kind, to insured persons. The rate of cash 
benefits is to be prescribed later, while the benefits in 
kind will continue to be provided by the existing 
medical services, that is to say, a network of poly- 
clinics and dispensaries which in 1940 provided 
attention for 130,000 contributors at a cost of about 
2,000,000 sucres. 


According to the projects which the National 
Insurance Institute used in the preparation of the 
regulations, the cash sickness benefits would amount 
to 40% of remuneration, and both these benefits 
and medical, surgical and pharmaceutical treatment 
are to be granted for a maximum period of 26 weeks. 
Invalidity pensions may be granted to. insured 
persons who have at least five contribution years to 
their credit. 


CuapterR IX 


Eire. 


Compulsory health insurance in Eire was instituted 
by the same Act which established the system in 
Great Britain, namely the National Insurance Act 
of 1911. Although Eire’s system has developed on its 
own lines, in some ways, especially in relation to 
medical treatment, it retains many of the features of 
the British system, particularly the flat rate principle 
for cash benefits. In other words, the benefits are 
provided without relation to previous earnings. 

In 1934 the system, as far as pertained to Approved 
Societies, was amended, and in 1942 the financial 
system on which it was based was modified in order 
to make available revenue for additional benefits. 


Administration 


In 1934 the government abolished the system of 
Approved Societies established by the British Na- 
tional Insurance Act and set up in their place a single 
National Health Insurance Society. This Society 
took over the assets and liabilities of all the Approved 
Societies and is managed by a committee consisting 
of nine persons elected by the insured, three em- 
ployers’ representatives appointed by the Minister for 
Local Government and Public Health, and three 
trustees similarly appointed. 


Financing 


The state pays two-ninths of the cost of benefits 
and of local administration and the whole cost of 
central administration. . 

A flat per capita contribution is made by the 
insured, with, in the case of men, an equal contribu- 
tion coming from the employer. Weekly payments 
are set at 4d. from employer and 4d. from insured 
for men, and 4d. from employer and 3d. from 
insured for women. 


Scope 


Insurance is compulsory for all employed persons 
aged 16 and upwards, with the exception of non- 
manual workers whose annual remuneration exceeds 
£250, casual workers employed otherwise than for the 
purposes of their employer’s trade or business, unpaid 
apprentices and unpaid children of the employer, and 
public servants and others entitled to equivalent 
benefits. 

In 1933 Eire had 473,766 persons covered by health 
insurance. 
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Benefits 


Cash Benefits —Until 1942 only cash benefits were 
provided. In order to be entitled to these benefits the 
beneficiary must be continuously insured for a period 
of 26 weeks with actual payment of 26 contributions. 
He is then entitled to benefit at the reduced rate, 
which consists of 9s. weekly for men and ‘7s. 6d. 
weekly for women. After 104 weeks of insurance and 
the payment of 104 contributions he is entitled to 
benefit at the full rate, which is 15s. for men and 19s. 
for women. There is a waiting period of three days for 
the cash benefit, and payments are made for a total 
of 26 weeks. 


There is also a maternity benefit for which the 
beneficiary or her husband must have been con- 
tinuously insured for 42 weeks with actual payment 
of 42 contributions. The maternity benefit consists of 
a lump sum, payable on confinement, at the follow- 
ing rates: insured woman, £4; wife of an insured 
man, £2. 

An insured woman who marries loses all her 
acquired rights to benefits and, if she remains in 
insurable employment, must complete afresh the 
qualifying periods for the several benefits. In com- 
pensation for the loss of her acquired rights, she is 
granted a lump-sum marriage benefit, the amount of 
which varies with the duration of her insurance and 
the number of contributions paid by her. 

If the society, after the quinquennial actuarial 
valuation of its assets and liabilities, is found to 
possess a surplus, it may use that surplus for the 
provision of additional sickness, disablement and 
maternity benefits, and for paying part of the cost of 
dental, ophthalmic, hospital, etc., treatment. These 
benefits are only available to persons who were 
members of the Society at the date of the valuation. 


Benefits in Kind.—Until 1942 the only benefits in 
kind provided by the National Health Insurance 
Society were those resulting from the use of surplus 
funds, as mentioned above. 

The additional benefits under the 1942 Amendment 
will, it is expected, include payment of part or the 
whole of the cost of dental and hospital treatment, 
ophthalmic treatment, glasses, etc. Insured persons 
will continue to obtain ordinary medical care at their 
own expense or, if this is beyond their means, to use 
the free facilities afforded by the public dispensaries. 


CuHaprer X 


Esthonia 


Esthonia is another of the countries created by the 
Treaty of Versailles which inherited a system of 
health insurance and has developed it on a com- 
pulsory basis in the intervening years. The Esthonian 
Acts providing for compulsory health insurance were 
passed in 1917 and 1920. 


Administration 


Insurance is administered by works funds with at 
least 500 members and by joint funds for several 
undertakings, each having competence for a specified 
area. The total number of funds in 1933 was 28. 


The funds are managed exclusively by representa- 
tives of the insured persons and are supervised by five 
insurance offices, one for each district, presided over 
by justices of the peace. 


The central supervisory authority is the Insurance 
Council. 


Financing 


The contribution varies with the actual wages of 
the insured person, the amount being fixed by a gen- 
eral meeting of the insurance fund. An exception to 
this system is, however, allowed and the rules of the 
fund may provide that the rate of contribution shall 
be fixed according to categories instead of calculated 
as a percentage of each member’s wages. The manage- 
ment of the fund then lays down, subject to the provi- 
sions of the rules, the method of classifying the 
members and of transferring them to another class 
when their wages have changed. The worker’s contri- 
bution may be from 1% to 2% or, for small funds, 
3% of wages. 


The contribution is shared equally between the 
insured and the employer, but the cost of medical 
treatment is borne solely by the employer. 


No government subsidy is paid. 


Scope 


Persons engaged in industrial undertakings, mines, 
inland navigation, tramways and buildings, and 
small masters are covered, but coverage does not 
apply to any undertaking employing less than five 
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workers, unless such undertaking is brought within 
the scope of the Act by the authorities. Municipal 
and certain state workers, governed by special Acts, 
are also included, as are aliens and persons employed 
by the sickness funds. 


Workers in agriculture, the merchant marine, 
commerce, domestic servants and homeworkers are 
exempt, as well as state employees, other than those 
covered by special Acts. Casual labourers on jobs 
lasting a week or less are also excluded. 


Benefits 


Cash Benefits—Cash sickness benefits vary be- 
tween one-half and two-thirds of wages. Within these 
limits the sickness funds may fix the rate of benefit, 
taking account of family responsibilities. The rate is 
fixed once a year by the general meeting of the fund. 
There is no qualifying period to become eligible for 
the benefit, but there is a waiting period of three 
days. The time limit is 26 weeks, or 30 weeks in case 
of a relapse. 


A cash maternity benefit is granted to women if 
they have been members of a fund for at least three 
months before confinement. It amounts to 50% of 
the basic wage and is payable for two weeks before 
and four weeks after confinement. 


Funeral benefits are also provided. 


Benefits in Kind.—Benefits in kind are granted 
from the first day of sickness and as long as the 
patient is a member of the fund, but for not more 
than 26 weeks a year, or 30 weeks in the case of 
relapse, when the sickness entails incapacity for work. 


Medical attendance is granted at the expense of 
the employer, but funds may themselves organize 
benefits in kind, the employer paying contributions 
thereto not exceeding 2% of the wages of the insured. 


First aid in cases of sudden illness, dispensary and 
hospital treatment, including maintenance, and 
obstetrical treatment, as well as medicines and neces- 
sary appliances, are provided. 


The funds may grant medical assistance to mem- 
bers of the insured person’s family under the heading 
of optional benefit. 


CHAPTER XI 


France 


France has had long experience with voluntary 
insurance against sickness, as such insurance received 
legal status by the law of July 15, 1850, and the 
organic decree of March 26, 1852. On April 1, 1898, a 
mutual-aid insurance law was passed which regulated 
the operations of these societies. By 1930 the mutual- 
aid insurance societies numbered 22,470 with 6,596,- 
000 members. 

The French compulsory health insurance scheme 
went into operation in 1930, as the result of an 
omnibus measure which was enacted in 1928 and 
amended in 1929 and 1930. It came into force July 1, 
1930. This set up a compulsory system applicable to 
industry, commerce and agriculture, not only of 
health insurance but also of old-age and invalidity 
insurance and a limited form of survivors’ insurance. 
Under it there are two distinct insurance schemes, 
one applying to workers in commerce and industry 
and to domestic servants, and the other limited to 
agricultural occupations. 

This 1930 scheme was revised by a “‘decret-loi” in 
October 1935. 


Administration 


The French plan operates under the control of the 
Ministries of Labour and Finance and the consulta- 
tive Superior Council of Social Insurance. For admin- 
istrative purposes, France is now divided into 
regions instead of departments, all the funds in a 
region being joined in a union of funds which serves, 
among other things, as a primary reinsurance fund 


for its members. Behind these unions stands a Central © 


Guarantee Fund. 

Both cash and medical benefits are administered by 
the mutual-aid societies, when approved as official 
insurance funds. Supplementary departmental insur- 
ance funds are also provided to conduct the insurance 
of persons entitled to insurance who have failed to 
join one of the approved societies. 

Each health insurance fund (society) affiliates 


itself with an invalidity insurance fund. The worker . 


is free to choose his health insurance fund only. 

The management of each fund is vested in a board 
of management consisting of at least 18 members, 
not less than half being insured persons elected by 
the general meeting of the insured, six being repre- 
sentatives of employers chosen by employers affiliated 
to the fund, and the remainder being doctors ap- 
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pointed on the recommendation of the medical 
association. 

The French scheme provides absolutely free choice 
of doctor. The doctor who treats an insured person 
does not receive remuneration either from the 
insurance organizations, as does the insurance doctor 
in Denmark, or from the governmental authorities, 
as in Britain, but is paid directly by the insured, who 
then receives from the insurance societies a fraction 
of the doctor’s bill. Under the French scheme the 
doctor and patient determine between them the cost 
of the services, but the insured receives only 80% of 
the amount set forth in the “‘tarif de responsabilité”’ 
as the appropriate fee for the type of medical service 
rendered. Thus if doctor and patient arrive at a 
figure higher than the tariff fee, the patient then 
receives less than 80% of the actual cost of services 
from his society. 


Financing 


The state provides a subsidy which varies in 
amount with the reduction in poor relief expendi- 
tures, but which averages about 140,000,000 frances 
annually. 

The amount of contributions is based on a per- 
centage of wages, 8% being the figure, 4% from the 
worker and 4% from his employer. This premium 
covers not only health insurance benefits but mater- 
nity, old-age and invalidity benefits as well. The 
employer acts as the collecting agency. 

The above percentage rates apply to workers in 
commerce and industry. In the case of agricultural 
workers, a flat rate of contributions is set for sickness, 
maternity, death, invalidity and old-age benefits. 
The contributions are divided equally between 
insured and employer, and, for children under 16, 
total 144 francs per year, for women, 192 francs per 
year, and for men, 240 francs per year. 


Scope 


All wage earners in industry and commerce, 
whether manual workers or non-manual employees, 
who are between the ages of 13 and 60 and whose 
annual earnings are at least 1,500 francs ($99) but 
not in excess of specified maximum amounts are 
covered by the French scheme. The specified max- 
imum is supposed to correspond roughly to the 


full-time wage of a skilled worker, and varies with the 
locality and the family obligations of the insured. 
It ranges from 15,000 to 25,000 francs. 


Agricultural workers are covered by a special 
compulsory and contributory scheme. Voluntary 
insurance is open to small farmers, share croppers, 
etc., as a supplement to the compulsory insurance 
covering agricultural employees. 

In general, only employees are covered, but home 
workers are classed as employees for purposes of the 
Act. Special groups such as miners, seamen, railway 
workers and civil service employees, for whom special 
legislation had already provided sickness protection, 
were omitted from the Act. 

Under the original legislation of 1930 voluntary 
insurance was open to small shopkeepers, artisans, 
self-employed non-manual workers, etc., and other 
persons described as those depending for a livelihood 
principally upon their labour, provided their annual 
earnings did not exceed the limits set for the com- 
pulsory insurance. This provision has, however, now 
been abolished and voluntary insurance is open only 
to the wife of the insured, with the exception of 
certain groups engaged in agricultural activity. The 
wife of an insured person receives medical benefits 
through her husband’s insurance, but for cash, 
maternity, invalidity and old-age benefits she must be 
insured in her own right. Dependents of the insured, 
other than the wife, are also eligible for medical 
benefits. 


In 1935 there were about 11,000,000 workers under 
the compulsory insurance scheme who, with. their 
families, were entitled to benefits. These were dis- 
tributed among about 750 health insurance funds. 


Benefits 


The insured’s eligibility for cash benefits and 
benefits in kind is determined by the amount of his 
aggregate contributions. Exclusive of his employer’s 
contributions, there must be credited to his account 
either 30 frances ($1.98) from the previous two 
quarters or, failing that, 60 francs ($3.96) in the 
previous four quarters, in order that he may qualify 
for benefits. 

An insured person whose disability results from 
deliberate misconduct receives only medical benefits. 


Cash Benefits—Cash sickness benefits range from 
3 to 18 francs a week, with a supplemental daily 
allowance of 1 franc for each child under 16. As stated 
above, the amount of cash benefit is computed 
according to a schedule based on the aggregate 
amount of contributions standing to the worker’s 
credit in the period of reference used. 
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Health insurance rights are maintained during 
disability. The insured receives only one-quarter of 
the cash benefit during hospitaliztion when he has 
no dependents. If married he receives half, and if 
married with one child he receives two-thirds. 

Pregnancy and child-birth are specially provided 
for by a maternity benefit. This cash benefit is 
granted the insured woman for a three-month period 
(six weeks before confinement and six weeks after) on 
condition that she cease remunerative work during 
the compensated period. The amount is the same as 
the regular cash sickness benefit. A woman who is 
insured in her own right is also entitled to a cash 
nursing benefit, if she nurses her infant. This amounts 
to at least 175 frances ($11.55) a month for four 
months. 


Benefits in Kind.—The French system differs from 
most other systems in the manner in which medical 
benefits are provided. The original French health 
insurance bill provided the conventional medical 
benefit guaranteeing actual medical services, but 
this was defeated through the efforts of the French 
Medical Association which introduced the substitute 
bill which was enacted into law. 


As a result, the medical benefit does not consist of 
actual medical service and treatment but merely of 
partial reimbursement for or advance toward the 
insured’s expenditures on medical, surgical and 
hospital care and drugs. It was adopted as a principle 
that the insured should always participate in medical 
benefit costs, and his compulsory share is called the 
“ticket modérateur’’. This was intended as a primary 
check on the abuse of medical benefits. The various 
insurance societies provide only 80% of the standard 
fee set for various types of medical treatment. 

This type of medical benefit is granted in the case 
of illness of the dependent family as well as of the 
insured, for a maximum period of six months from 
the date of the first medical consultation in respect 
to the illness. Through invalidity insurance, the same 
medical benefit rights are granted for the first five 
years during which an invalidity pension is drawn. 

In cases where the insured is unable to pay his 
share (20% or more) of the medical benefit costs, the 
medical] assistance authorities are required to pay the 
“ticket modérateur” share. The medical assistance 
authorities pay the doctors directly at the fund’s 
scheduled rates, after receiving from the fund its 
80% share. 


Pharmaceutical benefits are regulated in a similar 
manner to the medical benefits. The insured pays the 
chemist directly and is later refunded 80% of the 
amount that does not exceed 25 francs, and 60% of 
the amount in excess of 25 francs. 


CuHapPTeR XII 


Germany 


Germany, the first of all countries to institute com- 
pulsory health insurance, did so when Bismarck’s 
Sickness Insurance Bill was passed by the Reichstag 
on May 31, 1883, coming into operation on December 
1, 1884. This primary bill applied only to industrial 
wage earners, but in 1885 workers in commerce and 
transportation were added and in the following year 
many groups of agricultural workers were included as 
well. In 1892 the scheme became a general one for all 
employed workers. 


During the early years of Hitler’s regime, the 
government’s medical program was looked upon by 
many observers as one of the greatest props of the 
totalitarian state. 


Administration 


The administrative responsibility of Germany’s 
health insurance rests primarily with the sickness 
insurance societies or funds (krankenkassen). There 
are seven types of funds, of which the Ortskranken- 
kassen (territorial funds) are the most important. 
These are organized on a regional basis and include 
all insured persons in a given locality who are not 
members of another type of fund. These other types 
include works funds, guild funds, mutual-aid societies, 
etc. The control of each fund is fixed in a body of 
representatives, two-thirds of whom are elected by 
the insured and one-third by the employers. 


Thus the practical work of administering health 
insurance is entrusted to the funds (or societies) and 
the laws allow them broad powers and discretions. 
Yet they are public corporations, not administrative 
bodies, and they may sue and be sued in the courts. 


The krankenkassen are supervised and regulated 
by the state, through a series of public offices or 
tribunals: the local and regional insurance offices, the 
superior insurance offices, and finally the Federal 
Insurance Office which, conjointly with the Ministry 
of Labor, is the highest authority. 


Both cash benefits and benefits in kind are admin- 
istered by the krankenkassen, of which there are 
about 6,000 in operation. The majority of persons 
(over 60%) are members of the regional (Ortskran- 
kenkassen) rather than the occupational funds. 


A free choice of doctor from among all who engage 
in insurance practice is customarily allowed. Physi- 
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cians are paid sometimes on a capitation basis, some- 
times on a fee basis, and sometimes by a salary, 
although the fee basis is the most common method of 
remuneration. 


Financing 


The scheme of 1883 charged two-thirds of the cost 
of health insurance to the workers and one-third to 
the employer, with the government contributing no 
percentage, not even a subsidy. Since 1934, however, ~ 
contributions of employers and employees have been 
equal. 


Under the law, total contributions must not exceed 
7.5% of earnings, and in most cases cannot exceed 
6%. Other than this law fixing the maximum con- 
tributions, the state leaves most details concerning 
financing to the non-profit insurance companies 
(krankenkassen) themselves. 


As contributions are based on a fixed percentage of 
earnings, this means that each insured person is 
contributing according to ability to pay, and that his 
employer is also contributing on a corresponding 
sliding scale. 


Voluntarily insured persons pay the whole contri- 
bution themselves. 


Scope 


Under the legislation which culminated in 1886, 
workers in commerce and industry, and many groups 
of agricultural workers were compulsorily insured. 
By 1928 three classes of insured persons had been 
clearly established :— 


(1) Manual workers, apprentices, domestic ser- 
vants, etc., must insure and, because their 
wages are highly variable, no wage limit is 
specified for persons in this class. 


(2) Salaried employees and officials (factory 
officials, foremen, shop assistants, actors, 
musicians, teachers, social workers, persons 
engaged in home industry, crews of German 
vessels, etc.) must insure if they are in 
manual or non-manual trades and occupa- 
tions and earn less than 3,600 RM. ($858) 


per year. 


(3) Persons in (1) and (2) whose earnings 
exceed the specified maximum and who are 
self-employed persons or family dependents 
who work without a contract of labour may 
unsure voluntarily. 


In 1934 there were approximately 20,000,000 in- 
sured persons and some provision for family benefits 
was made to about 14,300,000 dependents. It is 
estimated that this covered about two-thirds of the 
entire population. 


Voluntary health insurance has also been extending 
rapidly of recent years among persons above the 
financial limits of the compulsory system. 


Benefits 


The state fixes the minimum or statutory benefits 
and specifies additional benefits which may be fur- 
nished under certain conditions, leaving further 
details to the krankenkassen themselves. 

Cash Benefits —Cash sickness benefits must be not 
less than 50% of the basic wage, payable from the 
fourth day of illness to the end of 26 weeks. The total 
may not, however, exceed 75% of the basic wage. 
The three-day waiting period had, by 1925, been 
dispensed with by over 82% of the sickness funds. 


In 1941 the krankenkassen were authorized to 
continue the payment of cash benefits after the 
26-week period was exhausted, so long as there 
appeared to be a reasonable prospect of the restora- 
tion of earning capacity in any occupation that the 
insured person concerned could take up. 


Cash benefit is reduced when hospital benefit is 
being provided. 


A cash maternity benefit is authorized by statute. 
Each krankenkassen must pay to an insured woman 
a lump sum of 10 RM. and a daily benefit equal to 
the cash sickness benefit (50% of wages), but not less 
than 0.50 RM. daily, for four weeks before and six 
weeks after confinement. This daily benefit must be 
increased to three-quarters of her wages and be 
furnished six weeks before confinement if she does no 
paid work during this period. There is also a nursing 
benefit, equal to half the maternity benefit, for 12 
weeks after confinement. 


The funds are allowed to extend these maternity 
benefits to uninsured wives or other dependents of 
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insured persons, and practically all of them do so. 
Approximately two-thirds of all the maternity cases 
in Germany are assisted by these benefits. 


There is also a statutory funeral benefit of a lump 
sum equal to at least 20 times the basic daily wage 
of the deceased, which is made to his family. This 
lump sum can be increased to 40 times the basic 
daily wage. 


Benefits in Kind.—As mentioned under the section 
on cash benefits, there are statutory benefits decreed 
by the state which each krankenkassen (or fund) 
must provide and there are optional benefits which 
the funds may provide if they so desire. 


The statutory benefits consist of medical attend- 
ance, including specialist care; prescribed medicines, 
spectacles, trusses and other minor medical and 
surgical appliances; hospital treatment; medical 
attendance for insured’s family; and maternity care 
for insured women and the wives and daughters of 
insured men. These statutory benefits must be 
provided without a waiting period for as long as cash 
benefits continue (26 weeks or more). 


There has been a general tendency on the part of 
the insurance funds to extend benefits in kind to 
family dependents of insured persons, as allowed by 
the law. These additional benefits commonly include 
hospital and other institutional treatment for depen- 
dents, home nursing, convalescent care, special 
maternity care, artificial limbs, ete. 


The optional health benefits furnished by the 
krankenkassen have taken many forms, such as 
supplementary maternity benefits, infant and child 
health care, dental service for school children, 
periodical health examinations of adolescents and 
adults, convalescent and sanatorium care, facilities 
and maintenance for tubercular persons, venereal 
disease services, popular education in sex and in 
general hygiene, etc. 


Under the pharmaceutical benefits, the insured 
pays a flat fee of 0.25 RM., or the actual cost if less 
than this, on receipt of the medicine. 


Dental benefit includes prophylactic treatments, 
dental surgery, and a contribution toward the cost of 
artificial teeth, as well as treatment for acute tooth- 
ache and extractions. 


Cuaprer XIII 


Great Britain and Northern Ireland 


A compulsory system of health insurance in Great 
Britain and Ireland went into effect in 1912, following 
the passage of the National Insurance Act of 1911. 
The 1911 Act has been amended frequently since 
that time but without altering the main features of 
the original scheme. 


One of the more important of the amendments went 
into effect on April 4, 1938, with the passage of the 
National Health Insurance (Juvenile Contributors 
and Young Persons) Act. 


Administration 


In July 1919 the administration of health insurance 
was made one of the duties of the newly-created 
Ministry of Health and the special government 
agency, the National Health Insurance Commis- 
sioners, set up by the original enactment was dis- 
pensed with. A medical referee advisory service was 
established in 1920, and it has been perfected in the 
interim. In Scotland, the central authority resides 
with the Department of Health for Scotland. 


The scheme is administered indirectly by approved 
mutual benefit societies, the British ‘Approved 
Societies” system. The Approved Societies have 
the task of enrolling members and the duty of 
administering the statutory cash benefits and such 
additional benefits as the financial position of the 
society permits it to give. They do not, however, 
administer benefits in kind, which are controlled by 
the Insurance Committees, except in the case of 
Northern Ireland where the benefits are administ- 
ered by the central authority. 


Insurance Committees are set up for each insurance 
area, i.e., each county and county borough. They are 
specially created local committees representative of 
workers, doctors and public. Each Committee re- 
ceives an annual allotment from the insurance funds 
for each insured person resident in the area, and is 
obligated to provide and pay for the scheme’s medical 
benefits. 


Since 1929 there also has been a governmentally 
organized insurance carrier for deposit contributors 


who have been unable, because of bad health, to . 


secure membership in an Approved Society. This 
“deposit contributors’ insurance section” functions 
like an Approved Society. 
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There are about 800 Approved Societies with some 
6,000 branches in England and Wales. The member- 
ships of these societies range from less than 100 to 
over 2,000,000. 


The employer is the collecting agency for the 
government, paying both his own and the worker’s 
share by purchasing insurance stamps which are 
placed in an insurance book for each worker. The 
employer holds out the worker’s contribution from 
his pay. 

Great Britain’s was the first health insurance 
measure to throw insurance practice open to the 
whole medical profession and to allow a free choice of 
doctor. Insured are allowed a free choice of physician 
from any of those on the “panel” and may change 
their doctor at stipulated intervals. 


The insurance doctors render service in accordance 
with a standard form of practice embodied in the 
T.S.P. (terms of service for practitioners) contract. 
The doctor is obliged to give the insured worker too 
ill to work a certificate of incapacity which the worker 
uses in making his claim for cash benefits from his 
Approved Society. The Approved Society has no 
direct relations with the doctor and no control over 
him. The doctor’s contacts are solely with the Insur- 
ance Committee. 


The conditions which a mutual benefit society 
must meet in order to qualify as an Approved Society 
stipulate that it must be non-profit, self-governing, 
must guarantee the standard benefits payable under 
the Act, and not reject applicants on account of age. 
If it has fewer than 5,000 members, it is required to 
form a “central pooling fund” with other societies for 
their mutual protection. Friendly societies are per- 
mitted to organize compulsory insurance sections 
into “approved” organizations. It is interesting to 
note that large commercial insurance companies 
organized Approved Societies which presumably met 
these requirements. 


Financing 


The scheme is financed by a joint contribution 
from the employer and the insured person and by a 
state subsidy. 


The government bears all the costs of central 
administration and pays one-seventh for men and 


one-fifth for women of the cost of the cash benefits 
and of local administration. The ratio of the govern- 
ment grant to the total annual income has been 
substantially reduced in recent years. Until 1925 the 
state paid two-ninths for males and one-quarter for 
females, but at present the figures are one-seventh 
and one-fifth, as just mentioned. 


A flat per capita contribution is made by the 
insured person, with the employer contributing a 
similar amount except in the case of women. The 
present rate of contribution is 514d. from both em- 
ployer and employee for men, and 5)4d. from em- 
ployer and 5d. from employee for women. 


Employers of “exempt”? workers are required to 
contribute at the usual employer’s rate in order to 
prevent employers from deriving an advantage from 
hiring exempt workers. In the case of workers who 
are remunerated at no more than 3s. a day, the em- 
ployer is required to pay the whole of the worker’s 
contribution in addition to his own. 


The excusing of arrears resulting from bona fide 
unemployment has now been made a permanent 
part of the scheme, thus assuring the continuity 
of protection during all phases of future business 
cycles. 


Voluntarily insured persons pay the contributions 
usually paid by the employer and employee. 


Scope 


Under the original Act, insurance was compulsory 
for all employed persons aged 16 to 65, with the 
exception of non-manual workers whose annual 
remuneration exceeded £160, casual workers employed 
otherwise than for the purpose of their employer’s 
trade or business, unpaid apprentices, and unpaid 
children of the employer. 


With the passage of the National Health Insurance 
(Juvenile Contributors and Young Persons) Act in 
1938, the scope was considerably extended, for this 
Act provided medical benefit under the principal 
Act to cover all young persons over the school-leaving 
age who became insurably employed. This closed the 
gap which had existed between medical supervision 
under the school medical service and under the 
insurance medical service. 


The salary limit for non-manual workers was also 
raised from £160 to £250 in 1919, and to £420 in 
1941. When the £160 limit was set British wage 
levels were such that this figure covered most of the 
white-collar workers. 
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Self-employed workers were excluded from the 
compulsory conditions of the Act, but were per- 
mitted to insure through voluntary insurance. Since 
1918, however, the right to participate voluntarily 
in the insurance scheme has been restricted generally 
to persons who were formerly compulsorily insured 
and who, through change of employment or for other 
reasons, have moved out of this insured group. 


At the present time insured persons are covered for 
cash benefits from school-leaving age to age 65, 
when they become eligible for old-age pension. 
Medical benefits continue until death. The British 
system covers only the insured person, not depen- 
dents, and extension of benefits in kind to the family 
of the insured is not permitted by the regulations. 


In 1929 compulsory insurance was extended to 
several groups of self-employed manual workers 
who were technically “independent contractors” 
rather than employees. The general scheme covers 
agricultural workers and two years’ free insurance is 
granted to unemployed workers. 


Insured persons constitute about 40% of the 
entire British population and about 80% of the gain- 
fully occupied persons. In 1938 there were over 
19,000,000 persons insured in England, Scotland and 
Wales, with about 16,800 doctors operating under 
the scheme. 


Benefits 


Cash Benefits —Cash benefits include, first, sickness 
benefits, granted after a three-day waiting period up 
to 26 weeks of continuous incapacity; secondly, a 
disablement benefit, amounting to one-half the 
sickness benefit, which is really an invalidity pension 
payable without time limit for incapacity continued 
beyond the sickness-benefit time limit; and thirdly, a 
maternity benefit, which consists of a lump sum 
payable on confinement of the insured woman or 
wife of an insured man, with a qualifying period of 
42 weeks. 


All cash benefits are set at flat figures that do not 
vary with the wages earned by the worker. 


The standard rates for cash sickness benefit are 
15s. weekly, with no payments for dependents. This 
is in rather sad contrast to the benefits payable under 
the unemployment scheme which amount to 17s. 
weekly for the insured, with a statutory additional 
benefit of 10s. for the wife, and 3s. for each child. 
Approved Societies with a surplus are allowed to 
grant additional cash sickness benefit to take care of 
the dependents, and. more than 70% of insured 


workers now belong to Approved Societies which 
do so. 


The 26-weeks qualifying period for cash sickness 
benefit makes the insured eligible only for a reduced 
benefit and 104 weeks’ contributions are required 
for the full 15s. benefit. There is a waiting period 
of three days. 


The maternity benefit amounts to 80s. ($19.47) if 
the wife is insured and 40s. if only the husband is 
insured. 


Great Britain is the only country with a compul- 
sory health insurance scheme that does not grant 
a funeral benefit. 


Benefits in Kind.—Benefits in kind are available 
only to the insured man or woman, not to the 
dependent family. These benefits are available im- 
mediately on insurance, there being no waiting 
period and no time limit for medical benefit. Great 
Britain is the only country in which medical care is 
continued without any limit of time, for the chron- 
ically invalid as for those still acutely ill. 


No hospital benefits are provided by the British 
scheme, principally because of the “voluntary 
hospital” tradition. In 1936 Britain was the only 
one of 22 countries having compulsory insurance that 
did not provide hospital care. 


Sanatorium benefit, a special service for the 
tubercular, which was originally part of the regular 
medical benefit, has not been administered as a 
medical benefit since 1920, having been assimilated in 
another programme. 


The services of specialists are not provided as a 
statutory benefit. 


The pharmaceutical benefit provides medicine at 
no cost to the insured. An annual sum equal to Qs. 
lld. per capita of insured persons is set aside as a 
maximum for chemists’ accounts. If the sum is 
insufficient to pay the chemists’ accounts in full, a 
pro rata distribution is made, this system being 
agreed to by the National Pharmaceutical Union. 


VOLUNTARY INSURANCE 


Voluntary health insurance also plays an important 
role in Great Britain and for that reason a few 
details regarding it are inserted here. The encourage- 
ment of voluntary insurance by the state was 
initiated by the Friendly Societies Act of 1793, whose 
provisions have been extended and modified in many 
subsequent enactments. 
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Administration 


The administration of these schemes is usually 
conducted by friendly societies, trade unions and 
shop clubs. 


The friendly societies, by voluntary subscriptions 
of their members, provide for a wide range of 
benefits. Registration is not compulsory and there are 
many unregistered friendly societies and kindred 
associations whose operations are not covered by any 
statistics. Registered friendly societies, for the most 
part, conduct their insurance on an accumulating sys- 
tem and are periodically valued on an actuarial 
basis. They can, however, adopt other methods and 
there is a very wide variety of practice among 
societies as a whole. 


Financing 


Voluntary insurance is financed by the subscrip- 
tions of the members, supplemented in some instan- 
ces by contributions from employers or donations 
or bequests by persons interested in the welfare of the 
institutions. In the case of trade unions, friendly 
societies granting unemployment benefit, and medical 
aid societies, subsidies are received from the state. 


It is impossible to give rates of contributions for 
voluntary insurance owing to the varying methods of 
insurance adopted in different institutions and the 
wide variety in the amount and scope of the benefits 
insured. 


Scope 


Practically all of these voluntary institutions serve 
the needs of the wage-earning classes. Some institu- 
tions draw their membership from a wider field, and 
some are conducted solely for the benefit of persons 
outside the wage-earning classes, e.g., members of a 
profession. 


Benefits 


The benefits which may be insured by the friendly 
societies, as enumerated in the Friendly Societies 
Act, include the relief or maintenance of the members 
and their dependents during sickness or other 
infirmity, whether bodily or mental. 


The benefits most commonly insured by benefit 
societies are sickness and death benefits. 


The number of insurances in voluntary social insur- 
ance institutions in 1933 was 11,300,000. This number 
represents insurances and not persons as a result of 
multiple insurances in respect of a single individual 
in one or more institutions. 


CHapTeR XIV 


Greece 


Compulsory health insurance was instituted in 
Greece by an Act of 1922. 


Financing 


The only government grant to aid the Greek 
scheme was an initial subsidy when it was first 
instituted. 


The insured pays 1.6% of the mid-point of his 
wage class. The employer pays a slightly higher 
contribution than the insured. 


Scope 


The 1922 Act covered workers in industry and this 
was extended to those employed in commerce in the 
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following year. At the present time the law covers 
wage earners in general. Wage-earning and salaried 
employees and servants of both sexes employed for 
remuneration are included irrespective of the way 
in which such remuneration is calculated. 


Homeworkers are not liable to compulsory insur- 
ance but may insure voluntarily. Temporary and 
casual workers are not liable. 


Benefits 


The Greek Act does not specify the amount of cash 
benefit nor the conditions on which it is payable. Asa 
rule, the insured receives medical treatment and a 
cash sickness benefit equal to 40% of his wage. 


CHAPTER XV 


Hungary 


Compulsory health insurance was first adopted in 
Hungary in 1891, but the present system was put 
in force in 1907, the law being amended and con- 
solidated in 1927. 


Administration 


The entire medical arrangements for the country 
are organized from the National Social Insurance 
Institution. The National Institution is managed by 
bodies on which employers and insured are repre- 
sented in equal numbers. There are branches, district 
funds and works funds throughout the country at 
which specialist and general treatment is given to 
the insured. 


The insured person is medically attended to by 
the doctor allotted to his district. 


Financing 


The government pays a grant only toward ad- 
ministrative expenditure. 


Contributions to the scheme are shared equally 
between the insured and the employer. The amount 
of the contribution varies with the wage class and 
is fixed once a year by the National Institution. 


The total contribution may not exceed 6% of 
wages, if the wage class system is used, nor 7% if 
the basic system is employed. The contribution for 
domestic servants is fixed at a uniform rate of 3 
pengo a month. 


Scope 


Insurance is compulsory for all persons, without 
regard to sex, age or nationality, who are employed, 
whether permanently, provisionally, temporarily or 
as supernumeraries, within Hungarian territory in 
certain enumerated industries and occupations. This 
enumerated list contains practically every class of 
undertaking, including railways, post, telegraph and 
telephone undertakings, industries allied to agricul- 
ture, undertakings and offices conducted by the state 
or public authorities, and home workers and domes- 
tic servants, as well as workers in industry and 
commerce. Members of the civil service are exempt 
only in cases where their salary is payable for six 
months in case of illness. 
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Non-manual workers whose income exceeds 3,600 
pengo ($630) a year are exempt. Agricultural workers 
are also excluded. 


Voluntary insurance is provided for persons for- 
merly insured compulsorily, and also for certain 
classes of persons outside the general scheme. 


Benefits 


Cash Benefits.—For cash benefits there is a three- 
day waiting period following which a benefit equiva- 
lent to 50% of the basic wage is paid for a maximum 
period of 52 weeks. If the fund is unable to afford 
medical attendance or drugs, the rate of cash benefit 
is doubled. Apart from such cases benefit may never 
exceed actual earnings. 


Provision is made for a cash maternity benefit for 
insured women, equal to one-half of the average 
daily wage, for six weeks before and six weeks after 
confinement. There is also a nursing benefit of 0.60 
pengo a day for the 12 weeks after the cessation of 
the maternity benefit provided she nurses the child 
herself. The wife of an insured man is also granted 
maternity and nursing benefits on a lower scale. 


Funeral benefit, on the death of the insured, is 
also paid. 


Benefits in Kind—Hungary gives a medical ser- 
vice materially more extensive than that provided in 
Great Britain. Medical treatment, medicine, baths, 
mineral water and certain surgical appliances are 
provided as well as treatment in hospital with full 
maintenance, subject to certain conditions. A vast 
amount of treatment is carried on at polyclinics. 
There is a time limit of 52 weeks. 


Members of the insured’s family are also entitled 
to medical assistance and drugs. 


Insured women may claim the attendance of a 
doctor or midwife before, during and after confine- 
ment. 


No qualifying period for benefits is required. Per- 
sons insured for at least six consecutive months are 
protected in case of unemployment for a length of 
time which varies with the terms of their insurance. 


CHAPTER XVI 


Italy 


Health insurance schemes in Italy are divided into 
eight distinct groups, each group being administered 
as a rule by a central fund. Four of these groups, 
namely, health insurance in the New Provinces 
(formerly Austro-Hungarian territory), insurance for 
seamen and airmen, maternity insurance, and tuber- 
culosis insurance are definitely compulsory, while the 
remaining groups, namely, those for industrial 
workers, commercial employees, land and _ river 
transport workers, and agricultural workers are 
theoretically voluntary but, in practice, compulsory. 


These latter schemes are, in effect, compulsory be- 
cause the legislative decree of May 6, 1922, concern- 
ing collective agreements, stipulates that such agree- 
ments may not be approved or published unless they 
contain definite provision for protection of the 
workers in case of sickness. As a result, health insur- 
ance funds have been set up under the relevant 
provisions of the Labour Charter, through the med- 
ium of agreements concluded between the central 
employers’ and workers’ organizations, under the 
auspices of the Ministry of Corporations. 


Because of these legislative laws we may say that 
health insurance in Italy is really compulsory for 
industrial workers, commercial employees, land and 
river transport workers and agricultural workers, as 
well as for seamen and airmen and persons in the 
New Provinces. 


Workers’ voluntary mutual aid societies were 
regulated in Italy by the Act of 1886, but any mutual 
aid funds may obtain legal personality by royal 
decree. 


Compulsory maternity insurance is provided for 
by a decree of September, 1923. 


It was in November, 1925, that a legislative decree 
confirmed the existing compulsory system in the New 
Provinces, with certain modifications. 


A decree of October, 1927, provided for compulsory 
tuberculosis insurance. 


The laws regulating insurance for industrial 
workers, commercial employees, land and_ river 
transport workers, agricultural workers and seamen 
and airmen are all separate enactments and all of 
them came into effect around 1930. 
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Administration 


The extension of compulsory health insurance in 
Italy has been held up somewhat by the traditional 
institution of the “condotta”’ doctor who must attend 
any person in need of treatment or advice and is paid 
by the local authorities. 


At the present time general insurance against all 
forms of sickness among the various occupations is 
operated through the mutual sickness funds and 
other bodies giving sickness assistance, which are 
constituted and are under the direction of the 
Syndical Associations. 


In 1939 the Central Corporative Committee rec- 
ommended that “a sole control of sickness assistance 
be set up through the creation of an apposite organ 
which shall coordinate all the existing activities, main- 
taining the actual professional distinctions so as to 
insure the fulfilment of the real and particular needs 
of each category of workers.” 


The contributions to all compulsory schemes are 
handed over to the National Fascist. Institute of 
Social Insurance. 


The sickness funds for industrial workers are 
managed by a governing body consisting of an equal 
number of representatives of the employers and the 
workers, elected for a term of two years. In 1934 a 
Fascist National Federation of Mutual Benefit In- 
surance Funds for Industrial Workers was set up to 
act as a central coordinating body for the work of 
the sickness funds for industrial workers. 


Insurance for commercial employees is adminis- 
tered by the National Sickness Insurance Fund for 
Commercial Employees under the management of a 
governing body, a managing committee and a board 
of auditors. 


Funds for land and river transport workers are 
organized by the National Welfare Institute for Land 
and River Transport Workers, and this Institute 
supervises and coordinates the activities and man- 
agement of the funds. 


The insurance scheme for agricultural workers is 
managed by provincial funds administered by a gov- 
erning body consisting of delegates of the agricul- 
tural employers and workers of the province con- 


cerned. The provincial funds are affiliated to the 
National Federation of Mutual Benefit Sickness 
Funds for Agricultural Workers. 


The administration of seamen and airmen’s health 
insurance is in the hands of sickness insurance 
branches, set up in the compulsory mutual accident 
insurance associations for seamen. 


In the New Provinces the scheme is administered 
by district insurance funds which, in turn, are ad- 
ministered by a governing body appointed by the 
Minister of Corporations. 


Compulsory tuberculosis insurance is handled by 
a special branch set up in the Fascist National Social 
Welfare Institute. 


The compulsory maternity insurance scheme is 
entrusted to the National Maternity Fund, an auton- 
omous branch of the Fascist National Social Wel- 
fare Institute. 


Financing 


The financing of the schemes for industrial work- 
ers, land and river transport workers and agricul- 
tural workers is borne by equal contributions from 
employers and employees. In the case of land and 
river transport workers the payments are at a rate 
of 3% of the daily wage. In the case of industrial 
workers they are 1% of the monthly wage. 


The scheme for commercial employees is financed 
by employers’ contributions to cover the cost of 
compensation to the insured persons for loss of 
salary, and employers’ and insured persons’ contri- 
butions to cover the cost of medical and pharma- 
ceutical benefit. The governing body of the fund 
fixes the rates of both classes of contribution with 
due regard to the benefit period as laid down in the 
collective agreements, and to the salary of the insured 
person. 


The financial resources of the seamen and airmen’s 
scheme are derived from contributions borne entirely 
by shipowners and contributions borne equally by 
the employer and the insured person. The rate of 
contribution is fixed year by year by the manage- 
ment of the funds and may not exceed 4% of the 
insured person’s daily remuneration. 


Under the compulsory scheme in the New Prov- 
inces, the contribution is borne equally by the in- 
sured persons and their employers. The contribution 
may not exceed 4% of the daily wage. 


The financial resources of the maternity insurance 
scheme are derived from annual contributions by the 
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employer and by the insured woman, by state sub- 
sidies, and by fines inflicted for breach of the law or 
non-payment of contributions. 


Insured persons and employers contribute in equal 
amounts to the compulsory tuberculosis insurance 
plan. 


Scope 


As the above remarks have indicated, all industrial 
workers, commercial employees, land and _ river 
transport workers, agricultural workers and seamen 
and airmen are insured against sickness. 


In the New Provinces insurance is compulsory for 
all workers and employees of both sexes. 


Maternity insurance is compulsory for all women 
workers in industrial undertakings, workshops and 
commerce, women employees in commerce and 
industry between the ages of 15 and 50, women 
employees in the telephone services of private 
undertakings, and women homeworkers. The scheme 
does not apply to women public servants, to other 
women who are already protected by special legis- 
lation or regulations, or to women employees earn- 
ing more than 800 lire a month. 


Tuberculosis insurance is compulsory for em- 
ployed persons of both sexes between the ages of 
15 and 65. 


These schemes embraced nearly 9,000,000 persons 
in industry, commerce and agriculture alone in 1939. 


Benefits 


Because of the large number of schemes operating 
in Italy we will depart from our usual procedure 
when discussing benefits and study the subject under 
the headings of the various schemes. 


Insurance for Industrial W orkers.—The cash bene- 
fit may be as high as 50% of wages, with a qualifying 
period of 18 weeks and a one, two or three-day 
waiting period. The time limit varies between 90 and 
180 days. There is also a funeral benefit. 


There is no qualifying period for benefits in kind 
which include free medical, surgical and pharma- 
ceutical treatment and maternity assistance. Some 
funds also provide for the admission of insured per- 
sons to curative establishments. 


Insurance for Commercial Employees—The cash 
sickness benefit amounts to 100% of wages, although 
it cannot exceed 60 lire a day. There is no waiting 
period and the benefit is payable for a maximum 


period of 180 days a year. A maternity benefit of 
equal amount is granted to women for a month 
before and a month after childbirth. 


The benefits in kind consist of repayment to the 
insured of medical and pharmaceutical expenses for 
the whole period of recognized sickness, provided 
that they do not exceed 25% of the cash benefits. 
Similar treatment is granted to women during the 
childbirth period. 


Other welfare and assistance benefits may be 
granted if they are sanctioned by the governing body 
and approved by the Ministry of Corporations. 


Insurance for Land and River Transport Workers. 
—A cash benefit equal to 50% of the daily wage is 
payable for a maximum period of 90 days, with a 
qualifying period of 12 weeks. There is a two-day 
waiting period unless the illness lasts more than five 
days, in which case the benefit is payable from the 
first day. There is also a funeral benefit. 


The benefits in kind consist of repayment of part 
of the medical and pharmaceutical expenses, with a 
qualifying period and a waiting period similar to 
those required for the cash benefits. 


Insurance for Agricultural Workers.—The daily 
cash benefit amounted to 4 lire in 1936, but this may 
have been increased slightly by now. A funeral 
benefit of not more than 300 lire is also payable. 


Benefits in kind include medical and pharmaceu- 
tical assistance, admission to curative establish- 
ments, clinics, sanatoria, etc., and medical attend- 
ance for women on confinement. These benefits in 
kind are also granted to dependent members of the 
insured’s family. 


Insurance for Seamen and Airmen.—The daily cash 
benefit, at the rate of 60% of wages, is payable from 
the third day for four months. A cash benefit at a 
lower rate is payable at the end of the four-month 
period for as long as a year. The maternity benefit 
for insured women is at the same rate as the cash 
sickness benefit and is payable for six weeks pre- 
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ceding and six weeks following confinement. The 
funeral benefit is equal to a month’s wages. 


Free medical, surgical and pharmaceutical assist- 
ance is provided from the first day of illness for a 
maximum period of six months. Maternity assistance 
is also provided. These benefits in kind are extended 
to the dependent members of the insured’s family 
as well as being given to the insured person himself. 


Insurance in the New Provinces.—The cash bene- 
fit equals 50% of wages, with a four-day waiting 
period and a time limit of 26 weeks. If the insured 
person is admitted to a hospital, his dependents are 
entitled to one-half of this benefit. Insured women 
get a maternity benefit at the same rate as the cash 
sickness benefit for not more than four weeks from 
the date of their confinement. The funeral benefit 
equals twenty times the daily wage. 


Insured persons are entitled to free medical and 
pharmaceutical assistance for the duration of their 
sickness, including medical attendance and drugs 
required by women during pregnancy and confine- 
ment. 


Maternity Insurance.—The benefit under mater- 
nity insurance, amounting to 300 lire, is payable to 
every insured woman in the event of confinement or 
miscarriage. In the event of abortion, the benefit is 
200 lire. The insured woman is entitled to this benefit 
even if part or all of her contribution has not been 
paid. 


Tuberculosis Insurance.—The dependents of an 
insured person who is granted institutional or home 
treatment are entitled, if the total fortnightly con- 
tribution paid on his behalf for the last six months 
was at the rate of 1 lire, to a daily cash benefit at 
the rate of 4 lire, or of 6 lire if the contribution was 
2 lire. 


The tuberculosis insurance scheme provides for 
the admittance of insured persons and their de- 
pendents to homes and institutions for treatment or 
to special wards of approved hospitals. 


Cuaprer XVII 


Japan 


Compulsory health insurance was introduced in 
Japan by an Act of April 22, 1922. This Act came into 
force on July 1, 1926. The scope of the scheme was 
extended by an amendment in March 1934. 


Administration 


Health insurance is administered by autonomous 
funds or by government insurance offices. 

Industrial undertakings employing 500 workers or 
more are under obligation to set up autonomous 
health insurance funds if the competent Minister so 
orders. Undertakings employing from 300 to 500 
workers may do so, and smaller enterprises may 
combine to form funds with at least 300 members. 


Workers not belonging to such autonomous funds 
are insured with one of the fifty prefectural health 
insurance offices. 


The central administration is carried out by the 
Bureau of Social Affairs under the Ministry of the 
Interior. 


Financing 


The cost of the insurance scheme is covered by 
contributions from the insured persons and their 
employers, and a state subsidy. 

The insured person and the employer pay equal 
shares of the total contribution, the employer being 
responsible for the payment of the joint contribution. 
The employer’s share may be increased to two-thirds 
of the whole in dangerous occupations or when the 
insured person’s wage is very low. 

The insured person’s contribution may not exceed 
3% of his wage. 

The state contributes one-tenth of the cost of the 
insurance (but not beyond 2 yen per annum for each 
insured person) and the expenses of the central 
administration. 


Scope 


Health insurance is compulsory for all wage earners 
in factories and mines to which the Factory and 
Mining Acts apply. Workers in agriculture, com- 
merce, transport and administration do not come 
under the law. An employer in an undertaking not 
subject to the law may have his staff insured if the 
majority of them are in favour of it. 
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All government employees are covered by a special 
scheme. 


Persons formerly compulsorily insured may con- 
tinue their insurance if they apply to be allowed to 
do so within ten days after ceasing to be insurable. 


In 1932 only 3% of the population were covered by 
health insurance. 


Benefits 


Cash Benefits.—The cash benefits consist of a daily 
allowance equal to 60% of the daily wage. For indus- 
trial accident or occupational disease, no waiting 
period is required, but when the incapacity is not of 
occupational origin there is a three-day waiting 
period. When the insured person is treated in hospital, 
the daily benefit is reduced, but account is taken of 
family responsibilities. 

In the event of childbirth an insured woman is 
entitled to a lump sum of 20 yen, which is reduced to 
10 yen if the woman is placed in a maternity home or 
is provided with midwife attendance. She also 
receives a cash maternity benefit equal to 60% of the 
daily wage, which is paid only during the period of 
the woman’s absence from work, and in any case 
for not more than four weeks before and six weeks 
after confinement. If the insured woman is placed 
in a maternity home, the benefit is reduced, account 
being taken of her family responsibilities. 

Maternity benefit is not payable in respect of a 
confinement if the woman has been insured for less 
than 180 days during the year immediately preceding 
her confinement or if 180 days have elapsed since she 
ceased to be insured. 

All benefits are limited to six months in each indi- 
vidual case. 

A funeral benefit is provided, equal to 30 times the 
daily wage, but in no case less than 30 yen. 


Benefits in Kind.—The benefits in kind include 
free medical attendance, hospital treatment, medi- 
cine, medical appliances and dental care. With the 
approval of the office or fund concerned, free nursing, 
ambulance services or transport may be provided. 
As stated above, benefits are limited to six months. 


Under the Japanese scheme only the insured 
person is covered, benefits not being extended to his 
family. , 


Cuapter XVIII 


Latvia 


The Latvian Insurance Code of 1922 provided for 
compulsory health insurance. It was an outgrowth 
of the system inherited from prewar days. In 1938 the 
scheme was extended to cover agricultural workers 
by the Agricultural Workers’ Sickness Fund. 


Administration 


Insurance is administered by funds managed with 
the participation of representatives of the insured 
persons and employers. These funds may be works 
funds for single undertakings, joint funds for several 
undertakings, or trade funds for workers engaged 
in particular trades. 


The jurisdiction of the joint funds is defined by the 
Minister of Social Welfare, who is responsible for 
supervising the activity of sickness and maternity 
insurance funds. 


Financing 


The total contribution was divided equally among 
the employer, the insured, and the state until 1933 
when the state’s contribution was reduced by 25%. 
The rate for insured persons may not be more than 
2% nor less than 1% of wages. Smaller funds may 
impose a rate of 3%. 


The employer is liable for the cost of medical aid, 
and where this is supplied by the fund, the employer 
must reimburse it by a contribution of from 1% to 
2% of wages. 


Under the more recent Agricultural Workers’ 
Sickness Fund, the insured pays a fixed fee of 0.25 
lat for each consultation or visit, and 15% of the 
expenditure on drugs. Under this scheme the deficit 
is met by the state. 


Scope 


The code applies to all private, commercial and 
state undertakings, institutions and other work 
places, and also to private individuals employing 
labour for remuneration. Agricultural workers are 
now included, but persons employed on board vessels 
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making long voyages and those on active marine 
service are expressly excluded. 


Benefits 


Cash Benefits —Cash sickness benefits vary between 
60% and 90% of wages. There is a waiting period of 
three days and a time limit of 26 weeks. 


In case of childbirth, women members of the fund 
are entitled to a maternity benefit equal to their full 
wages for four weeks before and eight weeks after 
confinement, provided that they actually abstain 
from all paid work and that they were insured for at 
least three months before confinement. Nursing 
benefit is optional. 


A funeral benefit is provided amounting to 
between 30 to 50 times the daily wage of the deceased. 


The fund may defray the cost of cash sickness 
benefit, maternity benefit and funeral benefit for 
members of the insured person’s family who are 
dependent upon him. 


Benefits in Kind —Medical attendance is granted 
where the illness does not involvé incapacity for 
work for as long as the patient is a member of the 
fund. In other cases such attendance is allowed up to 
a maximum of 26 weeks, but in no case for more than 
50 weeks in a year. Medical attendance is granted at 
the expense of the employer but funds may them- 
selves organize benefits in kind, the employer paying 
contributions thereto. 


First aid in cases of sudden illness, dispensary and 
hospital treatment, and attendance during con- 
finement are also provided. 


The insured persons are required to pay 15% of the 
cost of medicaments, except in cases of confinement, 
danger to life, and haemorrhage. 


The funds may also bear the cost of medical 
attendance to dependent members of the insured’s 
family, but the total amount of benefits, including 
the cost of cash benefits, may not exceed one-quarter 
of the total amount of the contributions to the fund. 


Cuapter XIX 


Lithuania 


Lithuania established its own compulsory health 
insurance scheme in 1925, developing in this way the 
system it had inherited from its former masters 


before the First World War. 
Administration 


Under the Lithunian plan each rural health center 
has at his disposal the services of a doctor and mid- 
wife. The doctor must be at the disposal of persons 
benefiting for not less than four hours a day for pur- 
poses of consultation. Such doctors are guaranteed 
a minimum salary by the state. 


Financing 


Expenses are shared equally by the worker, the 
employer and the state. On top of its one-third con- 
tribution, the government pays a maternity benefit. 


The insured’s rate must not exceed 3% of the 
midpoint wage of whichever of the six wage classes 
he is in. 


Deficits for the rural health services are made up 
by a supplement to the land tax. 


Scope 


The scheme covers all persons, irrespective of age 
or sex, who are employed by the state, the muni- 
cipality or private persons. Unpaid apprentices are 
assimilated to wage earners in the lowest wage class. 
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Agricultural workers, pensionable civil servants, 
casual workers, persons whose remuneration exceeds 
400 litas a month, and independent workers are 
excluded. 


Agricultural workers are, however, allowed to 
insure voluntarily and are served by the system of 
rural health centers. Persons under 50 years of age 
not predisposed to disease may also insure volun- 
tarily, but not in respect of an income exceeding 6,000 
litas, plus 1,000 litas for each dependent child. 


Benefits 


Cash Benefits—A sick person who is unable to 
work is entitled to a cash benefit equal to one-half 
or to all his wages, according to his family respon- 
sibilities. The rate of benefit is fixed once a year by 
the general meeting of the fund. If the fund grants 
free hospital treatment it need not pay cash sickness 
benefit. 


Benefits are granted from the fourth day of sickness 
for not more than 26 weeks. The law contains no 
provision for a qualifying period, but any fund may 
make such provision in its rules. 


A funeral benefit is also paid. 


Benefits in Kind.—Medical first aid in case of 
sudden illness, treatment in dispensaries, at home or 
in hospital, and drugs are provided. 


Medical assistance to the family of the insured is 
also given for a maximum period of 13 weeks. 


CHAPTER XX 


Luxemburg 


Compulsory health insurance was established in 
Luxemburg in 1901. The present system is based on 
an Act of 1925. 


Administration 


The activity of the funds is supervised by the 
Central Committee for Sickness Insurance Funds. 
This committee consists of a chairman appointed and 
paid by the government and of representatives of the 
employers and insured persons. 


Each fund is administered by a governing body and 
a general meeting. The employer or employers control 
one-third of the voting and the insured persons two- 


thirds. 


District funds may be set up by governmental 
decision for certain areas, the limits of which usually 
coincide with that of the administrative districts. 
Such funds cover all insured persons employed in 
their district who are not members of an establish- 
ment fund. 


An establishment fund may be set up when the 
head of an undertaking regularly employs at least 
500 persons in one or more establishments. Authority 
to set up the fund is only granted when the benefits 
payable under the rules are equivalent to those of the 
district fund and provided the operation of the latter 
is not prejudiced thereby. 


Financing 


The total contribution is proportionate to the 
insured person’s wage. The wage taken into account 
is either his actual wage or his so-called normal wage. 
The latter is defined as the average daily wage fixed 
by the rules on the basis of the various wage rates of 
the members of the fund. The law establishes a 
maximum normal wage, which has been fixed by a 
decree at 26 francs a day. 


The rate of the total contribution is fixed by the 
rules of each fund, but must not exceed 4.5% of the 
normal wage in the case of a new fund. Subsequently 
an increase in the rate is allowed if approved by the 
employers and insured or if necessary to cover the 
normal benefits of the fund. In the latter case, the 
increased rate may not exceed 6.75% of the normal 
wage. 
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The employer pays one-third and the insured two- 
thirds of the total contribution. The state bears half 
the administrative expenses of the district funds and 
half those of the Central Committee. 


Scope 


Insurance is compulsory for all employed workers, 
labourers, agricultural workers, works officials, fore- 
men, etc. Works officials, foremen and persons in 
similar callings, and private salaried employees are 
exempt if their annual income exceeds 10,000 francs. 
Professional people and domestic servants are also 
excluded. 


Voluntary insurance is open to most persons in the 
exempt classes providing their annual income is less 
than 12,500 francs. 


Benefits 


Cash Benefits —Statutory cash benefits are equal to 
one-half of the ordinary wage with a maximum of 12 
francs per working day. They are payable for 26 
weeks and may be extended by the rules to one year. 
There is a three-day waiting period and a qualifying 
period of eight days. Protection during unemploy- 
ment is provided. 


A cash maternity benefit equal to 50% of earnings 
is payable for six weeks before and six weeks after 
confinement to women who were insured for six 
months during the year preceding such confinement. 
When treatment and maintenance in maternity 
clinics is substituted for maternity benefit, an allow- 
ance amounting to 50% of the maternity benefit is 
payable to members of the insured woman’s family 
dependent on her. 


A nursing benefit equal to 25% of the maternity 
benefit is payable for 12 weeks. 


Funeral benefit, amounting to one-fifteenth of 
annual earnings with a minimum of 600 francs and 
a maximum of 800 francs, is also payable. 


Benefits in Kind.—Benefits in kind are payable in 
the-event of sickness and are granted even if the 
illness does not involve incapacity for work. 


The insured person is, from the date of his joining 
the fund, entitled to medical aid which includes 


medical and dental treatment and the supplies of 
medicines and other curative appliances. Such 
benefit is payable from the beginning of the illness 
and for 26 weeks. Hospital treatment may be substi- 
tuted for treatment at home. The attendance of a 
nurse of either sex may be provided in cases where 
hospital treatment is impractical. 


The rules of the fund may also provide for the 
organization of a prophylactic medical service. 
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In the event of an insured woman’s confinement, 
the attendance of a midwife or, if necessary, of a 
medical practitioner, is provided. Such attendance is 
also provided as additional benefit for the wives of the 
insured persons. Maternal medical care is provided 
to women who have been insured at least six months 
during the year preceding confinement. 


All the above benefits are statutory, and the provi- 
sion of additional benefits by the various funds is 
permitted by the Act. 


CuaPpTteR XXI 


Mexico 


On December 29, 1942, the Mexican National 
Congress unanimously approved a Social Insurance 
Bill in the form in which it was submitted by the 
Secretariat of Labour, and a tripartite committee 
was set up as the nucleus of the National Social 
Insurance Institution. 


This Bill was the result of the work of a technical 
committee appointed in June 1941. The Bill was 
prepared with the advice of two experts of the 
International Labour Office, and in December 1941 
was transmitted to the government. While taking 
full account of the experience gained in other Latin 
American countries, it is adapted to the social and 
economic characteristics of Mexico and is based on a 
full set of actuarial estimates. 


The Bill provides for insurance against sickness, 
invalidity, old age and premature death. 


Administration 


The scheme is to be administered by a National 
Social Insurance Institution in which provision is 
made for tripartite representation. The Bill contem- 
plates that the scheme will be applied by stages, 
having regard to the degree of industrial develop- 
ment, geographical situation, the proportion of the 
population liable to insurance, and the feasibility 
of establishing social insurance services. 
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Financing 


The cost of insurance is divided among employer, 
insured person and the state. The employers are 
responsible for one-half the cost, while insured 
persons and the state contribute one-quarter of the 
cost each. The employer’s contribution is fixed at 6% 
of wages and that of the worker at 3%, while the 
federal government subsidy is equal to half the total 
amount of the contributions paid by employers. 


Scope 


The social insurance scheme applies to all employed 
persons, whether the employer is a private, public or 
mixed undertaking, or an undertaking managed by 
the workers themselves. 


Benefits 


Health insurance provides the insured person, his 
wife, and children under 16, with medical, surgical 
and pharmaceutical treatment, and the insured 
person with a cash benefit. Insured women are entitled 
to obstetrical care and to a cash benefit, while the 
wife of an insured man is provided with obstetrical 
care only. 


CHAPTER XXII 


Netherlands 


Compulsory health insurance in The Netherlands 
is based on the Act of June 5, 1913, as amended by 
the Acts of June 1929, December 1930 and December 
1934. Actually, compulsory health insurance did not 
come into effect until 1929, as the Act of 1913, which 
was to apply to all wage earners except domestic 
servants, was adopted just before a change in govern- 
ment and, as a result, the plan was not put into effect. 

Voluntary health insurance is also extensive in 
The Netherlands. Mutual aid societies are governed 
by the Civil Code and by an Act of 1855 concerning 
the right of association and assembly. Insurance with 
the voluntary funds is not subject to legislation. 


Administration 


Two classes of institutions are established under 
The Netherlands’ scheme. These are occupational 
funds, called trade associations, and funds, estab- 
lished by each labour council, which provide insur- 
ance for all persons not belonging to a trade asso- 
ciation. 

Trade associations, to be recognized by the Minister 
of Labour, Commerce and Industry, must grant 
benefits at least equal to those required by the Act, 
must insure against sickness all the workers engaged 
by the affiliated employers, the aggregate wages of the 
persons insured by it must amount to at least 244 
million florins, and it must not be conducted with a 
view to profit. 

Voluntary health insurance is administered by the 
funds affiliated to The Netherlands Medical Asso- 
ciation and by mutual benefit and other societies. 


Financing 


The resources of the insurance scheme are obtained 
by equal contributions from employers and insured 
persons. No government subsidy is paid. 

The employer is responsible for paying the whole 
contribution and is entitled to deduct the insured 
person’s share from his wages. The rate of contribu- 
tion is fixed as a percentage of the wage, the part of 
the wage exceeding 8 florins a day not being taken 
into account. 

The Act also provides for a separate preventive 
fund for the whole country, divided into two distinct 
sections, one being called the prophylactic fund and 
the other the medical benefit fund. 

The financial resources of the voluntary funds are 
derived entirely from members’ contributions. 
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Scope 


Compulsory health insurance applies to all wage 
earners on condition that their fixed annual wage 
does not exceed 3,000 florins. Exemption may be 
granted to workers whose daily wage is under 40 
cents. 

Voluntary insurance under the provisions of the 
Act is open to workers who have ceased to be com- 
pulsorily insured, and to persons who have been 
insured, whether compulsorily or voluntarily, against 
sickness in foreign countries and who have adopted 
The Netherlands as their domicile. 

Voluntary insurance with the various sickness 
funds is usually open to any person of small means 
whose income does not exceed a maximum fixed by 
the rules of the fund. 


Benefits 


Cash Benefits—Cash benefits, with a two-day 
waiting period and a time limit of six months, 
amount to 80% of the daily wage, subject to a maxi- 
mum basic wage of 8 florins. There is no qualifying 
period for cash sickness benefit. 

There is also a cash maternity benefit for insured 
women, which takes the form of a daily allowance 
equal to the full wage, from the day following that 
on which a written statement by a doctor or midwife 
is produced, certifying that childbirth will probably 
take place within six weeks. This benefit is payable 
for at least six weeks from the day of confinement, 
with a maximum period of six months. 


Benefits in Kind.—Under The Netherlands’ scheme 
provision is made only for cash benefits. Nevertheless, 
in order to encourage insured persons to obtain treat- 
ment through a voluntary sickness fund granting 
benefits in kind, the Act provides that the insured 
person may not receive cash benefits unless he proves 
that he is a member of a recognized fund granting 
benefits in kind or that he is able to obtain medical 
assistance elsewhere. 

In case of confinement, however, the insurance 
institution must provide the services of a doctor or 
midwife if the insured person cannot obtain them 
otherwise. 

Benefits extended by the voluntary funds usually 
include medical treatment, medicines and other 
medical attendance, and in some cases hospital 
treatment. 


CuHaPpTeR XXIII 


New Zealand 


The New Zealand social security system was 
created by bringing together a series of existing social 
assistance schemes and adding certain additional 
features. The system was inaugurated by the Social 
Security Act which was passed on September 1, 1938, 
and went into effect on April 1, 1939. 


Of the benefits which came into operation in 1939 
the old age, invalids’, widows’, family, miners’, 
Maori War, and unemployment benefits were in 
exsitence prior to that date. The social security 
legislation, however, made these benefits more 
generous in their scope. In addition, four new classes 
of benefits, namely, the orphans’ benefit, the sickness 
benefit, emergency benefits (for cases of hardship), 
and the universal superannuation benefit were 


established. 


The violent opposition of the medical profession 
and the outbreak of war served to hinder the efforts 
of the government in putting the new benefits into 
effect, but in most respects it is now functioning suc- 
cessfully with more doctors willing to cooperate. The 
medical profession charged that the scheme would 
have the result of depressing medical practice to one 
common unenterprising level. The government, how- 
ever, refused to back down on its plan of universal 
coverage, although it did make certain concessions 


as regards payments, etc., to make the lot of the 


doctor a more favourable one. 


From the beginning contributions to the scheme 
were made by the population, and the various 
pensions and free maternity treatment were provided. 
It was some time before the general health benefits 
began to be made available. These benefits are being 
added as circumstances permit. 


The medical-benefits scheme was inaugurated in 


1940, setting up the panel system of treatment, as in 
Britain. In 1941 pharmaceutical benefits, X-ray 
benefits, and a scheme of free general medical services 
were inaugurated. Hospital benefits for out-patients 


_ were introduced in the same year. 


Voluntary health insurance schemes in New 
Zealand are governed by an Act of 1909 but the 
registration of friendly societies is optional and their 
income is wholly derived from the contributions of 


- members. 
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Administration 


Following the passage of the Social Security Act, 
the Social Security Department came into being on 
April'1, 1939. The provisions of the Act relating to 
the payment of benefits are administered by a 
permanent Commission of not more than three 
members, who are the principal officers of the Social 
Security Department. One member of the Commis- 
sion is appointed to act as chairman and as such is the 
administrative head. 


The Department itself is divided into two separate 
divisions, each under the immediate control of a 
director attached to the head office. The Department 
is represented throughout the Dominion by 19 
registrars who have under their control 29 district 
agencies located in the smaller towns. In this way, 
beneficiaries and intending applicants are enabled in a 
large majority of instances to personally represent 
their cases to officers of the Department. It is the 
duty of all registrars to investigate all applications 
for cash benefits under the Act and submit same to 
the Commission for decision. 


Medical care is furnished by individual practi- 
tioners who are refunded by the state a fixed fee per 
visit or consultation and are not legally entitled to 
additional remuneration from the patient. Previous 
to the adoption of the fixed-fee-per-visit system, the 
government had attempted to introduce an annual 
capitation fee system of 15s. a year for every patient 
on the doctor’s panel. This proposal met with such 
strong opposition from the medical profession, 
however, that the government switched to the con- 
sultation-fee method. 


At the present time any medical practitioner who 
provides any general medical service is entitled to 
receive from the Social Security Fund the amount of 
7s. 6d. for each consultation at his surgery or visit 
to the patient’s residence during any week-day. For 
any such service urgently requested and duly 
afforded at any time on a Sunday, or between the 
hours of 9 p.m. and 7 a.m. on any other day a fee 
of 12s. 6d. is payable from the Fund. The medical 
officer of health may approve a claim for a higher fee 
if the relative medical service necessarily involved 
more than thirty minutes of the practitioner’s time. 
The fee may be claimed from the Fund either by the 


practitioner directly or by the patient by way of 
refund, in which latter case the claim must be sup- 
ported by the doctor’s receipted account. The doctor 
is also entitled to a mileage fee of 1s. 3d. a mile. 


Financing 


The social security system is financed by contribu- 
tions from every citizen together with contributions 
from the state, derived from general taxation. 


Every person of the age of 16 years and over is 
required to register under the Act and, unless exempt, 
to pay a registration fee of 5s. a year in the case of 
females and a like fee in the case of males 16 to 20 
years of age. Males over the age of 20 are required to 
contribute £1 a year. In addition to the registration 
fee there is payable also to the Fund a Social Security 
Contribution of 1s. in the pound (5%) on all salaries, 
wages and other income. 


In the case of companies there is a similar rate on 
their “chargeable income” which, with minor modi- 
fications, is the income assessable for income tax. 
Non-taxable companies are specially taxed on profits 
for distribution to shareholders. 


The actual collection of the Social Security Con- 
tribution and Registration Fee is a duty imposed by 
the Act upon the Commissioner of Taxes. 


Unlike Great Britain, a large proportion of the 
money required for the security scheme in New 
Zealand is raised by this Social Security Contribu- 
tion, a type of income tax, adjusted to capacity to 
pay. In Great Britain the funds are raised partly by 
flat contributions in respect to earnings and partly 
by taxation in respect to capacity to pay. In New 
Zealand contributions are proportional to income. 


Scope 


The scope of the New Zealand scheme is not limited 
to employed persons but covers all residents of the 
country over the age of 16 years, regardless of income. 
Every person over 16 ordinarily resident in the 
country is compelled to register and, unless exempt, 
thereby become insured. The means test, however, 
excludes those with incomes in excess of £4 a week 
from receiving cash benefits. 


Benefits 


Cash Benefits—All cash benefits in New Zealand 
are subject to a means test. Like Great Britain, New 
Zealand provides a flat rate of benefits without 
relation to previous earnings but, unlike Great Bri- 
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tain, this single basic rate is supplemented by 
dependents’ allowances, which means that, in prac- 
tice, the cash benefits vary with the responsibilities 
of the insured. 


The cash sickness benefits provided under the Act 
were an entirely new innovation in New Zealand’s 
social legislation. The rates of benefit correspond to 
the existing unemployment benefit rates, which for 
persons between the ages of 16 and 20 years and 
without dependents amount to 10s. a week. In every 
other case the benefit is 20s. a week, increased by 15s. 
a week for a dependent wife, and 10s. for each depen- 
dent child under 16 years of age (increased from 5s. to 
10s. in 1941), but not to exceed £4 a week in any case. 
The maximum rate of benefit of £4 a week is reached 
when an applicant has a wife and nine or more 
children dependent on him. 


As in the case of unemployment benefits, a limit 
is placed on the amount of benefit which may be 
payable in conformity with maximum allowable 
income of the applicant (the means test), yet no | 
account is taken of the income or earnings of the 
applicant’s wife or dependent children as in the 
case of the unemployment benefit. Furthermore, 
in arriving at the maximum allowable income which 
each applicant may have, no regard is taken of any 
capital assets, only the income from these assets 
being taken into account. 


It was appreciated when the Act was being drafted 
that the service given to its members by friendly 
societies was of a very valuable nature and should 
not be prejudiced, and the receipt of a cash sickness 
benefit from such a source should not disqualify a 
sick person from receiving a benefit from the Social 
Security Fund. This realization was carried into effect 
by provision being made in the Act for the maximum 
allowable income scales for this class of applicant to 
be increased by £1, so that the maximum allowable 
income from all sources, including benefit, is assessed 
at £5 a week for friendly-society members as against 
£4 for other applicants. 


Cash sickness benefit is not payable in respect of 
the first seven days of any period of incapacity unless 
the Commission, having due regard to the special 
circumstances of any case, determines that the 
benefit shall be payable for the whole or part of that 
period. In most countries where the schemes are of a 
contributory nature, the waiting period usually 
varies from one to three days and the benefits are 
usually paid at scale rates for periods assessed in 
accordance with the number of contributions the 
beneficiaries have made. The New Zealand scheme, 
however, makes benefits payable for as long as 


incapacity lasts after the expiry of the seven days’ 
waiting period. New Zealand justifies this procedure 
by the fact that during the first few days of incapacity 
for work a person is considered able to support 
himself out of his own resources. | 


Benefits in Kind.—The provision of benefits in 
kind is gradually being extended under the scheme 
and the country looks forward to complete health 
services of every kind when the entire plan is finally 
realized. Free maternity treatment has been provided 
from the outset and, at present, free medical service, 
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pharmaceutical benefits, X-ray benefits and hospital 
benefits for out-patients are being provided as well. 


The general medical service is free to everyone 
irrespective of income and includes a universal prac- 
tioner service, hospital or sanatorium treatment, care 
and treatment of the mentally afflicted, and mater- 
nity treatment, including the cost of maintenance in 
a maternity home. 


Specialist services and the administration of 
anaesthetics, as well as major and minor surgery, are 
still outside the scheme. 


Cuapter XXIV 


Norway 


A compulsory health insurance system was estab- 
lished in Norway in 1909. This original Act covered 
workers in industry and in 1915 it was extended to 
cover those in commerce and agriculture. A new Act 
was passed in 1930 and another in 1935. 


Administration 


The central administrative body is the National 
Insurance Office which supervises the enforcement of 
the Acts and the management of the sickness funds. 
Working under the National Insurance Office are 
local sickness funds, of which there is one in each 
commune, managed by representatives of the com- 
munal council, and recognized occupational funds, 
which must have at least 200 members to secure 
recognition. 


There is a free choice of doctor and the doctor 
ean accept or decline a patient. The doctor is paid, 
as in France, by the insured person who is repaid in 
part by his society. 


The original Act of 1909 required the insurance 
societies to enter into contracts with doctors for the 
provision of medical treatment, but many societies 
failed to come to an agreement with the doctors and 
in 1925 an amending Act was passed which introduced 
the present system of reimbursement of medical fees. 
Thus, the doctor’s fees are paid by the insured 
person, who, on producing the doctor’s receipted bill 
to his insurance fund, receives a payment from it in 
accordance with the tariff of fees adopted by the fund. 
The insured person receives the tariff fee only and, as 
this is generally lower than the fee charged by the 
doctor, he has to pay part of his doctor’s bill himself. 
In Oslo in 1929 the insured person paid no less than 
32% of the total cost of medical treatment. 


This system is very unpopular with the insured 
population and efforts have been made to return to 
the original system, but such efforts have met with 
only partial success. 


Financing 


Contributions are divided among the insured, the 
employer, the commune and the state. The insured 
pays six-tenths of the cost, the employer one-tenth, 
the commune one-tenth and the state two-tenths. 
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Voluntary members earning less than 4,500 kr. pay 
seven-tenths, the employer’s contribution being 
dropped, while a voluntary member whose income 
exceeds 4,500 kr. pays the whole contribution. 


The cost of the central administration is borne by 
the state, but Parliament may decide that these 
expenses are to be met out of insurance funds. The 
scales of contributions depend on the level of earnings 
of the insured and the sickness risk within each 
income class. 


Scope 


Insurance is compulsory for all persons 15 years of 
age and over employed in public or private service and 
earning less than 4,500 kr. (about $1,100) a year. 
When this income is exceeded the person affected 
loses all rights, including his past subscriptions. 


The Norwegian scheme does not include families, 
but does include women in industry. 


In most countries the means limit is one of earnings 
but in Norway it is calculated on the entire income 
and a non-manual worker with an annual income 
from all sources of 4,500 kr. is not liable to com- 
pulsory insurance. 


Insurance is voluntary for any person between the 
ages of 15 and 70 whose annual income, together with 
that of his wife, does not exceed 6,000 kr. A medical 
certificate of good health may be required of such 
persons. If a person passes out of the compulsory 
class he may take out this voluntary insurance if he 
applies within one week after ceasing compulsory 
insurance. 


About 20% of the population is compulsorily 
insured. 


Benefits 


Cash Benefits —Cash sickness benefit is paid to 
persons incapacitated for employment, the rate 
varying according to the income class in which the 
insured is graded, for contribution purposes. The 
benefit equals about 60% of wages. There is a waiting 
period of three days. The benefits are payable for 
not more than 39 weeks in respect of any one disease 
and for not more than 26 weeks in one year. The 
benefits are always witheld if the insured person is 


treated in hospital; in some cases they are replaced 
by family benefits. 


A maternity benefit is provided to any woman who 
has been a member of the insurance fund for not less 
than ten consecutive months at the same rate as the 
sickness benefit, for two weeks before and six weeks 
after her confinement. A lump sum allowance of 
30 kr. is paid to the wife of an insured person as a 
maternity benefit. 


When the insured person is in hospital or a mater- 
nity home, dependents, including the wife or husband, 
are entitled to a benefit equal to 25% of the sickness 
benefit for one person, 50% for two or three persons, 
and 75% for four or more persons. 


In the event of the death of an insured person or 
his wife, an allowance of 75 kr. is paid for funeral 
expenses. 


Benefits in Kind.—Medical assistance is provided 
either in the form of free attendance by a practitioner, 
with whom the fund has concluded a contract, or in 
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the form of payment for medical attendance in con- 
formity with scales issued by the administrative 
authorities. As a rule, it also includes the extraction 
of teeth by a doctor or dentist. Wives and children 
over 15 years are also protected by the scheme. 


Transportation expenses are met by the funds and 
free treatment and maintenance in a public hospital 
are provided if treatment cannot be satisfactorily 
given at home. The maximum period of such treat- 
ment is 39 weeks in respect of any one disease and 26 
weeks in any one year. 


The maximum period for which hospital accom- 
modation is provided in maternity cases is eight 
weeks in the case of insured persons entitled to cash 
sickness benefit, and 15 days longer in the case of 
other insured persons or the wives of insured persons. 
Attendance by a midwife, as well as medical attend- 
ance, is provided in case of confinement. 


About 15% of the total medical insurance funds 
are devoted to hospital treatment. 


CHAPTER XXV 


Panama 


A social insurance law was adopted by Panama on 
March 21, 1941, and benefits began to be paid in 
1942. The law established a Social Insurance Fund, 
which has taken over the assets and liabilities of the 
various pension funds already in existence. Toward 
the end of 1942 the Fund, on the basis of the exper- 
ience it had gained, began to examine how the law 
should be amended in order to adapt it more closely 
to the requirements of the country. 


Administration 


The scheme is administered by the Social Insurance 
Fund, which is managed by a board and a director, 
appointed by the government. 


Financing 


The cost of insurance is defrayed by equal contri- 
butions of employers and insured persons at the rate 
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of 216% of wages, and by other special resources 
prescribed by the law, such as taxes on alcoholic 
liquors, etc. 


Scope 


The scheme applies to employees of the state, the 
municipalities and other statutory bodies, to manual 
and non-manual workers employed in undertakings 
situated in the districts of Colon and Panama, and to 
independent workers earning less than 3,000 balboas 
a year. 


Benefits 


For sickness and maternity the scheme provides 
medical, surgical, pharmaceutical and hospital treat- 
ment. For invalidity, old age and death, there are 
cash benefits. 


We 


CuHapTrer XXVI 


Peru 


The Peruvian system of compulsory health insur- 
ance is still in the nascent stage and the National 
Social Insurance Fund is putting its health insurance 
programme into force gradually as facilities for the 
provision of medical care are made available. 


The National Social Insurance Fund came into 
being in 1936 and covers the risks of sickness, 
maternity, invalidity, old age and death. Because of 
the backward state of the hospitals of the country, 
the medical benefit under the sickness provisions 
must await the opening up of facilities. During 1942 
there was a vigorous development and systematic 
extension of sickness, maternity and pension insur- 
ance in all parts of the country. 


Administration 


The central authority is the Governing Body of 
the National Social Insurance Fund. The advisory 
body is the Central Medical Board, which was set 
up by the Fund to supervise medical and pharma- 
ceutical benefits. The functioning organizations are 
the hospitals, polyclinics and dispensaries, while the 
guiding principle of the Fund is standardization of 
methods, benefits and services. 


The Governing Body determines the qualifications 
for the admission of doctors to the services and the 
conditions for treatment in the polyclinics and 
hospitals. It organizes the system of medical attend- 
ance in the home, in rural areas and in cases of 
emergency. It undertakes the supervision of cash 
benefits and benefits in kind, and the application of 
the principle of economy. 


The National Social Insurance Fund is construct- 
ing and putting into service a hospital and dispensary 
scheme comprising all the equipment necessary for an 
effective medico-social programme. Until recently the 
work of the hospitals was confined to the occasional 
care of patients brought in because of their poverty 
or because they were in extremis. Today the tendency 
is to transform the hospitals into health centres 
taking an active part in the medico-social life of the 
district they serve. 
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All insurance doctors are employed on a salary 
basis, although not always full time, and all ambula- 
tory treatment is furnished at health centres by a 
group of general practitioners and specialists. 


Financing 


Peru has evolved a unique system for the extension 
of its hospital facilities. The necessary funds for the 
expansion of medical aid, including hospitals, clinics, 
etc., were obtained by collecting, beginning in March 
1937, the state’s entire contribution (1% of wages) 
and the employers’ partial contribution (2% of wages) 
which provided a capital sum with which to erect 
hospitals and clinics. As soon as these institutions are 
available in each district, the insured population 
begins to make its payments for hospital benefits. 


Thus the contribution of the workers to the 
National Social Insurance Fund only becomes 
payable after the medical and welfare services 
necessary for dealing with the sickness and maternity 
risks are established in the various districts. 


Under the Peruvian scheme the state subsidy is 
equal to half the contributions. The employer’s 
contribution is greater than that of the worker’s. 


Benefits 


The benefits to which insured persons are entitled 
under the health insurance clauses of the Act include 
general and specialized medical attendance, hospital 
treatment, pharmaceutical requisites and cash 
benefits. 


Hospital treatment and pharmaceutical requisites 
are supplied by establishments belonging to the Fund 
or by public or private establishments with which the 
Fund has concluded a contract for the purpose. 
Medical attendance is provided directly by the Fund. 


Peru plans to follow the lead of Chile and institute 
periodical medical examinations of the insured 
population. 


Cuarpter XXVII 
Poland 


Poland inherited in its former German territory a 
system of compulsory health insurance from the old 
German legislation and in 1920 compulsory health 
insurance was instituted for the whole country. 
Since January 1, 1934, health insurance for the whole 
country has been regulated by the Social Insurance 
Act of March 28, 1933. 


Administration 


With the exception of Upper Silesia, which was 
German territory before the First World War and 
where there are several classes of sickness funds as 
authorized by the Social Insurance Code, insurance 
is administered by territorial funds of an inter- 
occupational nature. The country, with the exception 
of Upper Silesia, is divided into 67 insurance districts. 
In each district there is a single insurance fund. 

In Upper Silesia the German method of medical 
attendance is followed but in other parts of the 
country domiciliary treatment has been found un- 
satisfactory and there is a great overuse of the poly- 
clinics to which all insured persons have unrestricted 
access. 

A person on entering insurance automatically 
becomes a member of the territorial society of the 
area in which he works. 


Financing 


The financial resources are derived from the con- 
tributions of the insured persons and their employers. 

The insured persons are divided into wage classes, 
according to their earnings, and the contribution is 
equal to 6.5% of the basic wage of the class to which 
they belong. This basic wage corresponds to the lower 
limit in each class and is fixed at .75 zloty a day in 
the lowest class. 

Three-fifths of the contribution is payable by the 
employer and two-fifths by the insured person. The 
employer pays the entire contribution for insured 
persons whose wages are not paid in cash. 

The state must cover the cost of treatment of 
insured persons who become unemployed. Such 
persons maintain their right to medical assistance 
during a maximum period of 13 weeks. The state must 
also refund one-half of the cost of cash maternity 
benefit to insured women. 


Scope 


Health insurance is compulsory for all persons 
employed as paid workers, irrespective of their age, 
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occupation and nationality, providing their monthly 
earnings do not exceed 725 zloty. Domestic servants 
and home workers are also included. 


Agricultural workers, who in certain parts of 
Poland were liable to insurance, were exempted from 
this liability after 1933. Since then a special system 
of medical assistance for agricultural workers and 
members of their family has been provided. 


In 1932 about 7% of the Polish population was 
compulsorily insured. 


Benefits 


Cash Benefits.—Cash benefit, equal to 60% of the 
basic wage, is paid for a period of not more than 39 
consecutive weeks, beginning on the third day of 
sickness. 

A maternity benefit, amounting to the basic wage, 
is paid during the whole period of absence from work, 
but not for more than eight weeks, six weeks of which 
must be subsequent to the confinement, to women 
who have been insured for at least four months 
during the year preceding confinement. There is also 
a nursing bonus which lasts for not more than 12 
weeks after expiry of the right to the maternity 
benefit. 


The funeral benefit granted in case of the death of 
an insured person amounts to three times the weekly 
basic wage. A smaller funeral benefit is also granted 
the insured person in case of the death of a member 
of his family. 


Benefits in Kind.—Medical assistance, including 
medical treatment, medicines, therapeutic requisites 
and orthopaedic appliances, is granted for a period of 
39 consecutive weeks beginning on the first day of 
sickness. Medical assistance and cash benefit may be 
replaced by hospital treatment with full maintenance. 
In such cases, the sick person is entitled, if he has one 
or several persons dependent on him, to an allowance 
equal to one-half of the cash benefit. 


Medical treatment and free medicines during not 
more than 13 weeks is granted in case of sickness 
among members of the insured person’s family. 

Women who have been insured for at least four 
months during the year preceding confinement are 
entitled to medical treatment and obstetrical assist- 
ance before, during, and after confinement. Members 
of the family of the insured person are also entitled 
to obstetrical aid and the nursing benefit. 


CuapreR XXVIII 


Portugal 


A compulsory system of health insurance was 
established in Portugal in 1919 but in 1933 this 
scheme was thoroughly remodelled by several decrees 
which established a corporative organization of every 
branch of economic activity. Provision was made for 
the foundation of social insurance institutions within 
the corporations set up for every type of industry 
and trade, and also for the creation of a network of 
“people’s institutes’? to cover social risks of the 
agricultural population. 


Voluntary health insurance is likewise well devel- 
oped in Portugal, the legal status of mutual aid 
societies being based on a Decree of 1931 which 
replaced the Decree of 1896. 


Administration 


As a result of the Decrees of 1933 health insurance 
is administered by corporative insurance funds and 
people’s institutes. 


The corporative bodies are responsible for the 
organization of insurance funds. The trade unions 
must collaborate with the employers’ associations in 
setting up funds, both parties sharing in the manage- 
ment of the institutions. 


People’s institutes may be set up, one in each rural 
parish, on the initiative of a group of individuals, by 
the parish council, or by the National Labour and 
Provident Institution. Every people’s institute must 
establish a mutual benefit society for its full members. 
The people’s institute and the benefit society are 
managed by the general meeting of full members who 
are heads of families and by the managing com- 
mittee it appoints. 


Both corporative insurance funds and people’s 
institutes are supervised by the National Labour and 
Provident Institution. 
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Financing 


The resources of the corporative insurance funds 
come from contributions paid by the employers and 
workers at rates fixed by collective agreement and 
approved by the National Labour and Provident 
Institution. 


The resources of the people’s institutes come from 
contributions paid by the full members and the 
founding members and, possibly, state grants. The 
contribution for full members is 1 escudo a month, 
and that for founding members not less than 5 
escudos a month. The state endows every institute 
with a single initial grant of 4,000 escudos. 


Scope 


Insurance with a corporative fund is compulsory 
for all the members of the trade unions which, in 
pursuance of collective agreements entered into with 
the appropriate employers’ associations, have set up 
insurance funds. 


All persons of Portugese nationality resident in a 
parish are entitled to become full members of the 
people’s institute for that parish. Thus the people’s 
institute scheme, as compared with the corporative 
insurance fund scheme, is not truly compulsory. 
Rural land owners are founding members of the 
institute for their parish. 


Benefits 


As far as the corporative insurance funds are con- 
cerned, the extent of the risks covered and the rates of 
benefit depend on the economic possibilities of the 
trade unions. 


The mutual benefit societies of the people’s insti- 
tutes may engage in insurance against sickness, 
unemployment, invalidity and old age. They may 
also set up dispensaries, creches, children’s homes and 
homes for the aged, in accordance with local possibi- 
lities. They are also responsible for the local protec- 
tion of health, especially against tuberculosis. 


CHAPTER XXIX 


Rumania 


Compulsory national health insurance was estab- 
lished in Rumania in 1912. The Act of that year has 
now been replaced by an Act of 1933 which unified 
and co-ordinated the provisions for meeting the 
risks of sickness, accident, maternity, invalidity and 
death throughout the country. 


Administration 


Health insurance is administered by the territorial 
funds or mutual aid funds acting as autonomous 


bodies. 
Financing 


The financial resources of the whole social insurance 
scheme, including health insurance, are formed by 
contributions from the insured persons and their 
employers, an extra contribution payable by the 
employers alone, and a contribution from the state. 
These moneys go to form the Common Social Insur- 
ance Fund, which is responsible for meeting the 
various risks covered by legislation. This central 
reserve, common to all funds, is similar to that in 
France. 


The contributions are payable by the employer, 
who deducts the sum due from the insured person 
from his wages. They are fixed according to wage 
classes and may not exceed 6% of the average wage 
in each class. Persons working on their own account 
pay the whole of the contribution due for their 
wage class. 


The extra contribution payable exclusively by 
undertakings employing more than ten persons is 
at the rate of 1.2% of the wage bill. This contribution 
is borne entirely by the employer. 


The state contributes by a subsidy of 80,000,000 
lei annually. 


Scope 


Insurance is compulsory for all wage earners in 
public or private industrial and commercial under- 
takings whose monthly wages do not exceed 6,000 lei, 
independent workers of small menas, handicraftsmen 
and homeworkers, whatever the amount of their 
earnings, and domestic servants. Agricultural workers 
are not covered by the Act. 
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Benefits 


Cash Benefits—The insured person is entitled to 
cash benefit while incapacitated for work. Under the 
Act on contracts of employment, the employer is 
bound to pay the worker the whole amount of his 
wages for the first seven days of incapacity. The health 
insurance fund begins to pay benefit from the eighth 
day at the rate of 50% of the average wage for the 
wage class of the insured person. Benefit is payable 
for not more than 26 weeks for the same illness, and 
for not more than 36 weeks during the year for 
different illnesses. 


Insured women who have paid not less than 26 
weekly contributions during the 12 months imme- 
diately preceding their confinement are entitled to a 
cash maternity benefit at the rate of 50% of the 
average wage for the past 12 months. This is payable 
for 12 weeks, at least six of which must be after 
confinement. Nursing mothers are entitled to a 
special nursing allowance for six weeks after the 
maternity benefit ceases to be payable. The wives of 
insured men are also covered. 


A funeral benefit is payable when the insured 
person has paid 26 weekly contributions in the 
course of the past two years. The amount varies 
between 2,000 and 5,000 lei according to the insured 
person’s wage class. 


Benefits in Kind.—The insured person is entitled, 
from the first day of sickness until recovery, to 
medical and surgical attendance and to the supply 
of medicines, artificial limbs, dressings and other 
medical and surgical appliances. 


Insured women who have paid at least 26 weekly 
contributions during the 12 months immediately 
preceding their confinement are entitled to attend- 
ance by a doctor or midwife and the necessary 
medicines and dressings. At the insured woman’s 
request the insurance fund may have her placed in a 
maternity home. In such cases the cash maternity 
benefit is suppressed or, if the insured woman has 
dependents to support, reduced by half. 


Only the insured person is entitled to cash benefits, 
but both he and the members of his family living with 
him are entitled to benefits in kind. 
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Switzerland 


A Federal Act of 1911 recognized voluntary health 
insurance in Switzerland and made compulsory 
insurance permissable. The Confederation encourages 
sickness insurance by granting subsidies to funds 
recognized by it. Any insurance fund complying with 
the provisions of the Act may obtain recognition. So 
far as the federation is concerned, insurance is 
optional, but within each canton the public authorities 
may make insurance compulsory, either generally 
or for certain categories of persons, or again they 
may transfer these powers to the communes. Several 
cantons have adopted compulsory health insurance 
schemes. 

Administration 


Health insurance, under the Federal Sickness and 
Accident Insurance Act of 1911 is administered 
solely by recognized funds, which may be private 
funds organized as associations or as cooperative 
societies, funds set up by institutions and public 
bodies, and public funds set up by decision of the 
cantonal or communal authorities for any given 
group of persons. 

Nearly 70% of the physicians in Switzerland are 
engaged in insurance practice. The fees to doctors 
average about 2 francs an office visit and 3 francs for 
home calls. 

Financing 


The resources of the funds comprise the contribu- 
tions of insured persons (active members), the 
contributions of passive members, federal subsidies, 
cantonal subsidies, communal subsidies, and regular 
subsidies or lump-sum payments by employers. 

The insured person’s contribution is calculated on 
the average duration of sickness, which, for the 
population of Switzerland, is from seven to fourteen 
days a year, and on the estimate of the cost of 
medical treatment and drugs. The subsidies from the 
public authorities are in proportion to the number of 
insured persons. 
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The Confederation also pays special subsidies to 
cantons and communes which make insurance com- 
pulsory for the whole population or for certain 
groups of persons, provided that they pay the whole 
or part of the contributions for indigent insured 
persons. 


Scope 


Any person domiciled within the territory of the 
Confederation may, in principle, become a member 
of a fund if he satisfies the conditions laid down in the 
tules. The funds are not permitted to discriminate 
between the sexes in admitting insured persons. The 
cantons can be divided into four groups as regards 
compulsory insurance. Nine cantons have made 
health insurance compulsory for certain groups of the 
population; some of these include school children in 
the scheme. Ten cantons have delegated to the 
communes the right to make health insurance com- 
pulsory and many communes have done so. Four 
cantons have made insurance compulsory within 
their territory and have given the communes the 
right to extend the obligation to wider circles of the 
population. The balance of the cantons have not 
made use of the right conferred upon them by the 
Federal Sickness Insurance Act. 


Benefits 


The benefits granted by the sickness funds may 
include cash sickness benefit, the payment of the 
whole or part of the cost of medical attendance, 
the payment of the whole or part of the cost of drugs, 
the payment of the cost of a cure or treatment in 
a hospital, assistance to convalescents, nursing 
benefit, and funeral benefit. 


Because of the complexity of the Swiss system it is 
impossible to give more detailed information without 
going into individual studies of the schemes in 
operation in the various cantons and communes. 
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Union of Soviet Socialist Republics 


The Union of Soviet Socialist Republics has the 
most nearly complete socialized medicine to be found 
anywhere in the world today. The constitution of the 
Union provides that “citizens of the U.S.S.R. have 
the right to maintenance in old age and also in case 
of sickness or loss of capacity to work.” 


Czarist Russia adopted compulsory health insur- 
ance for industry in 1911 and in 1918 the new govern- 
ment of the country established a health system to 
cover the entire population. The present Soviet social 
insurance system is based on the Labour Code of the 
Russian Soviet Federative Socialist Republic of 1922, 
which came into force on November 15 of that year 
and is in operation also in the other Republics 
constituting the U.S.S.R. 


Administration 


Until 1933 health insurance was administered by 
11 occupational federations in the metal, engineering, 
coal-mining, ore-mining, basic chemical and petro- 
leum industries and the railways and waterways. 
Workers in other economic branches were insured 
with territorial funds. The whole scheme was under 
the supervision of the U.S.S.R. People’s Commis- 
sariat of Labour. 


A Decree of June 1933, abolishing the People’s 
Commissariat of Labour and the territorial insurance 
funds, handed over the administration of insurance to 
the General Council of Trade Unions and its affiliated 
federations. 


The structure of insurance is thus based on the 
branch of economic activity. The central committees 
of the trade union federations and their local organs 
are responsible for administering the schemes, and 
the General Council of Trade Unions of the U.S.S.R. 
for the general management of insurance, namely, the 
supervision of the unions, the issue of instructions, 
and the submission of the social insurance estimates 


to the Council of People’s Commissaries of the Union’ 


for its approval. 


In each undertaking or establishment the primary 
insurance body is the pay centre of the works com- 
mittee, or some corresponding committee. These com- 
mittees work under the instructions and supervision 
of the district or regional trade union committee or 
the central council of the federation concerned. 
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All doctors, dentists and nurses are civil servants 
paid by the government and giving their services to 
the people as required at no cost to the individual. 
They are on fixed salaries and the private practice of 
medicine scarcely exists in the country. 


Arrangements have been made, although still of an 
elementary character, for the medical care of the 
workers on collective farms and their families, which 
compose the majority of the population. Such care 
is provided by rural health stations staffed by a 
doctor and nurses. 


Financing 


Thewhole social insurance scheme, including health 
insurance, is financed out of contributions from 
undertakings, establishments and private employers. 
Insured persons contribute nothing. 


Three schedules are in operation for rates of con- 
tributions: (1) The Standard Schedule, applying to 
all undertakings to which special rates are not 
allowed. The contribution varies with the gravity of 
the risk and the unhealthiness of the work. (2) The 
Privileged Schedule, applying chiefly to undertakings 
and establishments which figure in the budget or 
local estimates, undertakings depending wholly or 
largely on money from special sources, and certain 
undertakings in the mining, metal and other indus- 
tries. (3) Special and Mixed Schedules, applying to 
construction work, undertakings working for others, 
communal undertakings, home work, etc. 


As regards financial organization, social insurance 
in the U.S.S.R. is based on the system of the annual 
distribution of costs and the constitution of a reserve 
fund. Since 1937 the cost of the scheme has figured 
on the general budgets of the governments. 


Scope 


The health insurance system covers all persons 
employed by state, public, cooperative or private 
undertakings, establishments and businesses, and by 
private persons, whatever the nature and duration of 
the employment and the manner in which it is 
remunerated. 


In 1933 the number of insured persons totalled 
22,156,500. 


Benefits 


The health services of the Soviet Union are based 
on the following principles: 


(1) Every kind of medical benefit is provided free 
of charge. 


(2) Families and dependents of insured persons 
are included. 


(3) Specialist services are included, e.g., dental? 
ophthalmic, surgical; drugs, medicines and appli- 
ances; orthopaedic treatment and artificial limbs; 
hospital and convalescent treatment and maintenance 
in sanatoria and rest-homes. 


(4) Medicine is designed to be preventive as well 
as curative by the establishment of a network of 
clinics and polyclinics in towns and villages, and 
factory and rural health centres, and by the special 
attention that is paid to the health of children, from 
infancy upwards, and to imsuring continuity of 
treatment. 


Cash Benefits —Cash benefit is allowed from the 
first day of sickness or incapacity until the insured 
person recovers or it is decided that invalidity has 
set in. There are certain qualifications regarding the 
right of temporary and seasonal workers to secure 
cash benefits. The amount paid as cash benefit in 
case of sickness varies with the nature of the work, 
the length of employment and the insured person’s 
status, and generally with what might be regarded as 
his value to the community. 


Maternity benefit, equal to cash sickness benefit, is 
payable for 56 days before and 56 days after con- 
finement if the woman in question is employed on 
manual work or on non-manual work or office work 
entitling her to maternity leave for a similar period. 
It is payable for 42 days before and 42 days after 
confinement to other groups of insured women. 
Women employed in private undertakings and on 
seasonal work receive maternity benefit only if they 
have completed a period of six months’ unbroken 
employment immediately before they cease work. 
There is also a supplementary maternity benefit for 
layette and nursing, which is available to certain 
groups of women only if the last monthly earnings of 
either parent did not exceed 300 rubles. The rate for 
each child is 32 rubles for layette and 45 rubles for 
nursing. 


137 


Provision is made for the payment of a benefit to 
cover funeral expenses as well as the provision of 
pensions to the surviving relatives. The benefit 
amounts to 40 rubles for funerals in towns, and 20 
rubles for those in the country. 


Benefits in Kind.—Medical benefit, preventive and 
curative, is administered by the Commissariats of 
Public Health of the Federated Republics, which are 
required to organize a medical service for the whole 
population, including insured persons and _ their 
families. 


Every form of medical benefit—attendance by 
physicians and surgeons, special orthopaedic treat- 
ment, artificial limbs, etc., hospital treatment, 
preventive measures, maintenance in sanatoria, ete.— 
is granted to the insured population free of charge. 
Some of the sanatoria and the great majority of the 
rest homes belong to the trade union organizations. 
Workers and salaried employees sent to sanatoria and 
health resorts receive cash benefit for temporary 
incapacity during the treatment and the journey, 
taking into account their annual holiday, even if they 
are capable of working. 


The main features of the maternity service are 
described as follows in an officially recommended 
handbook quoted in the Beveridge Report: “The 
care of the child begins well before it is born. In every 
city, in every collective or state farm, there are 
women’s medical consultation centres linked up with 
hospitals, maternity homes, and the Institute of 
Mother and Child in the big cities. Here the woman 
who becomes pregnant is encouraged to come for 
advice. Here she will be examined and given atten- 
tion. A place will be reserved for her in the nearest 
maternity hospital. If she is working, her manager 
will be informed. From time to time she is examined, 
and if the doctor considers that her work is too heavy 
for her, she must be put on a lighter job at the same 
pay. She must receive 8 weeks’ pregnancy leave with 
full pay, and be taken back at her original job. She 
will receive a layette and an allowance for the extra 
need during that period. When she returns to the 
factory she will leave her baby in the factory creches 
and she will be allowed 30 minutes off from work 
every 4 hours to feed the baby. If the mother is 
unable to feed it, there are milk kitchens where she can 
obtain cheaply the proper milk.” 


CuHaprer XXXII 


Venezuela 


On June 14, 1940, the government of Venezuela 
promulgated the Compulsory Social Insurance Act 
which had been prepared by a special committee on 
the basis of a text drafted in collaboration with the 
International Labour Office. 


In the middle of 1942 the government, acting 
through the Ministry of Labour, began to prepare a 
Bill to establish a social insurance system for the 
employees of the federal government. This insurance 
would cover the risks of invalidity, old age, death and 
sickness. 


The present Act covers the risks of sickness, 
maternity, industrial accidents and occupational 
diseases. 


Administration 


Health and maternity insurance will be applied by 
a fund in each state of the Federation, but a central 
institution will supervise the working of the state 
funds. Both the central social insurance institution 
and the state funds will be administered by a tri- 
partite council, comprising equal numbers of repre- 
sentatives of the public authorities, employers and 
insured persons. 


138 


Financing 


The scheme is financed by equal contributions 
from the employer and the insured person, the state 
being liable for the cost of medical equipment and of 
administration. According to the preparatory studies, 
the joint contribution to health and maternity 
insurance will be 5% of the basic wage. 


Scope 


The Compulsory Social Insurance Act applies to 
persons employed in industry and commerce. 


Benefits 


The benefits of health insurance comprise medical 
care and the supply of necessary medicaments, and 
a daily cash benefit payable from the fourth day of 
incapacity at a rate which, according to the pre- 
paratory studies, will be two-thirds of the wage. 
Medical and pharmaceutical benefits will be granted 
also to the members of the insured person’s family. 


In case of maternity, the insured woman and the 
wife of an insured man are entitled to medical care, 
and the former receives, in addition, a daily benefit 
equal to the cash sickness benefit during the six weeks 
preceding and the six weeks following childbirth, on 
condition of abstention from work. 


CHAPTER XXXIII 


Yugoslavia 


Compulsory health insurance in Yugoslavia is 
based on the Social Insurance Act of 1922. Under it 
all voluntary schemes of health insurance in the 
country were superseded and replaced by a single 
national scheme. 


Administration 


The scheme is administered by the Central 
Workers’ Insurance Institution and its local bodies. 
The Central Insurance Institution is a public body 
under autonomous administration. 


No choice of doctors is allowed beyond those on a 
selected list, and all the doctors operating under the 
scheme are on a salary basis. 


A person on entering into insurance automatically 
becomes a member of the territorial society of the 
area in which he works, unless he is a transport 
worker, in which case he joins one of the special 
societies established for that occupation. 


Financing 


For the calculation of contributions and benefits, 
the insured persons are grouped in 12 wage classes, 
the lowest for persons earning not more than 8 dinars 
a day, and the highest for those earning more than 48 
dinars. The basic daily wage in the lowest class is 
6 dinars, and in the other classes it is equal to the 
lowest wage limit of the class concerned. 


The expenses of the health insurance scheme are 
covered by contributions shared equally between the 
insured persons and the employers. The weekly con- 
tribution may not be less than 24% or more than 
42% of the basic daily wage. 


The only state contribution is to pay for institu- 
tional treatment for certain diseases. 


Scope 


Insurance is compulsory for all persons without 
distinction of age, sex or nationality who perform 
physical or mental work for remuneration under a 
contract of employment. 
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Agricultural workers and domestic servants em- 
ployed in agriculture are excluded. 


Only a small proportion of the population is 
insured as relatively few are employed workers. 


Benefits 


Cash Benefits —A daily cash benefit is payable if 
the sickness entails incapacity for work during more 
than three days. It is equal to two-thirds of the 
insured person’s basic wage and is payable for not 
more than 26 consecutive weeks. 


The maternity benefit is payable for six weeks 
before and six weeks after confinement at the rate of 
three-quarters of the insured woman’s basic wage. 
It is granted after completion of a qualifying period 
of ten months. 


There is also a layette allowance at a flat rate of 150 
dinars for each child, and a nursing benefit payable for 
12 weeks after the cessation of maternity benefit, at 
the rate of 4 dinars a day. 


Benefits rn Kind.—Medical attendance, medicine 
and appliances are provided for a maximum period 
of 26 consecutive weeks or for as long as the patient 
receives cash sickness benefit. Polyclinics with special 
departments supplement domiciliary treatment and 
in large measure take its place. 


Medical attendance for members of the insured 
person’s family living in his household is also pro- 
vided for a maximum period of 26 weeks. 


The services of a midwife and necessary medical 
attendance are granted only to women who have 
completed a qualifying period of six months during 
the year preceding their latest registration with the 
Central Workers Insurance Institution, or of 90 
consecutive days immediately preceding the con- 
finement. This benefit may be replaced by main- 
tenance in a maternity home for not more than a 
fortnight. 


An insured person’s wife is entitled, in the event 
of maternity, to medical attendance and the layette 
allowance provided the insured person has com- 
pleted the prescribed qualifying period. 
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CHAPTER I 


Introduction 


In dealing with the rise and growth of compulsory 
health insurance schemes throughout the world it 


’ must be remembered that in the last few decades the 


development of economic life, with all that it has 
brought in the increased outpouring of material 
wealth, has ever tended towards a greater social 
insecurity of the individual and of the family depen- 
dent on him. It is true that life without risks would 
be a dull and stagnant affair—the desire for adven- 
ture is strongly implanted in the human heart—but 
the risk factor in life, the social insecurity of the mass 
of the people, is now less a useful spur to thought, 
effort and mutual aid than an ever-looming threat of 
wreckage, bringing all the greater anxiety and worry 
because it is so largely a threat against which the 
isolated individual is often helpless. 


Hence comes the need for the mutual insurance of 
all members of society against the more serious 
dangers, a compulsory insurance so that the more 
secure cannot stand aside and leave the risks to be 
loaded on the shoulders of the less secure. The 
recognition of this need has become general. The 
International Labour Office, in their Year Book for 
1937-38 claim that “the principle of social insurance 
may now be said to have obtained final recognition. 
Even those countries which had hitherto rejected 
the idea of organized collective providence schemes 
for social welfare have come to realize their absolute 
necessity, and it is generally admitted that material 
progress calls for the establishment of a system of 
social security.” Again in the Year Book for 1939-40 
we read: ““The abundance of facts relating to the 
progress made or proposed in the field of social 
insurance shows how fully existing or proposed 
systems, for protecting the workers against the 
physical and economic risks to which they are 
exposed, correspond to the needs of the time. It can 
already be deduced that social insurance schemes 
will become more and more firmly rooted in the lives 
of the people.” 

Social insurance, however, as the chairman of the 
Social Security Board of the United States told the 
Santiago Conference of the Inter-American Com- 
mittee to Promote Social Security, must always be 
developed with regard to the special needs of the 
country in which it operates. It cannot be merely 


. transplanted from one country to another. 


In Canada we may seem to have lagged behind in 
the matter of health insurance but there are reasons 
why Canada—and, for that matter, the United States 
also—has not yet introduced a compulsory national 
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health insurance system. It has to be remembered 
that the earlier health insurance schemes were estab- 


lished in the small, densely populated and_ highly 


industrialized countries of Europe and, in particular, 
that they applied only to industrial wage-earners. 
The collection of premiums by deductions from wages 
and the joint contribution from the employers was 
a comparatively simple matter. Medical facilities 
were ready to hand, and the country could build upon 
the habits and institutions of earlier forms of collec- 
tive thrift. The extension of health insurance to the 
rural population is a different matter and has proved 
too difficult for many countries. In agricultural 
countries where there are large districts having a 
sparse population and few medical facilities the 
extension of sickness insurance to the farm population 
is a late development. 


Canada, therefore, is scarcely later than other 
countries in introducing a health insurance scheme for 
the farming population, and the difficulties of her 
wide territories can excuse her for not taking the lead. 
Canada is admittedly late in establishing health 
insurance for the industrial wage-earners, but there 
is a further reason for that. The European countries 
which led the way were generally those which were 
wealthier, actually if not potentially, as nations, 
though their industrial wage-earners were often poor, 
certainly more poorly paid than those of North 
America. It seemed less unreasonable, therefore, to 
expect the industrial wage-earners of Canada and the 
United States, with higher incomes and _ higher 
standards of living, to be better able to provide for 
their own sickness. Furthermore, it must be remem- 
bered that much was already done to improve and 
protect the health of the citizen by the many services 
of a comprehensive and efficient public health 
administration. Nor should be forgotten the aid given 
by the medical profession to those in needy circum- 
stances or the help of the many generously supported 
private charitable organizations. 


It is the aim of this present section to give as 
clearly as possible an over-all view of compulsory 
health insurance schemes which have been discussed 
separately and in detail in the previous section. In 
other words, we have seen the individual workings of 
compulsory schemes in 33 countries, and it is now 
proposed to discuss the patterns into which they fall 
and the general tendencies noted when all these 
countries are studied as a whole. For this purpose 
no clearer study has appeared than one entitled 
Approaches to Social Security: An International Survey 


which was published by the International Labour 
Office in Montreal in 1942. With its unrivaled sources 
of information the International Labour Office has 
been able to present an illuminating discussion on 
social insurance tendencies in the world today. The 
work is concerned with the functioning of the four 
types of social insurance, namely, workmen’s com- 
pensation, unemployment insurance, health insurance 
and pension insurance. It is felt that we could do no 
better than use the material on health insurance in 
this publication to give a comprehensive picture of 
the present situation, and the remarks that follow in 
this section have been taken from Approaches to 
Social Security. 


The accompanying tables are merely a compilation 
of facts presented in the individual studies in 
Section 2. 


Several European countries, instead of proceeding 
direct from voluntary to compulsory insurance, have 
experimented with state subsidies to the voluntary 
insurance movement, first to the sickness and old-age 
funds and then to the unemployment funds. The 
weakness of voluntary insurance has always been 
that the groups most in need of insurance protection, 
namely those with the lowest wages, the most 
irregular employment, and the least savings cannot 
afford to purchase protection unaided. The state 
subsidy lowers the cost of insurance, though its help 
is not confined to the poorest members of the fund. 
Where the subsidy is considerable, e.g., one-fourth of 
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the cost, and the general standard of living and 
education is high, as in Denmark and Switzerland, 
voluntary health insurance has been able to attract 
the majority of the low and medium-income popula- 
tion, including the peasants, who are a very impor- 
tant class in these countries, and other independent 
workers; even so, in 1933 Denmark made registration 
with a sickness fund compulsory for every adult, 
while numerous Swiss cantons have also placed 
health insurance on a compulsory basis. 


Most countries, however, have preferred to dis- 
pense with the phase of subsidized voluntary insur- 
ance, either because the social conditions for its 
success were lacking, or because the state was not 
ready to provide the subsidy required. The compul- 
sory principle can reach, through the employer, the 
whole employed population, including apprentices 
and unskilled workers. Compulsion would not be 
practicable without other resources besides the con- 
tribution of the insured, but, when liability to 
insurance is defined by the criterion of employed 
status, an employer’s contribution, for which weighty 
and decisive arguments are advanced, can be and is 
always imposed, so that the resources of the scheme 
are greatly increased. By compulsory insurance, 
industry is required to maintain for its workers a 
strong protection against destitution. The resources 
of compulsory insurance are, however, often aug- 
mented by a state subsidy, for which the main justi- 
fication is the interest of the state in the promotion 
of social welfare. 


CHAPTER II 


Administration 
(See Table 1) 


In western and central Europe, where it originated, 
compulsory health insurance took over, as the basis 
of its organization, the existing voluntary institutions. 
Politically, their claims could not be ignored, and, as 
sole depositaries of administrative experience in this 
field, their cooperation seemed indispensable for 
the launching of a compulsory scheme. The volun- 
tary institutions were self-governing mutual benefit 
societies, the membership of which was drawn from 
workers in the same occupation or undertaking, or, 
irrespective of occupation, in the same locality. The 
voluntary institutions that were occupational in 
character often represented a survival of mediaeval 
corporative tradition, and there was at first the hope 
that the solidarity of feeling and similarity of needs 
to be found especially in occupational bodies would 
afford a firm foundation for the application of com- 
pulsory health insurance. This expectation was 
found to be justified only in part. 

Even at the outset it was necessary to establish 
statutory sickness funds on a local basis to take care 
of persons who would not, or could not, join the 
existing societies. Moreover, it gradually became 
clear that a multiplicity of small societies, often 
operating in the same area, is difficult to regiment 
into conformity with the stringent administrative 
exigencies of a national compulsory scheme, and that 
they could not rise to the opportunities, now begin- 
ning to be discerned, which health insurance offers 
for improving the people’s health. A sickness fund 
must have a territorial basis in order to be able to 
organize its medical services efficiently, utilizing 
fully the local medical facilities; contracts with 
doctors and hospitals must in any case be uniform 
within the same locality. The fund must not be so 
large that it loses intimate contact with the insured 
individual, but its membership must be numerous 
enough to secure fairly even sickness experience from 
year to year. Again, occupation has a decisive influ- 
ence on the morbidity of those engaged in it and, 
for that matter, on their unemployment: the selec- 
tion of insured persons by occupation results, there- 
fore, in the concentration of bad risks (7.e., high 
morbidity and irregular contributions) in some funds 
and of good risks in others. Hence, the constant 
policy in most countries has been to strengthen the 
statutory territorial funds at the expense of the 
societies of private origin. No new societies are 
admitted to share in the administration of compul- 
sory insurance and the existing voluntary societies 
are steadily reduced in numbers by amalgamation. 
The voluntary societies, however, introduced into 
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compulsory health insurance, and indeed into social 
insurance generally, a tradition of democratic self- 
government which was taken over by the statutory 
sickness funds. 

The territorial organization of compulsory health 
insurance has invariably been adopted in those 
countries where no voluntary institutions existed 
and where, in consequence, the very difficult task 
of creating an entire organization, albeit a rational 
one, had to be faced. 

In the organization of social insurance the leading 
tendency has been towards centralization. This ten- 
dency, which is paralleled in many other fields of 
social life, is here characterized by the spreading of 
responsibility for common risks over an ever more 
numerous group: occupational schemes give place to 
those which embrace all trades without distinction, 
and the area served by an institution grows larger. 
There is a twofold tendency to reduce the number 
of institutions while increasing their size, and to 
smooth out differences between them. 


Provision of Medical Care 


The financial resources of compulsory health in- 
surance are limited. In the last 30 years the typical 
contribution rate in Europe has risen from 2!% to 
5 per cent. of wages and evidently cannot be in- 
creased much beyond the latter figure. Therefore 
health insurance can hope to keep its medical service 
abreast of medical progress only by a continuous 
effort of rationalization. In this effort it encounters 
the obstacle of the traditional individualism of medi- 
cal practice, which is firmly upheld in many coun- 
tries by the doctors’ associations. Medicine is a 
liberal profession, and, while an increasing proportion 
of doctors have been accepting salaried positions in 
public health administration, the majority, following 
the leaders of their associations, have vigorously 
withstood the attempt of health insurance to regiment 
them in a salaried service. The doctors’ associations 
have accepted cooperation with compulsory health 
insurance on two main conditions: first, that health 
insurance should confine its benefits to the class 
which had hitherto been unremunerative and which 
had owed much of its treatment to an honourable 
tradition of charity upheld by many doctors, and 
secondly, that insurance practice should differ as 
little as possible from private practice and should be 
subject therefore to a minimum of control. Now 
private practice is still carried on mainly by doctors 
practising individually, and it may well be that, even 
at the present day, individual practice can give 
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TABLE 1. 
ADMINISTRATION 
ADMINISTERED Meruop or PayING PRACTITIONERS 
Free 
COUNTRY Choice 
Directly Through of Doctor Fes Per 
by the Approved Salary Baie Capita 
State Societies Basis 
AUSTRIA UE Oe ee DEL Oe x Varies paca x 
BU GAR DAs rai iee sin dah iter 9 alley erg Oe xX 
CORE! Site is teh as He et ica SAR fe Ah eR x No x 
CZECHOSTEO VA ents a Oe ele rare x No x 
INEM A TRG erie outs Peek eas c0 ee x Yes x x 
GS Oe Mier er Sie SLA RUA Ca ntes i Eile bic 3 x 
BS THONTAS ar. coe cis es oe Cee ere x 
Franch Co a eae ne Yes Se 
GHERUMEAIN YS) ie oe een a cela et x Yes x x x 
GREATABE LTATIN ecto ache eiea een x Yes x 
GREW CB tae Ne etal Sete pe en ea amare 
HUNGARY ihn Comrie. Ve eel lon ale ee ameNene x No 
ALVA LiNGR Sx aispcttits [oie e) aed epee eliete 5 alte lle A Ane ees aoe x 
PAPAN osc Sette ede ks GREER AS aA x 
TLAPEN LAC 5 255/096 aeigeate eth ERM rere Cer URene Pa LAE x 
TRIN ROEAN EAS SOM evs rt tiee tect ane eee ee x No x 
WUCSEIVEB UIRG. Cs eee Aah ie ae allele aa x 
NEGA RRUANDS py Gee hae oe renee x 
INIEWi PZ ATIAIN DCPs eo ce hear en eee x Yes DG 
INO EC WHALING i vs wih: es lamers ane Rees ee eg ne x Yes x 
PBR US: Unk Sabo neha soe ce Se re eee ae ie eae xX No axe 
POVAN DA cou b ia sect eee eters eee eters eee xX No x 
PO RUE GA arte arene os ey a a x 
TERUMASA sre o7-ts aR ee Lec LR AU me oe x 
S Wi ZiRIRIG AUNT. oeeretaney  MeaUr ett Merce aaa xX x 
SHA GON LATER Rm MN UIPTEN CL ial X No X ern gadis 
WIG OSTAAWILAL RIG See: bia ad obec deat hehe Cree xX No x 


Underlined X means more usual procedure. 


satisfactory results in cases where expense is no 
barrier. Health insurance, however, must provide 
the best treatment it can for the money at its dis- 
posal. If it is obliged to organize its medical service 
on the basis of individual practice, it can only obtain 
a result which is inferior, not only in amenities, but 
also in efficiency, to that of private practice as exer- 
cised among the well-to-do. 


In western Europe especially, the medical service 
of compulsory health insurance is organized very 
largely on the lines of private individual practice. 
The medical association negotiates with the feder- 
ation of sickness funds the scale of remuneration and 
other terms of service for doctors engaging in insur- 
ance practice. Subject to any restriction which the 
medical association may impose to prevent over- 


crowding of the insurance service, all qualified doc- 
tors may participate, and the insured person enjoys 
in principle free choice among the doctors of the 
vicinity. The prevailing method of remuneration is 
by a fee varying with the nature of treatment afford- 
ed to the patient; but in Great Britain a uniform 
annual capitation fee has been adopted for its 
general practitioner service. Doctors, as a rule, carry 
on private as well as insurance practice and they 
work individually in their own consulting rooms. 


Economy in the organization of the insurance 
medical service is an especially pressing considera- 
tion in countries where there is a very wide difference 
between the standard of living of doctors and that of 
manual workers, so that the cost of the service tends 
to be high when expressed in terms of wages. 


In central and eastern Europe, the provision for 
specialist treatment at least has been rationalized. 
In the towns the sickness funds establish fully 
equipped clinics where salaried specialists attend 
daily in order to treat patients referred to them by 
general practitioners. Dental care is also given at 
clinics, in the rural areas. A single salaried doctor 
may be employed by the local fund to treat all 
insured persons in a given district. 


In Chile, and now in Peru also, the rationalization 
of insurance practice has been carried further. All 
insurance doctors are employed—though not always 
full-time—on a salaried basis, and all ambulatory 
treatment is furnished at health centres by a group 
of general practitioners and specialists. To meet the 
extremely difficult problem of bringing medical care 
to sparsely populated rural areas, the insurance 
institutions maintain a service of travelling dispen- 
saries to visit the sick at first-aid posts distributed 
over the country. Ambulances remove to the nearest 
health centre or hospital cases which need special care 
or supervision. It may be added that in Peru, Ecua- 
dor and Bolivia, the social insurance funds have 
begun to create a network of hospitals and clinics of 
their own in order to make up for the deficiencies in 
the national health equipment. 

The group practice of medicine is not commending 
itself only to compulsory health insurance which, 
operating among workers with a low standard of 
living, must exercise the utmost economy: it is also 
coming to be regarded in the United States as the 
form of practice which is destined to predominate in 
the private schemes of voluntary insurance for the 
middle-class population. Substantial advantages in- 
deed are claimed for group practice. Modern methods 
of diagnosis and treatment require an extensive and 
costly equipment of which only a group of doctors 
practising at the same centre can economically avail 
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themselves; medical supplies, auxiliary staff, and 
overhead charges are likewise relatively cheaper for 
several doctors working together. The representation 
of different specialities within the group of physicians 
enables the diagnosis to be settled and the treatment 
to be prescribed efficiently and without loss of time 
for doctor or patient. Group organization enables 
doctors to maintain one another’s morale and to 
afford one another opportunities for further study 
and for leisure. The group system is not incompatible 
with the choice by the patient of a particular phy- 
sician as his family doctor, giving general advice and 
co-ordinating treatment furnished by the members 
of the group. It is pointed out that the family doctor 
practising alone is disappearing in American cities, 
and that the public tends to run from one specialist 
to another without any guidance or without con- 
tinuity or coordination in treatment. Group prac- 
tice provides an effective check for this wasteful and 
dangerous tendency. 

The opposition of the medical profession to the 
rational organization of insurance medical service is 
likely to be weakened by the gradual narrowing of 
the field of private practice. It is obvious that in 
Europe, at all events, the classes on whom the doc- 
tors relied to supply their private patients are dis- 
appearing. In parts of central and eastern Europe 
and in Latin America, these classes have never been 
large, while the supply of doctors has increased. In 
these circumstances the medical profession begins to 
consider more favourably the idea of a salaried 
medical service, general in scope. The Chilean doctors 
were probably the first to propose a comprehensive 
national medical service for the mass of the popu- 
lation. The fact is that once the whole employed 
population, wives and children included, is brought 
within the scope of compulsory health insurance, the 
great majority of doctors, dentists, nurses and hos- 
pitals find themselves engaged in the insurance 
medical service, which squeezes out most of the 
private practice on the one hand, and most of the 
medical care hitherto given by the public assistance 
authorities, on the other. The next step to a single 
national medical service is a short one and a bill to 
create such a service is now under consideration in 
Chile. 

A national medical service is already in operation 
in New Zealand and in the Soviet Union, where every 
inhabitant is entitled to free medical attendance, 
drugs, and hospital treatment. In the former country 
no change has been made in the method of furnishing 
medical care, which remains that of individual prac- 
tice; the doctor is refunded by the state a fixed fee 
per visit or consultation and is not legally entitled 
to additional remuneration from the patient. 


CHAPTER III 
Financing 
(See Table 2) 


The genesis of social insurance or other form of 
social security service may be regarded as a process 
in three phases. First, there is the perception by 
society of an economic need among its members 
which, for its own preservation or progress, it must 
meet. Second, there is the discrimination of the 
parties to whom the financial responsibility for the 
needy members can be attached. Third, there is the 
question of the measure in which the need is to be 
met, having regard to the allocation of responsibility, 
and to the economic abilities and political strength 
of the parties laid under contribution. The financial 
provisions of a social insurance scheme result from 
the second and third phase. 


The Contributing Parties 


We have seen that all social security services stem 
from primitive forms that embody principles so 
ancient that their validity has become axiomatic. 
These primitive forms are the general responsibility 
of the master for the servant, the mutual aid prac- 
tised within occupational and other limited groups, 
and, subtended under these, the broad and vague 
responsibility of the community for its members. 
When the earliest legislation on workmen’s compen- 
sation, health insurance and pension insurance came 
to be drafted, it seemed natural to invoke these 
principles. 

A broad uniformity of practice has been brought 
about as a result of a combination of considerations 
of administrative, financial and political feasibility; 
these considerations are supported by arguments 
which, starting from a variety of premises, arrive at 
similar practical conclusions. 

This uniformity is the result of the almost universal 
adoption of the device of the joint contribution of 
worker and employer, which was used in local 
schemes of compulsory health insurance in Germany 
a century ago. The importance of this device for the 
development of social insurance was fundamental. 
Irrespective of any theoretical arguments, it is 
evidently much easier to persuade employers and 
workers to agree to share a charge than it is to impose 
it wholly on one or the other. Moreover, the joint 
contribution can probably be fixed at a higher sum 
than could conceivably be obtained from either 
party alone. The contribution may indeed suffice to 
cover the entire cost of the scheme, particularly if 
it is a question of health insurance, and the Govern- 
ment may thus be able to float the scheme without 
having to go to the taxpayer for money. But the 
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joint contribution has other merits. It is relatively 
easy for the insurance fund to collect the joint 
contribution from the employer and for him to deduct 
the worker’s share from wages. At one stroke the 
joint contribution renders compulsory insurance 
feasible for the mass of industrial wage earners, who 
constitute just the class that has the greatest need 
of it. 

The majority of health insurance schemes are sup- 
ported by workers’ and employers’ contributions. 
For this branch of social insurance the fashion was 
set by the German Act of 1883. Where sickness is 
covered by a law which provides for pensions also, 
the state subsidy is generally earmarked for the 
pensions, but this is not the case for Chile (1925 Act) 
or Peru. In Great Britain, Eire, and Norway, health 
insurance as such receives a substantial grant from 
the state. In the Soviet Union the cost of temporary 
incapacity benefits is borne entirely by the contri- 
butions of the undertaking. 

Of the five national insurance schemes, three (New 
Zealand, Norway, Sweden) are financed by contri- 
butions of citizens, as prospective beneficiaries, and 
by subsidies from general taxation; while two (Den- 
mark, Finland) impose certain charges on employers 
as such besides. 

As regards the proportions in which the several 
contributing parties share in the cost of insurance, 
one broad generalization can be formulated: that, 
where both workers and employers contribute, their 
shares are equal, whether or not the state contributes 
as well. 

There are, however, important exceptions, par- 
ticularly in the most recent legislation. These excep- 
tions, having regard to the dates of the laws con- 
cerned, suggest a tendency to increase the employer’s 
share and decrease that of the worker. 

The German health insurance scheme of 1883 
charged two-thirds of the cost to the worker and one- 
third to the employer; moreover, the scheme paid the 
temporary incapacity benefit in case of industrial 
accident. This arrangement had been used in local 
schemes already thirty years earlier which covered 
temporary incapacity, whether due to sickness or 
accident. It has persisted down to the present time, 
though an Act of 1933 has authorized the government 
to equalize the shares of the contribution. The same 
arrangement was adopted in Luxemburg and Austria; 
the latter country, in 1935, established a single con- 
tribution, equally shared, for all four branches of 
social insurance. In Norway, since 1909, three-fifths 


149 


TABLE 2. 
FINANCING 
CoNTRIBUTORS CONTRIBUTIONS 
Insured 
Type Amount tate 
COUNTRY Insured | Employer | State Wage 
Flat Percentage Total I Classes 
Rate of Wages Sie nsured 
USE RUAN Site cas. 50% 50% No No 
ERI A ek 33-1/3%| 33-1/3% | 33-1/3% x ‘ Wad 
(OLE ere ree AA ee RR Coe A 24% 59% 17% x 8-1/2% of weekly 2% of weekly 
wage wage! 
CZECHOSLOVAKIA......... 50% 50% No xe Yes 
PY EGINIVEATU KORY sees cts ess oe x No S25 Average weekly 
- contribution is 
0.41 krone 
1B) DSH D7 aa See a ee A 39% 39% 22%! x 4d weekly No 
BS HONEAL fe Se el eee 50% 50% No x 1% to 2% of wages| Varies 
BEV AIN CC Hints evade. 50% 50% S xX 8% of wages 4% of wages 
CER MANY (ates ooo ee: 50% 50% No x Cannot exceed 
6% of wages 
GREAT, BRITAIN, ¢./..2:/0-': 43% 43% 14% x 5-1/2d5 No 
COREE C Hes i ee fee i ieee... L3 xX x No 1.6% of mid-point Yes 
of wage class 
HIRING ARY 2 Gipse S35 AE 50% 50% S Cannot exceed 6% Yes 
of wages 
ATED AST Yorn Say het Heh. a neotad Oh. 50% 50% xX 3% of daily wage® 
PHMEDAUN A oc rca eI iecn ty eee eee 45% 45% 10% x Cannot exceed 3% 
of wages No 
TU ANSTAY 17 NG ea 87-1/2%| 37-1/2% 25% EX: Cannot exceed 2% 
of wages 
TREOANTASE 241 ie. Cannot exceed 3% 
33-1/3%| 33-1/83% | 33-1/3% x of mid-point of Yes 
wage class. : 
PADIS NIBURG, = annie ss - scene Cannot exceed 
; 66-2/3%| 33-1/3% S) x 4.5% of normal 
wage 
NETHERLANDS............ 50% 50% No x 
NEW ZEALAND............ x xX x £1 a year plus No 
5% of income 
NORWOOD CEARE Raa Se ae 60% 10% 20%7 x 
Uae wth 2. ee syeatiloa fe Seles x x 88 xX 
ROMAN DMs eed we Pre 40% 60% x 6.5% of basic wage Yes 
PORMUGAL SOME Eik at xX xX 
FORUIVEAIN AWA tc sc acer aie Cannot exceed 6% 
x x S x of midpoint of Yes 
of wage class 
SWITZERLAND............ x hen eet 
(USSHSHIR 3a No 100% No 
DIU GOSIVAVDANT A Sirti. 2804 50% 50% No x Yes 


1 Covers all branches of social security. 
2S — Sudsidy. 
3 Communes pay a large share of the costs. 


4 Plus cost of central administration. 
5 Figures are for men. ~ 
6 For land and river transport workers. 


7 Commune pays 10% of cost. 
8 Equal to half the contributions. se g {my 
9 Also cantonal subsidies, communal subsidies and employers’ subsidies. 


of the cost of health insurance has been borne by the 
worker. No wage-earners’ sickness scheme of more 
recent date has provided for a worker’s contribution 
higher than that of the employer. Higher employers’ 
than workers’ contributions are found in several gene- 
ral schemes of health and pension insurance combined 
(Chile, 1925; Greece, 1932; Peru, 1936). Several in- 
stances are indeed to be found of a sharing of the 
contribution that varies with the wage class; these 
represent an extension of a principle much more 
frequently applied, namely, that the employer should 
pay the entire contribution in the case of apprentices 
or workers with exceptionally low wages. 

The state subsidy to social insurance may assume 
either of two typical forms. It may be granted in aid 
either of the general revenue of the scheme or of 
certain benefits (or even administrative expenses). 

The state subsidy is, as one might expect, very 
considerable in the national insurance schemes, 
partly to make up for the lower rate of contribution, 
partly because the universal scope of the scheme 
justifies a fuller measure of aid from public taxation. 


Contribution and Risk 


Equality between the premium and the probable 
benefit is of the essence of insurance, and private 
insurance endeavours as far as is practicable to 
adjust the premium to the value of the individual 
risk. Social insurance, because it is insurance, takes 
account of this principle; but because its purpose is 
social, it must also have regard to the social adequacy 
of its benefits and seek to prevent destitution in the 
largest possible number of cases. Social insurance has 
to find a balance between these diverse motives, a 
balance which can only be arbitrary, and shifts 
according to change in public opinion. 

The risk that an individual introduces into social 
insurance varies with his susceptibility to disease, 
accident and unemployment, and important indica- 
tions of the degree of risk are age, sex and occupation; 
if his insurance provides benefits for his dependents 
also, their number, age and sex are significant. How 
far does social insurance take account of these 
degrees of risk in the relation which it establishes 
between contribution and benefit ? 

The grouping of workers by occupation, each occu- 
pation covering its own risk, is exemplified in all 
branches of insurance. The trend of the development 
of social insurance organization is, however, towards 
the massing of the working population in general, 
inter-occupational schemes, workmen’s compensation 
alone being left to vary the contribution according 
to the specific risk of each occupation. 

Whether the scheme is general or occupational in 
its scope, the prevailing rule is that the contribution 
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rate is unaffected by the sex, age or family responsibi- 
lities of the worker concerned, whereas these factors 
do affect a wide range of benefits, and so likewise does 
the record of the claimant as contributor and bene- 
ficiary. The manner and degree in which benefits are 
affected varies from one branch of social insurance to 
another, and among the several benefits of the same 
branch. 


Social insurance limits its liabilities by fixing 
maxima for the rate and duration of benefit, and by 
reducing its clients to a select group. The selection is 
effected, firstly, by barring from entry into insurance 
persons whose advanced age marks them as im- 
mediate candidates for benefits; and secondly, by 
obliging insured persons to prove that they possess 
normal health and employability by completing a 
qualifying period of insurance, before claiming 
benefit. The branches of insurance may be arranged 
as follows according to the increasing degree in which 
selection is effected: accident, sickness (age and short 
qualifying period or none); unemployment (age and 
medium qualifying period); pension (age and long 
qualifying period). 

Within the select group of insured persons entitled 
to benefit if the loss insured against occurs, there 
remains, however, a wide diversity of risk, as in- 
dicated by age, sex and family responsibilities. In 
contrast to private insurance, even as practised by 
mutual benefit societies, compulsory social insurance 
intentionally allows certain groups to make heavier 
claims on the benefit fund than others paying the 
same contributions. For example, elderly individuals 
and women are a greater charge on health insurance, 
while persons having dependents can procure for 
them the extensive medical benefits, allowances and 
pensions which social insurance provides for wives 
and children. 


In social insurance the principle of equality between 
the premium and the probable benefit nevertheless 
finds a rational, if crude, application. Social insurance 
proceeds from the hypothesis that the vast majority 
of insured persons enter insurable employment 
straight from school and remain as long as they are 
able; many young women will, it is true, leave em- 
ployment on marriage, but their husbands are likely 
to be insured persons. The entrants into insurance 
traverse a typical or average history, making smaller 
demands on benefits at some stages, larger at others, 
and they pay a level premium throughout their 
insurance career. 

In the great majority of social insurance schemes, 
contributions are proportional, and uniformly so, 
to wages. The question now to be considered is 
whether high and low wage earners obtain propor- 


tionate returns for the contributions paid on their 
account. 

In accident, health and unemployment insurance 
the contribution represents essentially the cost of 
current protection until the next contribution falls 
due, and the number of contributions previously paid 
does not, in principle, affect the rate of benefit. As a 
rule, the proportion of the contribution rate to the 
cash benefit rate is uniform. This proportionality is, 
however, often modified by provisions for minimum 
rates and dependents’ allowances, while, in some 
recent schemes of unemployment insurance specially, 
the benefit rate is graduated so as to favour low wage 
earners. Moreover, the contributions in accident and 
health insurance also finance medical benefits and 
administrative expenses, which are identical in 
content for high and low wage earners alike. Suppose, 
for example, that the contribution is four per cent. of 
wages, and that the sickness benefit absorbs one per 
cent. of wages and medical benefit and administrative 
expenses the remaining three per cent. Then the con- 
tribution of a worker whose wages are 100 is charged 
with only half as much for these latter services as that 
of a worker whose wages are 200. 


It thus appears that the contributions of low wage 
earners are, as a rule, insufficient to cover the cost of 
their benefits. The deficit is met by a transfer from 
the contributions of high wage earners and, where 
such is provided, by the whole or a larger share of the 
state subsidy. Social insurance laws and explanatory 
memoranda are reticent concerning the manner in 
which the contributions paid in respect of an indi- 
vidual are appropriated for the benefit of another 
whose need is greater. It seems safe to assert, how- 
ever, that the high wage earner, in almost every 
scheme, obtains a full return for his share of the joint 
contribution. The extent to which the employers’ 
share is used to help the needier beneficiaries—not 
only low wage earners, but also elderly entrants into 
pension insurance—depends in part on the presence 
of a state subsidy and on its sufficiency. 


Financial System 


A social insurance institution, unlike an insurance 
company, can generally count upon a permanent 
body of contributors and an unlimited life, so that it 
need not provide against eventual liquidation. More- 
over, especially in long-term insurance, the rates of 
contributions and benefits under a social insurance 
scheme are established less rigidly than they are 
under a private insurance contract. But, in social 
insurance, as in private insurance, cash must be 
available to pay benefits as they fall due, and the test 
of actuarial solvency at any date is the same, namely, 
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the equivalence of the present values of probable 
revenue and expenditure. 

The financial system of a social insurance scheme 
consists of the mechanism whereby an equilibrium is 
maintained between its resources and its charges. 
According to the nature of the risk and the benefit, it 
may be expedient to balance benefit expenditure by 
contribution income either over a short period or over 
a long, even indefinitely long, period. In any case the 
financial system should be such that the contribution 
rates should remain as steady as possible, or, if they 
have to be increased, that the increase should be 
gradual, in order that the contributors may have 
time to adapt themselves to the change. Since the 
correspondence in time between benefits and contri- 
butions can never be exact, a social insurance scheme 
must always provide for a reserve. The financial 
systems used in social insurance schemes belong to 
two principal types: the assessment system and the 
accumulation system. 


The assessment system aims at maintaining a 
current equilibrium between income and outgo by the 
adjustment of contributions or, occasionally, of 
benefits. The adjustment is effected annually or at 
longer intervals. The system requires the maintenance 
of a contingencies reserve in order to moderate the 
fluctuation of the contribution rate. 


The accumulation system is used wherever an 
insurance scheme provides for benefits the cost of 
which is calculated to increase year by year over a 
long period, and it is desired to meet the cost by a 
contribution which remains level throughout the 
period. Part of the contribution is used, as in the 
assessment system, to pay benefits at the level 
attained immediately after the inception of the 
scheme and to provide a contingencies reserve. The 
surplus contribution revenue in the earlier years is 
accumulated to form an actuarial reserve, the interest 
on which meets the deficiency of the contribution 
revenue in the later years. The adoption of the 
accumulation system does not secure that the con- 
tribution will not be varied in the course of the period 
covered by the calculations, but only that it will not 
be raised to meet such part of increasing expenditure 
as can be forecast. The accumulation system is an 
assessment system that has added to it a mechanism 
for methodical saving. 


It is in the size of the reserve and in the part that 
it plays that the two systems mainly differ. In the 
assessment system the purpose of the reserve is to 
meet, by a capital payment, any unforeseen and 
exceptional excess of outgo over income, and the 
interest which the reserve fund supplies is of quite 
secondary importance. In the accumulation system, 
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on the other hand, the function of the reserve is to 
earn interest, and, as it accumulates, to cover an 
increasing share of the total expenditure, the increase 
being due, not to chance, but to an expected growth 
in the rate of benefit or in number of beneficiaries 
or to both. The ultimate reserve, in order to provide 
a substantial interest income, must evidently be large 
as compared with the premium income. 

Health insurance everywhere is financed on the 
assessment system. This is so even where health and 
pension insurance are coordinated within the same 
legislation, for the two branches are kept financially 
separate, health insurance being assigned a definite 
part of the total contribution; only in Great Britain, 
where health insurance provides incapacity benefits 
without limit of time, is the accumulation system 
used. It may indeed be said that the benefits of health 
insurance are designed in such a way as to render the 
use of the assessment system appropriate. The 
mutual-aid movement, from which compulsory 
. health insurance is derived, was carried on by small 
local societies that could operate only on an empirical 
basis, providing benefits of limited duration and 
balancing their accounts from year to year. Modern 
sickness funds, of course, have more refined methods 
of keeping income and outgo in equilibrium. The 


number of days of sickness per member per year 
varies but little in a large fund. Even in a small 
fund of a few hundred members a reserve equal to one 
year’s expenditure is in almost all countries judged to 
be ample. Such a reserve, of course, can only be built 
up gradually, by allotting to it a margin—i.e., 5 or 10 
per cent.—allowed for in the contribution or, if the 
whole margin is not available, then whatever surplus 
the year’s working may leave. Until the reserve is 
constituted, the contribution rate is more often sub- 
ject to upward variation, and the grants for benefits 
additional to the minimum which the law prescribes 
are restricted. Later, the contribution may remain 
regular from year to year, except in so far as the fund 
in the exercise of its autonomy decides to finance 
additional benefits, not out of surplus, but by raising 
the rate of the normal contribution. In several coun- 
tries the contribution rate is uniform, and a legisla- 
tive amendment is necessary in order to alter it. Such 
regularity is made possible by the complete financial 
centralization of health insurance (e.g., Chile, Peru) 
or by the creation of a central reserve common to all 
the sickness funds (e.g., France, Rumania). Here the 
assessment system means hardly more than the 
periodical checking of a financial equilibrium which 
is inherently stable. 


CHAPTER IV 
Scope 
(See Table 3) 


Unlike workmen’scompensation, compulsory health 
insurance and, for that matter, pension insurance and 
unemployment insurance, do not rest on any juridical 
principle rooted in the common law; their justification 
is essentially pragmatic. But just as workmen’s com- 
pensation requires an employer to take the liability, 
so the other branches need him in order to share the 
contributions and to collect them. 

Compulsory health insurance in most countries 
has been applied from the beginning to persons em- 
ployed in industry and commerce; a few countries, 
however, have begun with the urban or industrial 
wage earners only. In agricultural countries where 
there are large districts having a sparse population 
and few medical facilities, the extension of health 
insurance to the farm population is a late develop- 
ment, not yet completed in parts of eastern and 
southern Europe. Several South American states 
are attacking the problem of agricultural workers’ 
insurance by advancing district by district, first 
equipping with the necessary minimum of facilities 
the area to be served, and then putting the insurance 
into effect. By 1939, health insurance for workers in 
industry and commerce had been established in a 
score of countries, but agricultural workers were 
covered in half a dozen only. 

Non-manual workers whose salary exceeds a 
certain level are excluded from compulsory health 
insurance in a certain number of countries, just as 
they are from workmen’s compensation. In several 
countries a special reason for their exclusion from 
health insurance is the unwillingness of the medical 
profession to see restricted the area of their private 
practice. The salary limits seem to have been fixed 
much too low to enable the excluded workers to 
dispense with insurance altogether, so that they must 
therefore contribute to a voluntary sickness fund. It 
cannot be asserted, however, that the salaried em- 
ployees have raised any strong objection to their 
exclusion from compulsory insurance; in some coun- 
tries they may even have appreciated their exclusion 
as a social distinction. But times are changing 
quickly, and a 1941 amendment of the British scheme 
raising the salary limit by 60 per cent a year, has 
been welcomed. 

In industrialised countries the great majority of 
persons in the low income group are no doubt found 
within the ranks of wage earners, but inability to 
provide against sickness is not, of course, identified 
with employed status. There is clearly a need in 
several countries for health insurance among the 
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more or less numerous class of independent workers 
of small and moderate means, but in the absence 
of an employer, it has not been considered feasible to 
make insurance compulsory for this class. Instead, 
most schemes offer them voluntary insurance under 
certain conditions designed to keep out bad risks. 
Usually a person who has proved by completing a 
qualifying period of compulsory insurance that he is 
a normal risk is allowed, on ceasing to be employed, 
to continue his insurance as a voluntary contributor. 
Independent workers as such are, in some countries, 
admitted to voluntary insurance within the statutory 
scheme under conditions as to health and age similar 
to those required by private sickness insurance. Sur- 
prisingly little advantage seems to be taken of this 
opportunity, for only a very small proportion of the 
members of many statutory health insurance schemes 
are voluntary contributors. Various inconsistent 
reasons may explain this poor result: ordinary im- 
provident optimism, inability to pay the entire 
contribution, continuance of earnings from business 
during temporary illness, preference for a private 
sickness fund. 

Several countries which have an important agri- 
culture characterized by peasant farming and which 
are highly democratic in culture have preferred to 
identify the scope of their health insurance schemes, 
not with employed status, but with citizenship, so 
that they apply to the whole or the greater part of 
the adult population. Such schemes are operating in 
Denmark, New Zealand and several Swiss cantons. 

There is a strong, broad tendency to bring all 
persons employed in manual work and the lower 
ranks of salaried employees within the scope of com- 
pulsory insurance in all its branches. This is an 
accomplished fact in most of the highly industrialized 
countries, so far as industry and commerce are con- 
cerned. The penetration of agriculture by social 
insurance proceeds more slowly. 

As regards the exclusion of workers whose earnings 
exceed a prescribed amount, the present situation is 
that in the 30 countries where social insurance is of 
some importance, about one-fourth of the schemes 
include all such workers and another one-fourth apply 
the earnings-limit only to salaried employees. The 
exclusion of higher paid workers is_ particularly 
frequent in those schemes which receive a subsidy 
from the state. The prescribed limit, which can 
hardly be other than an arbitrary figure, is adjusted 
only tardily to change in the general level of wages 
and in the cost of living. 
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TABLE 3. 
SCOPE 
OccUPATIONS Income Liurr DEPENDENTS Percentage 
CoVERED FOR CovERED Ages ae 
COUNTRY Wacek . . || Covered | Population 
Vaan, : Hit id) Others Bet als Others Wife Children Covered 
Workers) tae is 
AUSTRIA................| Commerce | Commerce 
Industry Industry 
Mining Mining x xX 66% 
Agriculture | Agriculture 
Personal Personal 
Services Services 
BULGAR TAU Henna ce. All All No No 31% 
CHILE 2 2c ay Oe panier All All x 12,000 12,000 Not No! All 30% 
pesos pesos under 65 
CZECHOSLOVAKIA...... All All x x xX 47% 
WD) BINIVIEAUR, Eee ae ae erry a All? AlP All? 4,200 4,200 No? x 21 to 60 80% 
kroner? kroner® 
EUPR EE Hoe ete oy foe All All None £250 No No All 16% 
over 16 
FS TIEL INIA ae SoU ale: Industry Industry 
Mining Mining Small p : 
Navigation | Navigation masters Optional | Optional 
Buildings Buildings 
BRANCH iioee 605 .| Industry Industry Home- 15,000 to} 15,000 to 
Commerce | Commerce workers 25,000 25,000 x x 13 to 60 50% 
Agriculture | Agriculture francs frances 
TE INEAINV ANE SUEY Ud ae All All xe None 3600 R.M. || Optional | Optional 66% 
GREONTUBRTLATNG ui: All All None £420 No No 14 to 65 40% 
CUR i. ee All All 
EL WINGER een All- except 3600 
agricultural All None x xe 
workers bens? 
AAG Porat sn erence es enn Industry Industry 
Commerce | Commerce 
Transport Transport 9600 oe fee 22% 
Agriculture | Agriculture lire Re sy sid oul 
Seamen and | Seamen and nee y 
Airmen Airmen 
ANG ETN AREER Oe eee oe nn Industry 1200 No No 38% 
Mining yen Hila Res PES EUS SOW Ey 
RA SABA eet ek RR All All x Optional | Optional 
IUAEIUA NTA k). Syaniiely 8 All but 4800 4800 
agricultural All None litas litas x x 
workers 
HULSE MBURGSS. Soha: All All None None 10,000 No No 
francs 
NETHERLANDS......... All None None 3000 No No 
florins 
NEW ZEALAND......... All All All £208° £208° x x All 
over 16 
IN ORRWHARY ete de All All 4500 No No All 20% 
kroner over 15 
PU) Geen Aad een 
IPO AND cident tae seyret nas All except Home- 8700 8700 
agricultural All workers zloty zloty x x 7% 
workers 
POR TU GAIL ARs Trade union | Trade union 
members members 
DUI TING UAW ay ies 8 aa All except 72,000 72,000 
agricultural x x lei lei x x 
workers 
SWITZERLAND*......... 
(ORS iiss Rais Malas ete Ale emia See All All All None None x xX 
WUCOSEAVIAT. 1. 2 All except 
agricultural All None x x 
workers 


1 Consideration now being given to extending scope to dependents. 


2 Hither actively or passively insured, 


3 Limit for active insurance. 


4 Expected to be insured in her own right. 


5 Limit for receipt of cash benefits only. 
8 Considerable variation in schemes. 


The problem of bringing independent workers 
within the scope of social insurance received little 
attention until a few years ago. On the one hand, 
there did not seem to be any vigorous well-organized 
demand for protection from this group, and, on the 
other hand, no convenient substitute for the em- 
ployer as collecting agent could be devised, while 
the state was. not ready to take his place as a con- 
tributor. The example of the successful working of 
social insurance among wage earners, the fact that 
the latter’s insurance was being subsidized, and the 
chronic instability which has affected all means of 
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livelihood in the last decade have, however, com- 
bined to render the protection of insurance more 
desirable and to create a demand for it among inde- 
pendent workers. 

In several countries, where independent workers, 
principally farmers, form a very important group, 
pension insurance, and in a few countries health 
insurance also, have been established on a national 
basis, with citizenship instead of employed status as 
the criterion of insurability. Thus, at one stroke, the 
whole adult population has obtained security against 
one or more of the social risks. 


CHAPTER V 
Benefits 


Risks 


The functions of health insurance are to provide 
preventive and curative medical care and partial com- 
pensation for loss of wages in case of illness of non- 
occupational origin, for a limited period. Of the total 
volume of temporary incapacity among employed 
persons generally, about nine-tenths is: of non- 
occupational origin. While health insurance is con- 
cerned mainly with illness due to diseases, it must 
also take care of non-occupational accidents, which, 
among the employed population generally as distinct 
from workers in hazardous occupations, appear to be 
about as frequent as those of occupational origin. 
Health insurance has thus a much larger case load 
to deal with than workmen’s compensation; disease 
accounts for the great majority of its cases and this 
fact has diverted attention from the relatively small 
but nevertheless important group of injury cases. 

The definition of the events giving rise to the 
benefit of health insurance is simple: the need for 
medical care and inability to continue one’s usual 
work by reason of illness, both of them conditions 
the presence of which only the medical attendant or 
medical referee is competent to ascertain. The worker 
does not have to prove that the illness is non-occu- 
pational; for it is incumbent on health insurance to 
relieve in the first instance and without question all 
insured persons needing medical care. In cases where 
the responsibility of workmen’s compensation appears 
to be involved the worker will claim compensation 
if it is advantageous to him; and should he not en- 
force his claim, the sickness fund will act in his stead 
in order to reimburse itself. Health insurance in 
central and eastern Europe regularly undertakes the 
payment of temporary incapacity benefit in case of 
industrial accident. 

Being so broadly conceived from the outset, the 
definition of the events giving rise to benefit could 
hardly be widened and progress has consisted mainly 
in the enlargement of the range of beneficiaries and 
benefits. Nevertheless, the ever-growing importance 
attached to prevention has affected the notion of 
incapacity. In the earliest practice of health insur- 
ance, incapacity meant that a man felt too ill to work 
and that his subjective impression was corroborated 
by the diagnosis. Nowadays, however, incapacity is 
understood to be a condition in which continuance of 
employment would endanger the patients’ health or 
delay his recovery. 

With every scheme of compulsory health insurance 
is combined a maternity insurance. The periods of 
abstention from work before and after confinement 
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are assimilated to periods of incapacity due to illness, 
and the medical service of health insurance provides 
the necessary care. Maternity benefits, it may be 
noted, were included in the original German Act of 
1883, where their introduction asserted, for the first 
time but decisively, that social Insurance was con- 
cerned with welfare, not of the individual only, but of 
the family also. 

Lastly, every scheme of compulsory health insur- 
ance, except that of Great Britain, grants a modest 
funeral benefit, the typical amount of which is one 
month’s wage, and thus rounds off the protection 
insurance affords against the expenses and wage loss 
incurred through illness 


Cash Benefits 
(See Tables 4, 5 and 6) 


The principal cash benefit of health insurance is a 
daily sickness benefit, payable during incapacity for 
work caused by illness. 

The right to the benefit depends upon the posses- 
sion of insured status by the person contributing to 
the scheme. However, in almost all schemes (the 
British scheme is a notable exception) the possession 
of insured status is practically as automatic as it is 
in compulsory accident insurance. It is sufficient to be 
employed in an insurable occupation in order to be 
entitled to the principal cash benefit, if not im- 
mediately, then after a short qualifying period; for 
maternity benefit and for additional benefits of a 
costly nature a longer period may be required. 

Sickness benefit is almost everywhere proportionate 
to the wages recently earned by the claimant. The 
basic wage may be the actual wage or the average 
wage corresponding to the wage class within the limits 
of which the actual wage is included. It is the same 
as the wage on which the contribution is calculated, 
and is always subject to a maximum, whether higher 
paid workers are insured or not. A waiting period of a 
few days is generally imposed, and the benefit only 
begins to run from the end of that period. The 
benefit is fixed most frequently at 50 per cent. of the 
basic wage, but under some schemes the percentage is 
60 or even 6624 per cent. 

The higher percentages are perhaps most charac- 
teristic of schemes adopted in the last 15 years, but 
it cannot be affirmed that there is any definite ten- 
dency to raise rates of sickness benefit or to increase 
the proportion which sickness benefit bears to wages. 
Until very recently it was rare for the statutory 
benefit to be adjusted to the family responsibilities 
of the beneficiary, though in countries where there 
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TABLE 4. 
CASH BENEFITS 
(1) 
SICKNESS 
Amount 
COUNTRY Se aes Qualifying | Waiting Time Dependents’ 
Bat: | Scheme |) Flat Bate ewe Period Period Limit Allowances 
AUNEREAS roc, (1888)}  _X 66%—80% 3 days! | 52 weeks None tinues "more than 4 
ays. 
PES UD AUER WA 2 ee a 5 (1918) x xX 8 weeks None 
CEUL Eirsesertew: sete: (1924) 100%-1st. wk. 2Has also a Pre- 
; 500¢-2nd wk. Pista: sip tagi eae 
x 25 %-there- av MAELSS outa with no time 
after limit. 
CZECHOSLOVAKIA. (1919) xX 66-2/3% None 3 days | 52 weeks 
IDE NIMARKG. 24.0.8 (1933) x Cannot 6 weeks 3 days | 26 weeks 
exceed 80% 
JBI OR Dt et ete ees Sa eaae (1911) 15s.—men 26 wk. for 
half benefit tt : 
D: —— weeks 
12s.-women 104 wk. for didays 
full benefit 
ESE ONTAX ssrte it (1917) x 50-66-2/3% | None 3 days | 26 weeks 
BGAN CH. 2255520582 (1930) Depends on 1 fr. for 
xX aggregate each child 
amount of under 16 
contributions 
GERMANY ......... (1883) Hane tee 
curable 
x 50-75% None cases, other- 
wise 26w. 
GREAT BRITAIN... (1911) 26 wks. for 26 weeks 
15s. per half benefit (then 
x Se 3 days | invalidity None 
week 104 wks. for ; 
: pension) 
full benefit 
CHI D1 D6] DRA (1922) x 40% 
IUINGARY.. . 2. .2.2.4(189R) x 50% None 3 days | 52 weeks 
THN BC (1925) Xs 50% 18 weeks 1 day | 26 weeks ibis Sooty poply, te 
__ | a OR es schemes. 
RISTEMAUIN 5/2 sl cost vecs uch te (1922) x 60% 3 days None 
WAM VTA a. es eaten) (1922) x 60—90% 3 days | 26 weeks x 
PUPHUANTA 6.5.05 (1925) x 50—100% | None 3 days | 26 weeks x 
LUXEMBURG....... (1901) D4 50% 1 week 3 days | 52 weeks 
NETHERLANDS... . (1925) xX 80% None 2 days | 26 weeks 
NEW ZEALAND.... . (1938) 15s. +h ene 
20s. per 10s. for eac 
x Aes None 7 days | None dependent 
child 
INORWAYG so. cc. 508 (1909) x 60% 3 days | 26 weeks xX 
EEUU sea eves tao ccsat (1936) x 
POEAIND) ye ee (1920) x 60% 2 days | 39 weeks 
PORTUGAL. «oo... (1919) ? 
RUMANIA.......... (1912) fw ix 50% 7 days! | 26 weeks None oe 
SWITZERLAND..... (1911) x 
(OSES RS Se eer (1922) x x None None 
YUGOSLAVIA....... (1922) x 66-2/3% 3 days | 26 weeks 
13 
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TABLE 5. 
CASH BENEFITS 
(2) 
MATERNITY 
COUNTRY Amount 
Included Qualifying Time 
in Period Limit 
Scheme Flat Percentage 
Est. Rate of Wages 
PANU SER TA sae Wee att eee (1888) x 
BULGARIA Seyi cert n aie. (1918) x 16 weeks 6 and 6 1 First two figures refer 
12 weeks! to period before and period 
, after confinement. 
COOH EW Od SN Nt a A (1924) x 50% 2 and 2 
4 weeks 
CZECHOSLOVAKIA...... (1919) x 66-2/3% 6 and 6 
12 weeks 
DIINIMEAR RG are eanas (1933) x Cannot exceed 40 weeks 2 weeks 
80% 
OL Ue Oe why ae ae Mee (1911) x 42 weeks 
ES EEO NPA Goh aopasie asics (1917) x 50% 12 weeks 2 and 4 
6 weeks 
IEVEGAIN CE ir erin Eiscan na (1930) x Same as sick- 6 and 6 
ness benefit 12 weeks 
GERMANY a0 ci bunny (1883) xX Lump sum 75% 6 and 6 
of 10 R.M. 12 weeks 
GREAT BRITAIN........(1911) x 42 weeks 
GREECE Ni erie a Mbed be (1922) ? 
EE UINGATCY A: (Su Ab ital (1891) OX 50% 6 and 6 
12 weeks 
1 Wd Os ARO Rn Gea AIS ee set (1925) xX Lump sum 50—100% 4 and 4 2 Remarks apply to only 
of 300 lire 8 weeks one of several schemes. 
SAU AUN eager (1922) x Lump sum 60% 26 weeks 4 and 6 
of 20 yen 10 weeks 
TEAC ATCA geist ep ites fe ea (1922) xX 100% 12 weeks 4 and 8 
12 weeks 
EC TARETUATNEDA Ge ete nt (1925) ? 
LUXEMBURG........... (1901) x 5 50% 26 weeks 6 and 6 
12 weeks 
NETHERLANDS......... (1925) ax 100% 26 weeks 
NEW ZEALAND......... (19388) No 
INO WeAY yas Hevenstie re se (LOOO) xX 60% 40 weeks 2 and 6 
8 weeks 
PHRU cain cee OSG) ? 
POLAN Dist cccecp el: bee (1920) x 100% 16 weeks 2 and 6 
8 weeks 
IPORAUGA Tire on cour (1919) ? 
RUMANIA....... .. (1912) xX 50% 26 weeks 6 and 6 
12 weeks 
SWITZERLAND:......0... (1911) ? 
UESUS TRS at a eae areas (1922) x Same as sick- 8 and 8 
ness benefit 16 weeks 
VUGOSDAVUTA St ae eae (1922) xX 75% 40 weeks 6 and 6 
12 weeks 


a 
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per day 


TABLE 6. 
CASH BENEFITS 
(3) 
NuvRSING FUNERAL 
Amount Amount 
COUNTRY Included ave Included 
in Naat in 
Scheme Flat Percentage Limit Scheme Flat Percentage 
Est. Rate of Wages Rate of Wages 
PAU SERIDAG eaten (1888) x xX 
PBA Acres enn. (1918) xX 50 times basic 
daily wage 
(Ole NOLS Oe eee ee (1924) ae 25% 32 weeks x 300 pesos 
CZECHOSLOVAKIA. . (1919) x 33-1/3% 12 weeks xX 30 times 
daily wage 
DENMARK. 2. 45.07..% (1933) xX 
10) 28 Spd ppp ngeaeteetine ad cia (1911) ? 
ELON TAS Wie occurs: (1917) x 
RIVANG@ ES 2) 288 2.1. (1930) x 7e ir 16 weeks xX 
month 
GERMANY £10.50... 54 (1883) 20-40 times 
x basic daily 
wage 
GREAT BRITAIN... .(1911) No 
GREECE). 29.05891922) xX 
EUINIGATOY oo ai0 tee (1891) axe .60 pengo 12 weeks x 
per day 
OATS Le AO. (1925) x Bi i eogee ppd er 
schemes. 
RPAUYAUN GS Grn. byetuy «43 (1922) xX 30 times 
daily wage 
HTACIVIEAL tii -eaii syd O22) Xe 30-50 times 
daily wage 
EDU ANTA 6045). Gi. (1925) x 
LUXEMBURG........ (1901) 1/15 of 
> 12-1/2% 12 weeks x annual 
earnings 
NETHERLANDS..... (1925) i 
NEW ZEALAND..... (1938) No ? 
ISRO AND Geo (1909) x (okie 
SUS a (1936) ? 
EOIWAIN DD. Sakis. 4: 261920) 3 times 
b, 12 weeks xX weekly basic 
wage 
BORE UGAL cco se. « (1919) ? ? 
RUMANIA..... chages (1912) x 6 weeks x 2,000 to 
5,000 lei 
SWITZERLAND..... .(1911) x xX 
WES Sanam ome riies <.)-.7(1922) x 45 rubles Bx 40 rubles Peale ie enna ; 
MUGOSEAVIA....ke. i: (1922) Xs 4 dinars 12 weeks ? *There is also a 


layette allowance. 


is a general system of family allowances, a sick 
person continues to receive the allowance, at least 
for a limited period, unless the benefit itself is 
adjusted. A number of laws, however, permit sick- 
ness funds to grant dependents’ allowances as an 
additional benefit. In Great Britain and New Zealand 
the benefit does not vary with wages: in the former 
country there are three rates: for men, single women 
and married women respectively, and in the latter 
country there is a single basic rate supplemented by 
dependents’ allowances. 

Though the proportion of wages paid as sickness 
benefit has remained fairly constant, the duration 
of the benefit has tended to increase. In Germany 
until 1904 the maximum duration of the statutory 
benefit was 13 weeks, but in that year it was extended 
to 26 weeks; in 1941 sickness funds have been 
authorized to continue payment of benefit as long 
as there appears to be a reasonable prospect of 
restoration of earning capacity in any occupation 
that the person concerned could take up. While 26 
weeks is perhaps still the normal maximum period 
in the majority of countries, we may note that 
Czechoslovakia in 1924 and Hungary in 1927 had 
fixed their maximum at 39 weeks or authorized the 
extension from 26 to 52 weeks in the case of tuber- 
culosis, or other diseases requiring very long treat- 
ment. 

It is indeed probable that, in most countries where 
the maximum has been extended beyond 26 weeks, 
the motive has been the desire to secure the recovery 
of a larger proportion of tuberculosis cases. Chile 
is the first and still the only country to carry this 
policy to its logical conclusion. The Preventive 
Medicine Act of 1938 provides for a sickness benefit 
of unlimited duration for curable cases of tuber- 
culosis, cardio-vascular diseases and syphilis. The 
benefit, if abstention from work is indicated, is 
granted as soon as the disease is diagnosed, without 
waiting for actual incapacity to set in; it is equal in 
such cases to the full wage, and the patient in con- 
sequence is not anxious about the maintenance of his 
family. 

Maternity cash benefit is provided for insured 
women by all health insurance schemes. Its rate is 
the same as that of sickness benefit. Its duration is 
determined mainly by the legal provisions requiring 
or authorizing women to abstain from work for 
certain periods before and after childbirth. Between 
1883 and 1911 the total duration of the benefit in 
Germany was gradually extended from 8 to 8 weeks. 
After the First World War the consensus of inter- 
national opinion, expressed in the Childbirth Con- 
vention of 1919, prescribed a total duration of 12 
weeks of absence from work—6 before and 6 after 
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confinement—and this standard has been adopted in 
practically all health insurance schemes established 
since (8 weeks before and after in the Soviet Union). 
Numerous schemes pay to the mother a small 
benefit usually equal to one-half the maternity 
benefit, during the first few months of lactation. In 
Great Britain the maternity benefit is not a periodical 
payment but a lump sum, equal to about five weeks’ 
sickness benefit for insured wives and to half that 
amount for wives of insured men; obstetrical assist- 
ance is not an insurance benefit. 


Benefits in Kind 
(See Table 7) 


A constant tendency operating over the last 30 
years, in voluntary as well as compulsory insurance, 
is for an increasing share of the resources of sickness 
funds to be devoted to the medical service; the pro- 
portion of benefit expenditure represented by medical 
care has risen from 50.to 60 and in some countries 
even to 80 per cent. The rising cost of medical 
benefit is due partly to the fact that health insurance 
funds make available to their clients the powers of 
advancing medical science, whose methods of diagno- 
sis and treatment grow ever more elaborate; but it is 
due mainly to the extension of medical care to the 
wives and children of insured persons. 

The development of health insurance policy has 
indeed consisted in the transfer of emphasis from 
cash benefits to medical benefits; in other words, 
from compensation to restoration and prevention. 
Originally, medical benefit meant hardly more than 
a simple consultation with a general practitioner and 
the supply of a bottle of medicine, and it was avail- 
able to the insured person only. Medical benefit has 
remained a general practitioner service in Great 
Britain, but nowhere else. Before the present war, the 
medical benefits of compulsory health insurance had 
come to include: free advice and treatment by a 
general practitioner, and, on the latter’s prescription, 
the supply of drugs and the less expensive appliances, 
treatment by specialists, physical treatment, and 
hospitalization. The simpler forms of dental treat- 
ment (extractions, stoppings) are also provided, as 
a rule. Sickness funds are empowered, in the exercise 
of their autonomy, to supplement their statutory 
service by additional benefits, such as convalescent 
care, longer periods of treatment, artificial limbs, 
dentures, etc. 

Furthermore, the majority of European schemes, 
in the interval between the World Wars, extended 
their medical benefit to the wife and dependent 
children of the insured person. From being merely 
of an optional or additional nature, these family 
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TABLE 7. 
BENEFITS IN KIND 
Tyrrs oF BENEFITS 
ah § roe = 4 " Provided 
COUNTRY FE are 2 Ba | tying |) Zeme’ | Dependents 

ae Fa eee aa ae $ 8 aS Period amit as well 

eC | 88/48) ss| # |sa| 2 age EE as Insured 

S8|-52/33/5,/58| @)ea| & | 2 | 38 

Sie tiisiee Seem, (are (ao cS} Sige | re ® gs 

OS |nH| me | 48) 80] o lad] & (a) N's 
NUS RDAgys.. hey J ebadie le x x iy cpt 30 weeks | 52 weeks Optional 
BUPCARIA 108 (ANE © ip alt ghar lily x x 8 weeks | 38 weeks 
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1 None until 1942 Amendment whose provisions are not yet definite. 


280% reimbursement. 


3 These are benefits in kind for industrial workers. a ‘ vith | 
4Provision only for cash benefits but insured must belong to a voluntary sickness fund granting benefits in kind. 


5 Everyone is insured. . t 
6 Benefits vary according to the fund insured with. 
7 Large number of schemes with varying benefits. 


benefits became statutory and universal. They are, 
however, as a rule, not so ample in kind or duration 
as those accorded to the insured person himself. 

Obstetrical assistance, provided in the first instance 
for insured women only, represents the first excursion 
of health insurance into preventive treatment, since 
it has come to include ante-natal care, and medical 
supervision of the mother and the newborn infant, as 
well as attendance at the confinement. Moreover, it 
was in the form of obstetrical assistance for the 
insured man’s wife that health insurance took the 
first step in providing for the medical needs of he 
family. 

The principal aim of compulsory health insurance 
is now understood to be the improvement of the 
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standard of health of workers and their families, 


thereby reducing its future liabilities. The main 
function of the doctor should, therefore, be gradually 
transformed from that of a healer of acute disease 
into that of a family medical adviser, vigilant in the 
prevention of disease and training his patients in 
their responsibility for preserving their health. 
The importance of periodical medical examinations 
for the detection of serious diseases in their early 
stages has been recognized for a number of years. 
Considerations of cost, however, have hindered the 
realization of this preventive measure in compulsory 
health insurance. Chile was the first country to set 
about the huge task of examining its insured popula- 
tion. Sample examinations of the entire staff of 
factories, here and there, had shown that tubercu- 
losis, heart affections and venereal diseases in a 
curable stage were present in a substantial proportion 
of the employed population who were continuing 
their work unaware of their conditions. This dis- 
covery led to the enactment of the Preventive 
Medicine Act 1938, the object of which was to 
organize medical examinations for the insured 
population and to provide for the treatment and 
maintenance of persons suffering from social diseases 
in their curable stage. Simple and rapid methods of 
diagnosis, capable of being applied cheaply on a 
large scale, were selected (in particular, micro- 
radiography, a method invented by the Brazilian, 
Dr. Abreu) and, using these, the Chilean health 
insurance fund is now examining about 250,000 
persons a year, or nearly one-fifth of its membership. 
About 20 per cent. of those examined have been found 
to be suffering from one or other of the above men- 
tioned maladies in a curable stage. In Germany, 
where it is pension insurance rather than health 
insurance which takes care of tuberculosis, an 
instruction was issued just before the present war by 
the National Insurance Office, laying down guiding 
principles for the detection of and treatment of 


tuberculosis; the instruction advised pension insur- 
ance institutions to carry out a radiographic examina- 
tion of the entire insured population of selected 
municipalities. 

The duration of medical benefit is, as a rule, the 
same as that of sickness benefit, e.g., 26 weeks for 
any single illness. But since incapacity may not set 
in until some time after the beginning of the treat- 
ment, it is provided that medical care should con- 
tinue until the right to cash benefit is exhausted. 

In several countries a longer maximum period is 
provided for in order that treatment of such pro- 
tracted diseases as tuberculosis may not be inter- 
rupted. Only in Great Britain, however, is medical 
care—of a simple character it is true—continued 
without any limit of time, for the chronically invalid 
as for those still acutely ill. Germany, by a very recent 
measure, has removed the limit on the duration 
of medical benefit, and the patient who does not 
leave the field of insurable employment permanently, 
as an invalid or otherwise, is always entitled to 
treatment. ' 

Recent changes and trends in the benefit provi- 
sions of social insurance, in all four branches, are 
characterized, not by novelty, but by the pursuit of 
older purposes with increased vigour. They spring 
from a deeper and more widespread understanding 
of the potentialities of social insurance as a means of 
raising, surely and continuously, the average level 
of the well-being and efficiency of the mass of the 
population. 

Social insurance weaves more closely the mesh of 
its protection against lapse into destitution. It has 
long been usual to maintain the insurance rights of 
persons unable to contribute through sickness. 
Similar privileges have been awarded to the unem- 
ployed where severe and prolonged unemployment 
would have led to massive loss of rights, and when 
the employment exchanges, necessary to certify 
the worker’s predicament, had been established. 
Thus, in the more highly developed systems, the 
unemployed have been able to claim the benefits of 
health insurance and the sick to retain their status 
with the unemployment fund in case of inability to 
find work on their recovery. 

Another important trend in benefit policy is the 
tendency to attach greater weight to the presumed 
need of the case in determining the scale of benefit, 
and loss to juridical considerations or those of 
actuarial equity. The needs of wageless individuals 
are to be measured, not so much by the rates of their 
previous wages as by the number of their dependents. 
Social insurance has understood that it must concern 
itself with the family rather than the individual if its 
resources are to be used to the greatest advantage for 


society. Accordingly, dependents’ allowances are 
being introduced in an increasing number of coun- 
tries. 


It is, however, in the field of medical care that 
social insurance has made the most extensive con- 
tribution to family welfare. In continental Europe, 
before the present war, most health insurance 
schemes were providing medical benefit as a matter 
of course for the wife and children of the insured 
person, and so bringing the great majority of the 
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population within a system of organized medical 
care; a small but increasing number of countries even 
extend the privilege of medical benefit to pensioners. 
Growing importance is being attached to the preven- 
tive aspects of medical care, especially by affording 
continuous supervision to expectant and nursing 
mothers and to infants. In this connection the far- 
reaching plan of the Chilean insurance fund to 
combat social diseases by periodical medical examina- 
tions opens a new phase in the development of the 
health policy of social insurance. 
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PART IV 


PUBLIC HEALTH AGENCIES IN CANADA 
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Historical Survey 


Although public health in some form or other has 
been in existence since the earliest days of the country, 
it is only of comparatively recent years that depart- 
ments of health, as we know them, have come into 
existence. Prior to the establishment of depart- 
ments of health, public health consisted, in the main, 
of the enforcement of legislation created for the 
purpose of controlling the spread of epidemic dis- 
eases. Few of the provinces treated the problem in 
a constructive way. 


Up to the time of Confederation, public health was 
administered chiefly by temporary boards of health 
which had been created to deal with epidemics. In 
the year 1847, when typhus was making such in- 
roads, over 75 such boards were organized throughout 
the country. In 1849, there was established a Central 
Board of Health, which was resurrected at the time 
of a recurrence of epidemics. Confederation was 
followed by rapid growth and development in the 
several provinces and each paid some attention to 
public health matters. 


Synchronously with Confederation came the Cana- 
dian Medical Association and one of its first acts was 
to indicate the necessity for the establishment of 
sanitary laws. 


In the year 1882 an Act creating a Provincial 
Department of Health was passed in Ontario. Fol- 
lowing a great epidemic of smallpox in 1885, the 
province of Quebec passed a Public Health Act, 
modelled upon the Ontario Act, and in 1891 Manitoba 
passed a Health Act. The provinces of British Colum- 
bia, Alberta and Saskatchewan adopted legislation 
along similar lines. Slowly there evolved the De- 
partment of Public Health or permanent Board of 
Public Health. In each of the provinces there is 
today a Department or permanent Board of Health, 
and, in addition there is the National Health Branch 
of the Department of Pensions and National Health. 


Jurisdiction in regard to public health, dominion 
and provincial, is based upon the British North 
America Act, and all health activities must of neces- 
sity be conducted within the limitations of the 
statutory jurisdiction laid down by that Act. When 
the British North America Act was passed in 1867 
knowledge of preventive medicine was meagre, for 
only ten years had elapsed since Pasteur laid the 
foundation of the present science of bacteriology 
which has opened the way for the prevention of 


many diseases. One can understand, therefore, that 
reference to health in the British North America Act 
would be restricted within narrow confines. 


To the Dominion Government was assigned a 
jurisdiction over “quarantine and the establishment 
and maintenance of marine hospitals,” and to the 
provinces “the establishment, maintenance and 
management of hospitals, asylums, charities and 
eleemosynary institutions in and for the province, 
other than marine hospitals.”” Assuming that other 
phases of health, as then understood, were provided 
for by delegating to the provinces jurisdiction over 
property and civil rights and “all matters of a merely 
local or private nature,” one might agree that in 
view of the limited conception of public health then 


' prevailing, a satisfactory division of responsibility 
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had been made. 


But the health problems of today are not the same 
as those of 1867, for though the nature of disease 
may not change, social evolution materially changes 
the propagation and dissemination of disease. A 
growing population provides more material for an 
epidemic. Increasing congestion favours more rapid 
spread, and increasing speed of physical communica- 
tion provides a proportionately rapid transmission 
from town to town and from province to province. 
The speed of travel of an epidemic is directly pro- 
portionate to the speed of human travel. The growing 
interdependence of provinces and nations for food 
supplies and other needs is another factor in the 
problem of disease control, as is the change of dietary 
habits and the changing tempo of society. Today, 
disease is not a matter of a purely local and private 
nature. 


From the time of Confederation until the year 
1872 Dominion health activities were under the 
control of the Department of Agriculture. Later the 
administration was divided among the Departments 
of Marine and Fisheries, Agriculture and Inland 
Revenue. The control of tuberculosis was a joint 
responsibility of the Department of Finance and the 
Conservation Commission. Operating under the 
Conservation Commission was the National Council 
on Health which advised the federal and provincial 
governments on matters relating to public health. 


Realizing the deficiency in national health services, 
the Canadian Medical Association passed resolutions 
and memorialized the government directly and in- 


directly for the creation of a Department of Health. 
Each year a motion was introduced into the House 
of Commons “‘for a select standing committee on the 
subject of vital statistics and public health’. From 
year to year petitions were presented to the govern- 
ment by public organizations, but it was not until 
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1919 that the Federal Department of Health came 
into existence by an Act of Parliament. 

In 1928 the Federal Department of Health was 
merged with the Department of Soldiers’ Civil 
Re-Establishment to create the present Department 
of Pensions and National Health. 


CHAPTER II 


Federal Department of Health 


The activities of the National Health Branch of 
the Department of Pensions and National Health 
are two-fold in character—international and national. 


Section 9, Part II, of an Act respecting the De- 
partment of Pensions and National Health reads as 
follows: 

9. The duties and powers of the Minister 
under this Part shall extend to and include 
all matters and questions relating to the 
promotion or preservation of the health of 
the people of Canada over which the Parlia- 
ment of Canada has jurisdiction, and, 
without restricting the generality of the 
foregoing, particularly the following matters 
and subjects:— 


(a) Cooperation with the provincial, terri- 
torial, and other health authorities 
with a view to the coordination of the 
efforts proposed or made for preserving 
and improving the public health, the 
conservation of child life and the pro- 
motion of child welfare. 


Other sections of the Act deal with the establish- 
ment of a national laboratory for public health and 
research work; inspection and medical care of immi- 
grants and seamen; the administration of marine 
hospitals; the supervision of railways, boats and other 
means of transportation; the supervision of federal 
public buildings with the object of promoting the 
health of civil servants; the enforcement of rules or 
regulations made by the International Joint Com- 
mission; the administration of certain Acts mentioned 
in the schedule to the Act, such as:— 


The Food and Drugs Act 

The Opium and Narcotic Drug Act 

The Quarantine Act 

The Public Works Health Act 

The Leprosy Act 

The Proprietary or Patent Medicine 
Act 


and such other matters relating to health as may be 
referred to the Department by the Governor in 
Council. 


In addition, the Act established the Dominion 
Council of Health, which comprises the chief execu- 
tive officer of the provincial Department or Board of 
Health of each province, and such other persons, not 
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to exceed five in number, as may be appointed by the 
Governor in Council, for a period of three years, and 
with the Deputy Minister of the Federal Department 
of Health as chairman. 


International Activities 


In the international field, as signatory to the Inter- 
national Convention of Paris, which deals with 
quarantine regulations and procedures, the Health 
Branch implements the provisions of the Convention 
which apply to all signatory countries. Membership 
was early obtained in the ‘Office International 
d’Hygiene publique,” which meets semi-annually at 
Paris (or which did until the outbreak of war) and 
whose object is to collect and disseminate informa- 
tion in regard to infectious diseases. In addition, the 
Health Branch enjoys membership in associations 
such as the International Union against cancer and 
that against venereal diseases, participating as well 
in the International Agreement of Brussels to provide 
treatment for seamen suffering from venereal diseases. 


Through the Laboratory of Hygiene the responsi- 
bility of acting as custodian and distributing centre 
of biological and vitamin standards for the League of 
Nations is assumed. A representative of the Health 
Branch is a member of the Opium Advisory Com- 
mittee of the League and keeps that body informed 
regarding the activities carried out for the control of 
the importation, manufacture and sale of narcotics 
in Canada. There is an agreement with the United 
States Public Health Service concerning the exporta- 
tion to that country of shellfish and the supervision 
of water supplies on vessels plying the Great Lakes 
and on common carriers in international service. 
Under the International Joint Commission both 
countries investigate the pollution of boundary waters 
and take such action as the Commission may re- 
commend in regard thereto. 


Although the Health Branch of the Department, 
apart from the Opium Advisory Committee, has no 
representation on the Health Section of the League 
of Nations, the recommendations of that body that 
have some bearing on the health of the people of 
Canada are implemented, as was done a few years 
ago in the establishment of a National Council on 
Nutrition. 


National Activities 


The national responsibilities of the Department 
include the administration of the Food and Drugs 
Act and the Regulations thereunder, which set up 
standards for foods and drugs. Included in these 
responsibilities is the control of proprietary or patent 
medicines which are manufactured and marketed 
both under the Food and Drugs Act and under the 
Proprietary or Patent Medicine Act. 


The medical officers of the Health Branch stationed 
in Canada, and until the outbreak of war in Europe, 
act as medical advisers for the Department of Immi- 
gration with the object of prohibiting the entry of 
defective immigrants. All vessels entering Canada 
are subject to quarantine control in order to prevent 
the entrance of infectious diseases into the country, 
and provision is made at the various ports in Canada 
for the treatment of sick mariners. 


These national activities also include assistance 
given the provinces either by way of grants, per- 
sonnel or cooperation in carrying out special studies 
in public health fields which are primarily provincial 
in character and yet have Dominion repercussion. 
For example, the Health Branch has cooperated in 
recent years with the provinces of British Columbia 
and Alberta in an investigation into Rocky Mountain 
spotted fever and sylvatic plague, with the province 
of Nova Scotia in regard to mussel poisoning and 
with the province of Manitoba in conducting a 
maternal survey. 


Besides the semi-annual meetings of the Dominion 
Council of Health, the provincial Ministers of Health 
meet from time to time with the federal Minister of 
Health to consider common public health problems. 
The cooperation that has been obtained through the 
meetings of the Ministers of Health and the members 
of the Dominion Council of Health is invaluable. 


National health activities are carried on through 
the following Divisions: 


Quarantine, Immigration Medical and 
Sick Mariners’ Services 

Food and Drugs 

Narcotic Drugs 

Proprietary or Patent Medicine 

Laboratory of Hygiene 

Public Health Engineering 

Medical Investigation 

Child and Maternal Hygiene 

Industrial Hygiene 

Publicity and Health Education 

Nutrition Services 
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Quarantine and Immigration Division 


The duties of this Division have already been 
mentioned. 


Food and Drugs Division 


This Division works under the Food and Drugs 
Act of 1920. At the present time, although still not 
perfect, the Canadian legislation in food and drugs 
is in advance of almost every other country in the 
world. Indeed there is reason to believe that authori- 
ties elsewhere will be guided, in the drafting of new 
laws, by the principles laid down in Canada. The 
Division administers a central laboratory at Ottawa 
and branch laboratories in important centres through- 
out the Dominion, such as Halifax, Montreal, 
Toronto, Winnipeg, and Vancouver. A full-time 
inspection service exercises local supervision over the 
sale of food and drugs in strategic points across the 
country. 


While the old problems of adulteration, etc., still 
remain, new ones have grown up, centering around the 
prepared or proprietary medicine. The review of 
labels, circulars, newspaper advertising and radio 
broadcasts form a part of the daily routine in a 
sincere effort to protect the ailing public from ex- 
ploitation. It is now a common practice to submit 
label and advertising copy to the Department for 
opinion before going ahead with printing. 


Narcotic Drugs Division 


This Division supervises the importation, manu- 
facture and sale of narcotic drugs in Canada. Its 
work is divided into two distinct spheres; the super- 
vision of the legal trade in narcotics and the control 
of the illicit traffic. 


When narcotics arrive at their point of destination 
in Canada and are passed by the Customs, they are 
escorted by the Royal Canadian Mounted Police to 
the vault of the wholesaler. From the wholesaler the 
physicians and retail druggists obtain their supplies. 
All sales by the licensed narcotic wholesalers in 
Canada are reported monthly to the Narcotic 
Division, while a government auditor, who is: also 
a chemist, devotes his whole time to auditing the 
stocks and transactions of such wholesalers. Sales 
reports are also received from retail druggists. There 
is in the Division a staff which is solely engaged in 
entering upon personal cards, which are kept for 
each physician, veterinary surgeon, dentist and retail 
druggist in Canada, all narcotics sold to them. 


In relation to the illicit traffic, Canada benefits 
greatly from being represented on the Opium Ad- 
visory Committee at Geneva, where seizure reports 


on the hundreds of cases encountered throughout 
the world are studied and action taken to coordinate 
the activities of countries in combating the move- 
ments of illicit drugs. 


It is safe to say that Canada has narcotic legisla- 
tion which is at least equal to the best in the world, 
that it is being effectively enforced, and that the last 
ten years have seen a very marked improvement in 
the control of both legitimate and illicit narcotics. 


Proprietary or Patent Medicine Division 


The Canadian public spends millions annually for 
prepared medicines of domestic and foreign manu- 
facture of which over 5,000 are sold in Canada sub- 
ject to the Proprietary or Patent Medicine Act. This 
Act provides for the registration of all secret formula 
and non-pharmacopoeial medicinal preparations for 
the internal or external use of man manufactured or 
imported into and sold in Canada. 


Advertising has always played a big part in the 
sale of medicines, and a strict censorship is main- 
tained over all these advertisements. It has been 
the practice of the Division to assist manufacturers 
in preparing labels, wrappers, advertising copy and 
radio announcements so as to avoid exaggeration 
and misrepresentation. 


A general survey of registered articles is periodic- 
ally made and analytical work done on samples 
collected with the object of ascertaining whether or 
not excessive quantities of potent drugs or alcohol 
are used, and if the general composition and labelling 
of such medicines conform to the terms of registra- 
tion. 


Laboratory of Hygiene 


The Laboratory of Hygiene is concerned with the 
administration of Part II of the Food and Drugs 
Act which controls the importation, manufacture 
and sale of biological preparations and certain potent 
drugs. There is also a national laboratory for public 
health and research work. Its course of development 
has been two-fold, embracing on the one hand studies 
of public health problems most appropriately dealt 
with by a central authority, and on the other the 
specific duty of controlling those products mentioned 
in Schedule “B” of the Food and Drugs Act of 1927. 


The public health studies vary from the coopera- 
tive laboratory and field survey such as was conducted 
in British Columbia and Alberta to the strictly 
laboratory task of preparing type sera for haemolytic 
streptococci, with a view to determining the incidence 
of the various types in Canada. 
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The laboratory has a bacteriological and pharma- 
cological branch, the latter being concerned primarily 
with the development of standards for certain drugs 
and hormones as well as vitamin and other products 
which are widely used and of established therapeutic 
value. For control of products on the Canadian 
market, the inspectors of food and drugs collect 
samples from the manufacturers or from drug stores 
throughout the country and also from imported 
shipments. These samples are sent to Ottawa for 
tests and examination of the labelling. Unsatisfac- 
tory materials are removed from the market or 
refused sale or entry into the country. 


The laboratory has also undertaken investigation 
on nutritional problems other than the routine control 
of vitamin products. 


Public Health Engineering Division 


The Public Health Engineering Division carries 
on investigations into water supplies on common 
carriers engaged in international and interprovincial 
trade and such duties as are directed to be performed 
by the International Joint Commission in respect 
to the pollution of boundary waters. Sanitary sur- 
veys are made of shellfish areas for the purpose of 
international and interprovincial trade. The super- 
vision of drinking water and ice supplies intended 
to be used aboard common carriers is a duty of this 
Division. In so far as passenger trains are concerned, 
it is carried on in conjunction with the supervision 
of dining car sanitation which includes conditions 
in the kitchens and places where food is stored and 
prepared. Also a check is maintained with regard 
to sanitation in passenger train terminals and railway 
coach yards. 


To efficiently accomplish the work of this Division, 
a headquarters is maintained in Ottawa and the 
Dominion is divided into five public health engin- 
eering districts, with their centres at Saint John, 
Montreal, St. Catharines, Winnipeg and Vancouver. 


The administration of the Public Works Health 
Act and the regulations thereunder for the preserva- 
tion of health and the mitigation of disease among 
persons employed during the construction of federal 
public works and the supervision in regard to sani- 
tation of mining settlements and trading point areas 
in the Northwest Territories require considerable 
time and effort. Considerable assistance is given 
to those provincial Departments of Health that are 
not provided with their own public health engineering 
staffs, and matters of international public health 
engineering affecting mutual interests in Canada and 


the United States are handled in conjunction with 
the United States Public Health Service. 


Medical Investigation Division 


This Division consists of two branches, one de- 
voting its energies to the supervision of illness in the 
Civil Service of Canada and the other carrying out 
medical studies on various subjects in order to pro- 
vide the Department, and in some cases the medical 
profession, with necessary or new information not 
otherwise available. 


The supervision of illness in the Civil Service goes 
back many years to the time when officials of the 
Health Department were asked for an opinion as 
to what action might be taken on certain problem 
cases, both mental and physical, occurring in various 
departments of the government. The Division 
scrutinizes and advises on all medical certificates 
submitted for illness in respect to the conditions 
suffered and the length of sick leave warranted for 
such conditions. It also investigates long-term 
illnesses and advises the departments concerned as 
to the probability of the individual again being able 
to carry out the duties of his position. 


Division of Child and Maternal Hygiene 


The work of this Division comprises the study of 
problems associated with maternal and infant welfare 
and mortality, such as prenatal, intranatal and 
postnatal care; hospitalization of expectant mothers; 
the character and distribution of medical and nursing 
services; the feeding and care of infants and pre- 
school children; crippled children, and those needing 
special care; welfare work for children not in their 
own homes, and of illegitimate children; early 
immunization against contagious and infectious 
diseases; care of Indian and Eskimo children; 
juvenile delinquency; child labour ; medical inspection 
of schools, and mental health of children. The 
objective of reducing child and maternal morbidity 
and mortality is to be attained through cooperation 
with all official and voluntary agencies, through 
education by means of lectures to lay persons and 
to the medical and nursing professions, the compila- 
tion and distribution of literature, and the provision 
of guidance to all those engaged in this work. 


With a view to an intensive study of maternal 
welfare, the province of Manitoba, in cooperation 
with the Division and the Rockefeller Foundation, 
carried out a maternal survey of several thousand 
cases in Manitoba beginning in 1939. Every ma- 
ternity case occurring during the period was reported 
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and a great mass of valuable data was secured which 
has enabled the Division to uncover definite causes 
for the toll of life taken in childbirth and to evolve 
plans for remedial measures. 


To aid the Division in the formulation of suitable 
policies, Scientific Advisory Committees on Maternal 
Welfare and Child Hygiene meet from time to time 
in Ottawa. 


Industrial Hygiene Division 


This Division was created for the purpose of 
developing interest in the health and welfare of 
industrial workers, and to carry on research and 
give leadership in this field. The war has imposed 
additional duties and responsibilities which are being 
carried out successfully. The importance of occu- 
pational-disease control in this age when science is 
continually providing for industry new materials 
and processes involving at least potential health 
hazards for the worker is not to be underestimated. 


The Division has endeavored to supply consultant 
and research services to provincial departments or 
industries on specific problems; to supply expert 
personnel to assist provincial departments in carrying 
out preliminary or fact-finding surveys to determine 
the extent of their respective problems prior to 
formulating plans for effective action, and to safe- 
guard the health of workers in war industries through 
insuring the observance of several Orders in Council. 


Publicity and Health Education Service 


As the name implies, this Service advises the 
public in regard to public health by means of radio, 
literature, posters and such other means as may from 
time to time be considered advisable. Besides 
attempting to educate the general public on the 
subject of health preservation, it also endeavors to 
bring before the public, by means of press releases, 
the health activities of the Department. 


It has distributed hundreds of thousands of copies 
of the booklets comprising the National Health 
Series and has secured the whole-hearted cooperation 
of the radio broadcasting stations of Canada, in- 
cluding the entire C.B.C. chain, for the purpose of 
broadcasting daily short National Health Notes 
which relate some health fact in a brief manner and 
conclude by inviting the listener to write the Wee 
partment for health literature. 


The Service has also handled the editing of the 
National Health Review, the Department’s quarterly 
publication, now suspended for the duration, and 


conducts a clipping service for the benefit of de- 
partmental officials. 


Nutrition Services 


This is the most recent of the divisions to be 
established in the Department. It was created in 
November 1941 in an effort to help maintain and 
improve the nutrition of the Canadian people, 
particularly its war workers. 


It inspects and confers with those maintaining 


cafeterias, etc., in industrial plants, with a view to 
improving the nutrition of the workers. It assists 
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the public generally to maintain and improve 
nutrition in Canadian homes by advising as to 
suitable purchases of food and methods of prepara- 
tion. It has made available expert opinion and in- 
formation on nutrition for war information bodies 
and the press. 


It has conducted investigations and research into 
dietary and nutrition problems and, as a result, has 
compiled dietary standards for Canadians and is at 
present conducting a national nutrition campaign. 
The groundwork for the campaign was laid through 
the establishment of nutrition committees in all 
provinces and in many of the large cities and towns 
throughout the country. 


CHAPTER III 


Provincial Departments of 


Provincial health activities are conducted by 
Departments or Boards of Health. Five provinces, 
Alberta, Saskatchewan, Ontario, Quebec and Nova 
Scotia, have separate Departments of Health or 
Public Health. In British Columbia the work is 
carried out under the Provincial Secretary, in 
Manitoba through the Department of Health and 
Labour, and in Prince Edward Island through the 
Department of Education and Public Health. Most 
of the provinces have a Provincial Board of Health, 
or an equivalent, to act in an advisory capacity, but 
in British Columbia and Alberta it has a more 
positive role with executive and administrative 
boards. All provincial departments have supervision 
over municipal health organizations. 


The activities of the Provincial Departments of 
Health are conducted in the main through the 
following divisions :— 


1. Vital statistics 
2. Communicable diseases 
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Health 
3. Sanitation. 
4, Maternal, infant and pre-school 
hygiene 
5. Mental hygiene 
6. Dental hygiene 
7. Hospitalization 
8. Public health education 
9. Laboratory 
10. Nutrition 
11. Health units 
12. Health districts 
13. Tuberculosis 
14. Venereal diseases 
15. Cancer 
16. Industrial hygiene 
17. Public health nursing 


No two public health departments have an identical 
organization, but most of them are engaged in the 
above activities either through distinct divisions or 
a combination of divisions. 


CHAPTER IV 


National Voluntary Health Agencies 


Canadian Tuberculosis Association 


This voluntary Association was organized in 1900 
to stimulate interest in the control of tuberculosis 
in Canada. The work of the Association is directed 
by an executive council consisting of tuberculosis 
executives from each of the provinces, together with 
other public officials and interested laymen. It has 
been the only coordinating agency for tuberculosis 
work in Canada collecting information on various 
phases of the problem and making it available to 
the workers in the provinces. Committees of this 
Association have worked to obtain standardization 
of methods and procedure. The Association, at the 
request of the Department of Mines and Resources, 
assembled an advisory committee to consider the 
problem of tuberculosis amongst the Indians. 


Educational work is carried on by means of public 
addresses, radio talks, movies, posters and the press 
and by the preparation and distribution of educa- 
tional literature. Being affiliated with the Inter- 
national Union Against Tuberculosis, it is entitled 
to the privileges of that organization, including reports 
on tuberculosis in other countries, and participation 
in scholarships for postgraduate instruction. The 
Canadian Association conducts the Christmas Seal 
Campaign in Canada, providing material and ar- 
ranging for national publicity. Ten percent of the 
funds so collected goes to the national office. The 
remaining ninety percent is spent in the provinces 
where it is subscribed. 


In ten years the Canadian Life Insurance Officers 
Association has contributed $100,000 through the 
Canadian Tuberculosis Association for special de- 
monstrations in the control of tuberculosis in the 
maritime provinces and, in 1935-36, $12,000 for 
demonstration purposes in Prince Edward Island. 


. St. John Ambulance Association 
The function of the Canadian Branch of this 
organization is public education in first-aid to the 
sick and injured, home nursing, home and personal 
hygiene and sanitation. 


Canadian Public Health Association 


This Association consists mainly of professional 
people engaged in public health work as executives 
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or teachers and provides an invaluable service on the 
theory and practice of public health through its 
monthly journal. Through its committees, problems 
of administration, policy and science are advanced 
or solved. 


Canadian Dental Hygiene Council 


This is a lay voluntary health organization working 
in cooperation with other public health organizations 
in Canada and having as its object the stimulation 
of interest in public dental health, the bringing 
about of cooperative effort among departments of 
health, the dental profession and the health and 
welfare organizations in Canada, and the education 
of the public in the close relationship between oral 
hygiene and general health. 


Its activities include the promotion of measures 
to prevent or reduce the incidence of dental diseases, 
a public educational campaign concerning the teeth 
and their care, oral hygiene and the relation between 
dental hygiene and systemic disorders, by means 
of lectures, demonstrations, exhibits, bulletins, the 
press and all other proper channels. 


Victorian Order of Nurses 


The objects of this organization are to provide 
nurses, especially trained in hospital and district 
nursing, for nursing the sick who, for financial or 
other reasons, are unable to obtain trained nurses 
in their own homes; to encourage affiliation of 
existing district nursing associations and to give 
needed financial or other assistance to such associa- 
tions; to assist in developing and maintaining a high 
standard of efficiency in district nursing; and to 
assist in providing small cottage hospitals or homes. 


Canadian Red Cross Society 


This is a voluntary organization whose purpose is 
the improvement of health, the mitigation of suffering 
and the prevention of disease. Its activities include 
assistance in providing care for crippled and handi- 
capped children, establishment of outpost hospitals, 
medical and other assistance for ex-soldiers, general 
relief work, home nursing instruction, education 
in health habits, visiting housekeeper services, and 
establishment of highway first-aid posts. 


Canadian Welfare Council 


The Council conducts a fact-finding, educational 
and organizing service for the general public, for 
special groups of individuals and for governmental 
and voluntary agencies dealing with public welfare. 


Its work is carried on in the following fields:— 
public welfare (general); family welfare; child care 
and protection; community organization; leisure 
time service; delinquency; child and maternal 
hygiene. Services are given in French and English. 


Canadian National Institute for the Blind 


This organization and other related institutions 
receive grants to aid them in their work for the blind. 


Health League of Canada 


The objects of this society are to promote measures 
necessary for the prevention, reduction and control 
of venereal diseases, to promote such conditions of 
living, environment and personal conduct as may 
best protect the family as a social institution, and 
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to cooperate with all government agencies to pro- 
mote and assist in the education of the general 
public in the control of communicable disease. In 
general, its object is to promote personal and com- 
munity health by educational means, utilizing the 
press, the radio, moving pictures, public lectures, 
etc. 


National Committee for Mental Hygiene 
(Canada) 


The functions of this Committee are to work 
for the conservation of mental health and for im- 
provement in the care and treatment of those 
suffering from nervous or mental diseases or mental 
deficiency, and for the prevention of such disorders; 
to conduct and supervise surveys of methods and 
means used in the care of those suffering from 
mental disease or mental deficiency; to cooperate 
with other agencies which deal with any phase of 
this problem; to enlist the aid of the Dominion and 
provincial governments and to help organize and 
aid affiliated provincial and local societies or com- 
mittees for mental hygiene. 


a-_ a 


PART V 


A STATISTICAL SURVEY OF PUBLIC HEALTH 
IN CANADA 
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VITAL STATISTICS 
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Introduction 


The Vital Statistics Section of “A Statistical 
Survey of Public Health in Canada,” is based upon 
the vital statistics of Canada during the fifteen-year 
period, 1926 to 1940. It is designed to measure 
statistically the need for further extension of the 
present national, provincial and local public health 
services and for the establishment in Canada of some 
form of health insurance. 


The promotion of the physical health, mental 
efficiency and general welfare of the Canadian people 
can be accomplished by a well co-ordinated plan for 
the prevention of disease, for the medical, social and 
economic care of the sick, and for the prolongation of 
a normal, healthy, happy life. 


An interpretation of the vital statistics of 
Canada can focus the light of factual knowledge 
upon the weak spots in our Canadian defence armour 
of therapeutic and preventive medicine and should 
suggest some of the immediate steps necessary to 
bring about a further improvement in the prevention 
and treatment of disease. 


The Committee on the Cost of Medical Care of 
the United States in its final report! brought out, 
among other important facts, that medical care in- 
cluding nursing and hospitalization, is abundantly 
supplied to the United States population in the large 
centres but that such medical care is not always 
available to the scattered rural population. The 
Canadian vital statistics clearly show that, as com- 
pared with the United States, the general improve- 
ment in the health of:Canadians over the past fifteen 
years has been very marked despite the fact that the 
problem of distribution of medical care as between the 
rural and urban populations in this country is even 
more acute, that distances are greater and that trans- 
portation facilities are more limited. It will be seen 
that the trend towards hospitalization in the case of 
childbirth has increased. The upward trend towards 
hospitalization in the case of deaths is probably even 
more remarkable in a country such as Canada. 
Many fatalities are of the “‘sudden death’ type and 
many people still die in isolated districts far from the 
benefits of hospitalization or even adequate medical 
care. 


Vital statistics reflect the health of communities 
and nations, to quote the common definition— 


Material for Part V, Section 1, compiled by John T. Marshall, 
Chief, Vital Statistics Branch, Dominion Bureau of Statistics. 
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“They are the bookkeeping of human life.” 
Through the medium of vital statistics the state 
knows how best to safeguard the health and welfare 
of the citizens. It is by means of these periodic 
audits that the health authorities measure and assess 
the success of preventive controls and general public 
health practice in relation to human life and welfare 
of the people within the state. 


To quote Fitzgerald’, late Dean of Preventive 
Medicine, Toronto University, one of the world’s 
leadings figure in the modern practice of preventive 
medicine: 


“Demography (‘demos’, people, and 
‘grapho’, I write) is the statistical study of hu- 
man life. It is essentially the statistical study 
of vital, human facts. Demography is com- 
plementary to hygiene, and if neglected, much 
that is of practical importance in the develop- 
ment of preventive medicine, public health and 
hygiene would be impossible. Demography 
includes the subjects of genealogy, human euge- 
nics, the registration and study of births, 
marriages and deaths, and their causes (vital 
statistics), biometrics, etc... 

For the practitioner of preventive medicine, 
as well as for the public health worker, vital 
statistics are very important if not essential. 
In organized public health work they are as 
necessary as is a bookkeeping system in any com- 
mercial undertaking. By means of the census 
the enumeration of all persons in a given com- 
munity is undertaken, the important facts in 
regard to them ascertained, and the population 
data so obtained provides the basis for any sys- 
tem of records subsequently initiated. 

Just as a low incident rate of certain com- 
municable diseases and a low infant mortality 
rate are indices of the state of civilization of a 
community, so too are the registration of vital 
facts, and the elaboration of vital statistics indi- 
cations of enlightenment and intelligence of the 
people of any community.” 


Vital statistics cannot strictly be called a science. 
However, all sciences in their evolution make prolific 
use of statistical material. Demography may be 
called a science—in that it studies the generation, 
growth, decay and death of the population. 


1 Medical Care for the American People. Final report of the Committee on 
the Cost of Medical Care. 
2 Fitzgerald, M. D., J. G. Practice of Preventive Medicine. 


The National Vital Statistics of Canada has been 
complete since 1926. A Registration Area was 
created in 1920, but one province, Quebec, was un- 
able to adjust its vital statistics system to the prin- 
ciples of the Federal-Provincial agreements during 
the first five years of operation of the national 
scheme. The National Vital Statistics of Canada 
takes into its ambit the statistical analysis of vital 
facts concerning birth, marriage, death, and to a 
limited degree—divorce. It fuses into a national 
picture the morbidity factors regarding all diseases 
that are reportable under the regulations of the nine 
provinces. 


The reports reveal that adult, infant and maternal 
mortality rates are excessive; that Canada, like other 
countries, has a falling birth rate; and that, according 
to the best estimates obtainable, the sickness toll is 
excessive—these are deterrent factors in the growth 
of a large sparsely populated nation, which must be 
corrected. The reports also reveal the focal points 
which can be attacked by the provision of adequate 
medical services to all economic levels in the popula- 
tion and by an even distribution of public health 
services to all parts of Canada. 


A society or state cannot maintain a democratic 
form of government without a mentally and physic- 
ally healthy and well-informed electorate, because 
democracy implies the active interest (through re- 
presentative legislation) of every individual in the 
management and general welfare of the state. It 
naturally follows then that there are reciprocal 
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duties towards its citizens on the part of the state 
(one of its main functions is to enable the citizens to 
realize social welfare on the largest possible scale). 
One of these duties would appear to be the provision 
of educational and health facilities of such caliber and 
in such quantity that each person may be prepared 
mentally and physically, to perform his duty towards 
safeguarding the security of that state, the protection 
of himself, his family and his fellow-citizens. 


Public health or preventive medicine has long been 
recognized as the responsibility of governments. In 
Canada and in the United States this phase of the 
nation’s medical care programme has rested largely 
with the Provincial (or State) and Municipal author- 
ities. At the same time it may be claimed that the 
Federal Governments have acknowledged a certain 
measure of responsibility in this direction by the 
adoption of policies of “Grants in Aid” providing 
financial assistance to the lower levels of government 
for public health purposes. 


This Vital Statistics Section, which is to serve as 
one of the bases of measurement for the extension 
of medical care in some form, does not in any way 
attempt to place upon any one legislative or admi- 
nistrative body the responsibilities for the kind or 
amount of*medical and other services which may 
be necessary for the prevention and cure of disease. 
It merely endeavours to measure the promotion of 
full mental health and physical well-being of the 
people of Canada as expressed in the ‘Vital Sta- 
tistics of Canada” over the past fifteen years. 


a — a 


Cuaprer II 


Population 


The main objective of a chapter on population is 
the compilation of an array of demographic data 
respecting the general population of the nation over 
the last three or four decades of the nation’s history, 
its geographic distribution and a rough analysis of 
its main attributes, all of which is to serve as the 
factual basis upon which any plan for national 
medical care must be premised. 

In summarizing this demographic data, several im- 
portant facts of primary significance with respect to 
problems of supply and demand for medical and 
hospital services seem to emerge from an analysis of 
this chapter: 

(1) That the rate of population growth in Canada 
over the past twenty years has been decreasing 
rapidly; from 34.17 per cent in the decade 1911 to 
1921 to 18.08 per cent in the decade 1921 to 1931, and 
to 10.89 per cent in the decade 1931 to 1941; 

(2) That the declining rate of population growth 
in Canada is due to (a) the elimination of immigra- 
tion for the most part from European countries and 
(b) the decline in the rate of natural increase; 

(83) That in a country the size of Canada, with 
its wide variations in population density, it will be 
extremely difficult to set up national uniform stand- 
ards for an equal distribution of medical, public 
health and hospital services; 

(4) That some form of Regional (or Provincial) 
administration will be necessary in order to provide 
adequate medical care for the people of Canada; 

(5) That taken upon the basis of the ‘census 
definition” of “Urban’”’, by virtue of its proximity to 
hospital and clinical services, 54.34 per cent of the 
population of Canada at the Census of 1941 was 
within easy access of facilities for medical and sur- 
gical care and treatment; 

(6) That upon the basis of the Census definition 
of “Rural’’, it would appear that 45.66 per cent of 
the population in 1941 was in a less favourable posi- 
tion. It must, however, be remembered that a 
goodly portion of this rural population may be si- 
tuated near an incorporated area with good hospital 
and clinical facilities; 

(7) That the ageing of the population of Canada 
is a problem of major importance, particularly in 
view of the present conflict when so many men in the 
’ very flower of youth, are answering their country’s 
call for sacrifice; 

(8) That in the more thickly populated areas of 
Canada unified public health services might be 
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established, to serve a number of municipalities, 
particularly in the fifteen larger ‘Metropolitan 
Areas’’; 


(9) That the fifteen larger “Metropolitan Areas’ 
comprised over one-third or precisely 34.2 per cent 
of the total population of Canada; 


(10) That the trend of population in Canada is 
towards ‘‘urbanization’”’. 


All vital statistics are based upon the population. 
All the component parts of statistical analysis of 
vital happenings in a community must be measured 
in relation to the results of an enumeration of the 
population. Census enumeration must provide the 
factual basis for Intercensal Estimates of Population 
Growth. 


Dr. John W Trask!, a Surgeon of the United States 
Public Health Service, clearly indicates the relation- 
ship of population in vital statistics as follows: 


“DEFINITION—Vital statistics may be 
defined as statistics relating to the life histories 
of communities or nations. They pertain to 
those events which have to do with the origin, 
continuation, and termination of the lives of the 
population, births, marriages, deaths, and the 
occurrence of disease, and the conditions attend- 
ing these events. 


DEVELOPMENT—Vital statistics are not 
a thing of recent origin. Their development to 
their present form, however, is comparatively 
modern. The Egyptians, Greeks, and Romans 
made census enumerations. Some of the an- 
cients, notably the Romans, required also the 
registration of births and deaths. The statist- 
ical treatment of the records was, however, 
comparatively limited until recently. 


During the last century and a half, and more 
particularly the last fifty years, the treatment 
of vital statistics has been undergoing a rapid 
evolution. In their present developed form 
they give a fund of useful information otherwise 
unobtainable. They have become an essential 
to every well-organized community and nation. 
They give a composite picture of the life history 
of a people which can be secured in no other 
way. They furnish a means of comparing the 
life history of one community or people with 
that of others and of the present with the past’’. 


1 Rosenau, Milton, J. Preventive Medicine and Hygiene. Page 117. 


In order that the statistics of life within the com- 
munities and nations may be strictly comparable, a 
common unit of population is used as the basis of 
calculation. The frequency of vital events (births, 
deaths, marriages, etc.,) are for the most part ex- 
pressed in terms of the number of such happenings to 
every 1,000 inhabitants in the community or country. 
Such frequencies are commonly referred to as “the 
birth-rate” or “the death-rate’’ as the case may be. 


A Census enumeration or counting of the people 
must be carried out at regular intervals, and in most 
civilized countries is undertaken once every ten 
years. The Census must be taken when the greatest 
number of people are at their usual place of residence. 
During normal times a great many people spend the 
mid-seasons (summer and winter) away from their 
usual place of residence. Many “Census-dates” 
have been tried throughout the various countries of 
the world, but in Canada the enumeration of the 
Census at June Ist has proven most ‘satisfactory. 


Legally, the Census is used for governmental pur- 
poses to adjust the representation in legislative 
bodies—thus the Canadian decennial Census deter- 
mines the numerical composition of the House of 
Commons. Statistically, ‘‘Census taking’ has 
broadened in scope from a mere “‘counting of heads” 
into a great periodical stocktaking of the people and 
their affairs, both economic and social. It is de- 
signed to show fully the stage which has been reached 
in the progress of the nation and of its component 
communities and has assumed a position of primary 
importance in ‘‘the ledger of human bookkeeping”’. 


Since the introduction of mechanical tabulation, 
by Dr. Hermann Eollerith, for the United States 
Census of 1880, and the invention in 1928 and the 
subsequent development by the Dominion Bureau 
of Statistics, of special Census tabulators now 
capable of twelve combination cross analyses at one 
time, the scope and flexibility of rapid statistical 
analysis has been increased to almost limitless bounds. 
Thus severally, the numbers, local distribution, age, 
sex, racial origin, nationality, language, religion, 
education, housing and occupations of the people, 
constitute investigations of enormous importance, 
to which all the continuous and routine statistics 
which are collected in the ordinary course of adminis- 
tration must be related if their full value is to be 
realized. 

In short, then, the Census not only supplies the 
basic principle of the State’s ‘national bookkeeping 
system’’, in respect to the economic and social aspects 
of “human life accounting’, but is also the very foun- 
dation upon which the government conducts the 
business of the country. 
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METHOD OF ENUMERATION. — The population 
of a country or community may be enumerated 
by either of two methods—first, by a ‘“‘de facto” 
census, i.e. the enumeration of every person where he 
is located at the time the Cnesus is taken, and second, 
by a “de jure’’ census, i.e. the enumeration of every 
person at his “‘usual place of residence’’, irrespective 
of where he may be at the time the Census is taken. 
The Canadian and United States censuses use the 
“de jure” principle whereas the census of England 
and Wales is compiled on the ‘‘de facto” principle. 


The relative advantages of each method are open 
to discussion. The “de facto” method is undoub- 
tedly simpler in that enumeration of the population 
generally takes place within a single day. The 
“de jure’ method on the other hand involves the 
assignment of persons temporarily absent from their 
permanent abodes, to the locality of permanent or 
usual residence. However, the ‘‘de facto” method 
is less satisfactory for areas where transient waves 
of migration occur periodically, whereas the “de jure” 
method measures the permanent condition of the 
population. In the Canadian Census, students and 
inmates of hospitals are assigned to their home local- 
ities, while inmates of prisons, gaols, lunatic asylums, 
etc. are counted where found. In the general field 
of public health, and particularly in the consideration 
of the maintenance and extension of medical, hos- 
pital and public health services in a community, the 
distribution of the population on the basis of its per- 
manent residence (as enumerated in the Canadian 
Census) is a factor of prime importance. 


HISTORY OF THE CENSUS. — The utility to any 
government of knowing the extent of its resources 
in men and materials is so obvious that some means 
of ascertaining this knowledge was probably em- 
ployed very early in the history of the world. There 
is no record of such ‘‘Census taking” in the Egyptian 
or Assyrian inscriptions and the Chinese accounts 
are said to be rather dubious. The first reliable 
record is that of numbering the Jews by King David. 
Such early enumerations aroused the hatred and 
suspicion of the people, and evasions were no doubt 
common. This antagonistic attitude was due to 
the use of the enumerations for purposes of tax 
assessment and conscription, rather than for sta- 
tistical analyses. With the rise of constitutional 
government, the individual is now protected by a 
guarantee of secrecy respecting the facts gathered by 
the Census enumeration. 


The credit for taking the first Census of modern 
times belongs to Canada, for in 1666 some 8,215 per- 
sons were enumerated in New France. The first 
complete Census of modern times was taken in the 
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year 1751 in Sweden. The first Census of the 
United States was taken in 1790 and of England and 
Wales in 1801. Sporadic censuses were taken in the 
early Canadian colonies as early as 1824 and con- 
tinued more or less irregularly up to the time of Con- 
federation. The first Census of the Dominion of 
Canada was taken in 1871, and as in each of these 
countries has been taken at regular decennial periods 
ever since. 

Under the ‘“‘Census and Statistics Act” of 1905 and 
the Statistics Act of 1918, a census of population and 
agriculture of the three Prairie Provinces was taken 
in 1906 and every tenth year thereafter, in addition 
to the enumerations at the decennial census of the 
whole Dominion. <A census of the Prairie Provinces 
is, therefore, taken as of June Ist, in the sixth year 
of each decade, giving the Provinces of Manitoba, 
Saskatchewan, and Alberta, quinquennial enumera- 
tions of their population and productive resources. 

A concise historical review of the early censuses 
of Canada, is to be found in several editions of the 
“Canada Year Book’. For the purposes of this 
study, therefore, only certain pertinent data con- 
cerning the distribution of the population of Canada 
will be summarized in the following pages. 

The primary responsibility of a government 
through its health department is to. supply to the 
people and to co-ordinate medical, hospital and public 
health services, and for this purpose the health 
officer must have a complete factual knowledge of 
the people within his jurisdiction. This basic ma- 
terial can only be supplied by a Census and is as 
necessary to the small city or county health unit as 
it is to the provincial or federal health departments. 


RESULTS OF THE CENSUSES OF 1921, 1931 
and 1941.—The total population of Canada on June 
1st, 1941, was 11,506,655 as compared with10,376,786 
on June Ist, 1931 and 8,787,949 on June Ist, 1921, 
representing increases of 1,588,837 or 18.08 per cent 
during the first decade (1921-31), of 1,129,869 or 
10.89 per cent during the second decade (1931-41) 
and of 2,718,706 or 30.94 per cent over the twenty- 
year period. 

Chart 1 shows the growth of population in Canada 
from 1871 to 1941, in point of absolute figures, to- 
gether with the distribution for the four major 
geographical sections of the country. 

Table 1! shows the total population of Canada, 
distributed by provinces and territories in the 
Census years, 1871 to 1941. It shows that in 1941, 
Ontario was first among the provinces in point of 
numerical greatness, with a population of 3,787,655 
or 82.92 per cent; that Quebec was second with 
3,331,882 or 28.96 per cent; Saskatchewan third 
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with 895,992 or 7.79 per cent and British Columbia 
fourth with 817,861 or 7.11 per cent of the total 
population of the Dominion. 

Table 2 shows the percentage changes in the popu- 
lation of Canada by provinces and territories in each 
decade from 1871 to 1941. 

Figures in Table 2 indicate that the movement of 
population within the Dominion was distinctly from 
east to west, until 1931. A similar trend was form- 
erly evident in the United States. In the decade 
1911 to 1921 this was clearly apparent, as the four 
western provinces then increased their population 
by no less than 44 per cent. This growth occurred 
chiefly in the three Prairie Provinces, as their com- 
bined population increased in the decade by 47.3 
per cent, while that of British Columbia increased 
by 83.6 per cent. In the first two decades of the 
century the greatest influence on population growt 
and movement in Canada was undoubtedly the 
agricultural settlement of the Prairie Provinces. 
The growth of population in these provinces was 
assisted both by immigration into Canada and by 
movement of domestic population from east to west. 

While the agricultural industry of the Prairie 
Provinces has encountered periods of serious dif- 
ficulty since 1918, major economic developments 
have been in progress in mining and forest products 
and in the hydro-electric power industries of Ontario, 
Quebec and British Columbia. Furthermore, in this 
period immigration has been a less important factor 
in population growth than it had been prior to 1914. 
The high rate of natural increase in Quebec has now 
become a factor of relatively greater importance. 
The Census of 1931 revealed the changing trends 
resulting from these influences, as in the decade 1921 
to 1931 the population of British Columbia in- 
creased 32.3 per cent and that of Quebec 21.8 per 
cent compared with 20.3 per cent for the Prairie 
Provinces. On the other hand the Census of 1941 
revealed that the movement of population within 
the Dominion has reversed during the decade 1931 
to 1941, and is now swinging from west to east, with 
the Maritime Provinces showing a combined per- 
centage increase of 12.0 as against a combined per- 
centage increase of 2.9 per cent for the Prairie Pro- 
vinces. The British Columbia percentage increase 
during this last decade has been almost halved, 
dropping to 17.8 per cent, while Quebec has dropped 
to 15.9. The 1986 quinquennial Census of the 
Prairie Provinces likewise showed very little increase 
in population during the five-year period. 

This change in the movement of population has 
been influenced no doubt by the economic ‘depression 
during the early years of the last decade and |by the 


1 Tables will be found at the end of each chapter. 


drought which struck the middle west of both Canada 
and the United States about 1935. The further drop 
in the percentage increase of population as a whole 
from 18.08 in 19381 to 10.89 in 1941 clearly reflects 
the fact that immigration has ceased to be a factor 
in the population increase of Canada and that the 
rate of natural increase is declining. 


These changes are also indicated by the percen- 
tage figures in Chart 2, which shows the percentage 
distribution of the population of Canada by Pro- 
vinces and Territories from 1871 to 1941, and further 
reflects the movement of population from east to 
west in the earlier decades up to 1921 and the 
reversal which has been in effect during the last 
twenty years. It clearly indicates the percentage 
increases of Quebec and the Maritimes and reveals 
the heavy concentration of the population in the 
Provinces of Ontario and Quebec with a combined 
total of 61.87 per cent of the total population of the 
entire Dominion in 1941. 


CENTRES OF POPULATION. — The “Centre of 
population’? for the Dominion of Canada was care- 
fully worked out for each census from 1851 to 1931, 
inclusive, and showed a definite north-westward 
movement up to 1911, westward for 1921 and 1931. 
For the Censuses of 1851 to 1881, the location was 
near Valleyfield, Quebec. In 1891 it was 25 miles 
west of Ottawa; in 1901, near Pembroke; in 1911, 45 
miles west of Sudbury; in 1921, 50 miles northeast of 
Sault Ste Marie; in 1931, 35 miles north of Sault Ste 
Marie. The centre of population in 1941 has not 
yet been determined. 


DENSITY OF POPULATION. — Population for 
statistical purposes is generally measured by the 
number of persons dwelling upon an area of land, viz. 
a square mile (when dealing with large unit areas, 
such as countries or provinces) or an acre (when 
dealing with small unit areas, such as cities or towns). 
This ratio of convenience is refered to as “the den- 
sity of population’’, but this ratio does not suppose 
that the persons within a unit area are uniformly 
distributed over its surface. 


Population density is an important factor in public 
health administration, because as an area’s density 
increases so likewise do public health problems in- 
crease. Newsholme® has shown that— 


“One of the greatest influences militating 
against health (in Great Britain) in the last 
century has been the increasing gravitation of 
population into crowded cities.” 


An increasing density of population say within a 
watershed supplying water for human consumption, 
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increases the relative liability of the water becoming 
contaminated and unfit for use, and increases the 
need for the establishment of filtration or other 
purifying units. For these and many other reasons 
it is of extreme importance to the health officer to 
have a general knowledge of the density of the 
population within his health area. 


According to fairly reliable estimates, based for 
the most part on direct enumeration, the geograph- 
ical-continental distribution and continental-popu- 
lation density of the people inhabiting the earth in 
1930-31 was as follows: 


eeeesesaooooaoooqlqeyqeqqqooqoqQqQqQao oo 


i Area in Persons per 
Continent Population Sq. Miles Sq. Mile 
Aiticaay. ct aed 140,045,880 | 11,566,000 12.1 
ASIA Mill cate aetm iy: 1,067,859,016 | 16,178,000 66.0 
Huropes. ses 517,463,224 4,412,000 117.3 
North America”... 168,575,606 8,654,000 19.5 
Oceania... = BOERS 82,526,488 3,301,000 25.0 
South America.... 82,748,900 7,055,000 11.7 
World Totals...... 2,059,219,114 | 51,166,000 40.2 


@) Including Central America and West Indies. 


These figures reveal that population density is far 
greater in the Old World (Europe and Asia) than in 
the New World (America and Oceania) and that 
even Africa, with its ancient civilization to the north, 
has a comparatively low population density when 
the vast unexplored central areas of desert and 
jungle are included in the density calculations. 


The average density of population for England 
and Wales has increased steadily since the first 
Census of 1801 when it was 152 persons per square 
mile; by 1861 it was 344; by 1891 it was 497; by 1911 
it was 618; by 1931 it had increased to 685 persons 
per square mile. 


In Scotland the density of the population per 
square mile in 1801 was 54; in 1861, 100; in 1891, 
135; in 1911, 160; and by 1931 it had increased to 
168 persons per square mile. 


While England and Wales and Scotland have 
shown a steady increase in both total population and 
density per square mile since the first census of 
modern times in 1801, the reverse situation is to be 
found in (all) Ireland since 1841, when the country 
reached its maximum population of 8,196,597 per- 
sons. By 1936-37 the total population of both 
units (Northern Ireland and Hire) stood at 4,248,173 
persons. The density of population for (all) Ireland 
in 1821 was 214; in 1841, 257: in 1861, 182; in 1891, 
148; in 1901, 140; in 1921, 187 and in 1936-37 it had 
decreased to 183 persons per square mile. 


2 For definition — see Canada Year Book, 1939. Page 84. 
3 Newsholme, Sir Arthur — Vital Statistics, page 275. 
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Greater London (Metropolitan) recorded a den- 
sity of 10,465 in 1911; of 10,796 in 1921 and of 
11,889 in 1981. 


The following figures give some idea of the popu- 
lation density in ten of the larger cities of the Old 
World. 


City and Date of 
Census or Estimate 


a © el e..#, 6.0) 6 9 6.60 © @ ere, Bie aie: 
a er a) 
OPO ere Seca ec AC St Se i 


Ce ey 


1,029,700 
1,019,148 


The average density of population for the United 
States has increased steadily since the first Census 
of 1790 when it was 4.5 persons per square mile; by 
1860 it had increased to 10.6; by 1910, to 30.9; by 
1920, to 35.5; by 1980, to 41.3; and by 1940 it had 
increased to 44.2 persons per square mile. 


Some idea as to the metropolitan density per 
square mile on the North American continent is 
revealed in the following figures: 


Census 
City 

1900 | 1910 | 1920 | 1930 | 1940 

Baltimore........... 6,465 | 7,094] 9,205 | 10,224 | 10,913 
Boston ser 96h 38 12,776 | 15,275 | 17,040 | 17,794 | 17,558 
Chien ge pst ithe nk a. 8,413 | 10,823 | 13,381 | 16,723 | 16,824 
Cleveland........... 5,395 | 7,923 | 11,261 | 12,725 | 12,412 
Metroitiissw.e ss. J: 2,071| 3,377| 7,205 | 11,375 | 11,772 
Los Angeles......... 2,327|  724| 1,309] 2,811] 3,416 
New York.......... 11,495 | 15,942 | 18,796 | 23,178 | 24,933 
Philadelphia........ 10,107 | 12,101 | 14,248 | 15,241 | 15,088 
Pittsburgh.......... 8,801 | 10,407 | 11,468 | 13,056 | 13,092 
Bes Louise. aeiin. oS 9,430 | 11,262 | 12,670 | 13,474 | 13,377 
San Francisco....... 8,161} 9,926 | 12,063 | 15,104 | 15,108 
Washington, D.C....| 4,495] 5,339] 7,057| 7,852 | 10,695 
Population growth in Canada has been much 


slower than that of the United States, with the result 
that the general density is far less in this country 
than that which obtains in the sister nation. Table 
3 shows the density of population in Canada at the 
Census of 1941 in comparison with various countries 
of the world at their last censuses. The table reveals 
that Canada has the second lowest density with 
3.32 persons per square mile and that the Common- 
wealth of Australia recorded the lowest density with 
2.23 in 1988. It will be seen that European coun- 
tries, generally, record the highest ratios of popula- 
tion density and that England and Wales with a 


15 
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density of 684.71 was second among the countries 
listed. It should not be assumed, however, that a 
low density is necessarily evidence of under-popula- 
tion. If density could be expressed in terms of 
estimated habitable area, the figures would be more 
comparable, but even then natural physical factors 
such as climate, topography, physical condition of 
the soil, mineral wealth, etc., would not be adequately 
weighted. These considerations should be borne in 
mind when comparing the figures of this table. 


The density of the population in Canada by pro- 
vinces, at each census from 1901 to 1941 is shown in 
Table 4. The figures reveal that the percentage in- 
crease in density from 1901, when there were 1.55 
persons per square mile, to 1941, when the ratio was 
3.382, was 114.2. During the last decade the per- 
centage increase in density was 11.0. Excluding the 
Territories, the increase in Canada’s population 
density has been more rapid, and since 1901, when 
the ratio stood at 2.66 persons per square mile, the 
percentage increase to 1941, was 115.8, at which 
time there were 5.74 persons per square mile. Gen- 
erally speaking the density of population in Canada 
decreases as one travels westward, but the enormous 
area of the province of Quebec unduly reduces the 
density of its population, which was 5.49 in 1931 and 
6.386 persons per square mile in 1941. Excluding 
the unpopulated northern area of the province, 
Quebec recorded ratios of 20.87 and 24.05 respect- 
ively, for 1981 and 1941. A wide variation in the 
density of population as between the nine pro- 
vinces may be noted, with the greatest density in 
Prince Edward Island and the lowest in British 
Columbia. 


The densities of population in 1931 and 1941, by 
counties or census divisions, are given in Table 5. 
The figures reveal the extreme variations which 
exist between the several local areas throughout the 
Dominion. The figures further emphasize the de- 
creases in the density of the population from east to 
west. In some of the provinces a wide variation in 
county densities is to be found. For example, in 
Quebec the densities of population for Montreal 
Island of 4,994.4 and 5,556.2 persons per square mile 
in 1981 and 1941 respectively, rank among the 
highest in the world, while in such counties as 
Abitibi, Chicoutimi, Lac St. Jean, Montcalm, 
Pontiac, Saguenay and Temiscamingue the density 
for each was less than 5 persons per square mile. 
In Ontario, the variations are less pronounced, but 
the York County densities (which includes the City 
of Toronto) of 971.6 in 1931 and 1,078.9 in 1941 
are relatively high densities, while the districts of 
Algoma, Cochrane, Kenora, Rainy River, Thunder 


Bay and Patricia recorded densities of less than 3 
persons per square mile at each Census. 

In the four western provinces only two Census 
Divisions recorded densities in excess of 40 persons 
per square mile, viz., Division 6 of Manitoba, with 
the city of Winnipeg and immediate environments 
as the influencing factor, which recorded ratios of 116.5 
persons per square mile in 1931 and of 121.2 in 1941, 
and Division 4 of British Columbia, with the cities 
of the lower Fraser Delta as the influencing factor, 
which recorded ratios of 38.9 persons per square mile 
in 1931 and of 46.0 in 1941. Generally speaking the 
density of the western Census divisions is in the 
neighborhood of 8 persons per square mile in Mani- 
toba, 5 in Saskatchewan and 4 in Alberta, while in 
British Columbia the wide variations are again 
apparent from the 46.0 ratio of persons per square 
mile in Division 4 to that of 0.10 in Division 10. 

Map 1! shows the distribution of the population of 
Canada at the Census of 1931, exclusive of the North- 
ern Regions. The heavy concentrations of popula- 
tion are very apparent along the St. Lawrence River 
Valley area in the Province of Quebec; the southern 
portion of the province of Ontario; along the southern 
end of the Fraser River Valley and the southern tip 
of Vancouver Island in British Columbia. 

The Index Map of Canada (Map A) showing counties 
and census divisions is inserted as a guide to Maps 
2 to 6 in Section 1 as well as to Map 1 in Section 2. 

Maps 2 and 8 show the counties or census divisions 
of Canada which had attained a maximum population 
prior to 1931 and 1941 respectively, with their vary- 
ing ratios of density at maximum. 

Map 4 shows the population of Canada within the 
counties or census divisions, according to varying 
degrees of density. Summarized, this map reveals 
that the distribution of the counties or census divi- 
sions according to the varying degrees of density was 
as follows: 


Number of Counties 


Degree of Density or Census Divisions 


Less hand ‘persons? aie aes fai de 40 
Between — 

Mand: lO DEESONS! cc Uhic ey Meme ates 37 
LO andi H25:persons:.. Ae see cee 42 
25 /and)) SO persons:,!. (51. Geese eke 45 
OOsAN ad Ndr PELSONs san akan enticed: 30 
do andy \100 persons. )c.4 th, ates ae 4. 

100 and 500 persons................. 19 
50G' ana’ 1000 persons! eae oe eae Nil 
Over I OOO ;persons sien eine cle ital 2 
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URBAN AND RURAL DISTRIBUTION. — For the 
purposes of the census the population residing in 
cities, towns and incorporated villages is defined as 
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“urban” and that outside of such localities as 
“rural’”’. In Canada, the laws of the various provinces 
differ in regard to the population necessary before a 
municipality may be incorporated as “urban’’. The 
laws of Saskatchewan, for example, provide that 100 
persons actually resident on an area of land not 
greater than 640 acres, may claim incorporation as a 
village, while the Ontario laws provide that villages 
making application for incorporation shall have a 
population of 750 on an area not exceeding 500 acres. 
Thus, so far as comparable aggregations of popula- 
tion are concerned the line of demarcation between 
urban and rural population is not uniformly drawn 
throughout the Dominion. The distinction made 
between “urban” and “rural” population is one of 
provincial legal status rather than size of aggrega- 
tions of population within limited areas. 

In Table 6 statistics are given showing the growth 
of the rural and urban populations respectively, by 
provinces, together with the numerical increases in 
each decade, since 1901. On the basis of the census 
classification, in the decade 1911 to 1921 urban com- 
munities absorbed nearly 68 per cent of the total 
increase in the population, with a corresponding per- 
centage of 77 for the 1921-31 decade, with the result 
that the urban population of Canada in 1981 exceeded 
the rural by 767,330. In the decade 1931 to 1941, 
the urban communities absorbed 60 per cent of the 
total increase in the population, and the urban popu- 
lation of Canada in 1941 exceeded the rural by 
998,177. Out of every 1,000 persons in the country 
on June Ist, 1941, 543 were resident in urban commu- 
nities and 457 in rural areas, as compared with 537 
and 468 respectively, on June 1st, 1931; with 495 and 
505 on June Ist, 1921; with 454 and 546 in 1911 and 
with 375 and 625 in 1901. It must be remembered 
when comparing these figures that while there is a 
definite shift of population towards urban com- 
munities, a large proportion of the apparent in- 
crease in the population of the urban communities is 
due to an increase in the number of municipalities. 

The rural and urban distribution of the population 
of Canada by sex is shown in Table 7, together with 
the percentage distribution for each sex and the sex 
ratio (number of males to every 1,000 females) at the 
Censuses of 1921, 19381 and 1941. The figures show 
that, for the country as a whole, the males exceed 
the females and that the excess ratio of males per 
1,000 females was 1,064 in 1921; 1,074 in 1981; and 
1,058 in 1941; that the excess of males was greater 
in the rural areas where the ratios per 1,000 females 
were 1,160 in 1921; 1,182 in 1931 and 1,160 in 1941. 
In the urban areas the reverse is to be found with 
deficiencies of male population in the following 


1 Maps for Part V will be found in the pocket at the back of the volume. 


ratios, viz., 974 in 1921; 990 in 1931 and 970 in 1941, 
to every 1,000 females. The table shows that in the 
matter of percentage distribution as between rural 
and urban males and females, the same trend is 
reflected. 


All the larger cities have in their immediate vicinity 
growing “satellite’ communities or densely settled 
areas which are in close economic and social relation- 
ship with the central municipal unit. This pheno- 
menon is, today, of increasing importance and is 
largely the result of greater ease and speed of trans- 
portation. Calculations have been made of the total 
populations resident in what is commonly called to- 
day a ‘‘metropolitan area or district”. In the public 
health field these metropolitan areas are of great 
importance, for it has already been demonstrated 
that not only can public health be administered much 
more economically by the co-ordination of all its 
services in unit areas, under one ‘Metropolitan 
Health Department”, but also that a much improved 
and more effective service can be given to the citizens 
in each individual municipality and the area as a 
whole. On this basis the total populations for the 
larger metropolitan areas in Canada at the Censuses 
of 1981 and 1941, together with the decennial per- 
centage increase for each, was as follows: 


Population 


Decennial 
Metropolitan Area Percentage 
1931 1941 Increase 
Greater Montreal.......... 023,158 | 1,139,921 11.41 
Greater: Toronto i... .% 62). 10,4: 900 ,491 11.11 
Greater Vancouver......... 308,340 351,491 13.99 
Greater Winnipeg.......... 284,129 290,540 2.26 
Greater Ottawa (including 

EU eee yes ade tate 175,988 215,022 22.18 
Greater Quebec............ 172,517 200,814 16.40 
Greater Hamilton.......... 163,710 176,110 (AST 
Greater Windsor. . 110,385 TZ 9.72 
Greater Edmonton®....... 79,197 93,817 18.46 
Greater Halifax............ 75,069 91,829 22.33 
Greater Calgary ......... 83,761 88,904 6.14 
Greater London........... 77,702 86,740 11.63 
Greater Victoria........... 59,510 75,218 26.40 
Greater Saint John......... 58,717 65,784 12.04 
Greater Regina®.......... 53,209 58, 245 9.46 


@) Metropolitan Area boundaries uniform with city boundaries. 


Note:—A set of descriptions of the geographical boundaries of 
these metropolitan areas may be obtained upon applica- 
tion to the Census Branch of the Dominion Bureau of 
Statistics. 


During the decade 1921 to 1931 the population 
showed indications on the whole of being attracted 
to the larger cities. Thus the following figures show 
that the two cities of over 500,000 population 
(Montreal and Toronto) increased their proportions 
of the total population from 12.98 per cent in 1921 
to 13.97 in 1981. For cities of between 100,000 and 
500,000 there was a decrease in their aggregate pro- 
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portion from 9.80 per cent to 8.46 per cent of the 
total while cities of between 5,000 and 100,000 in- 
creased from 17.68 per cent to 19.29 per cent. 
During the 1931-41 decade, the percentage propor- 
tion of the first group (Montreal and Toronto) 
dropped slightly to 13.62, that of the second group 
increased to 9.34 while that of the third group in- 
creased further to 19.98. 


As will be seen the large absolute increase in the 
total population of the municipalities of less than 
1,000 persons from 1921 to 1931 was due almost 
entirely to the addition of newly incorporated places. 


The population figures for the cities and towns of 
Canada, having a population of over 1,000 inhabi- 
tants at the Censuses of 1931 and 1941 are to be found 
in Table 22—Births; Table 26—Infant Mortality; 
Table 42—Deaths; and Table 16—Natural Increase; 
while the population figures for the counties or census 
divisions for the Censuses of 1931 and 1941 are to be 
found in Table 5. 


SEX DISTRIBUTION. — The sex distribution is 
important whenever marriage rates, birth rates, 
sickness rates and death rates are being studied. 
Census reports carry considerable detail regarding 
the number of males and females in the population 
and even inter-censal estimates by sex composition 
are calculated for countries and large administrative 
areas. 

The ratio of males to females in the population 
has varied considerably since the advent of modern 
census enumeration. For example, in England and 
Wales the number of females to every 1,000 males 
has varied from 1,057 in 1801 to 1,068 in 1901; to 
1,096 in 1921 and 1,087 in 1981. A large excess of 
females in the population results in an excess of un- 
employed females, with plenty of domestic servants; 
this is said by Newsholme’ to imply a higher social 
status. 


In the United States there is a reverse situation, 
with an excess of males to every 1,000 females. In 
1820 the ratio stood at 1,033 males to every 1,000 
females; in 1900 it was 1,044; in 1920 it was 1,040; 
and in 1930 it was 1,025. The Census reports showed 
that the excess of males was to be found among the 
foreign born, for the ratio among the immigrant 
population in 1910 was 1,292, as compared with 1,027 
for the native born population, in 1930 the ratios 
being 1,151 and 1,011 respectively. 


Throughout the older countries of the world there 
is usually found an excess of female over male popu- 
lation. The causes of this excess of female popula- 
tion are (1) the normally higher rate of mortality 
among males; (2) the greater number of males who 
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URBAN POPULATIONS, CLASSIFIED BY SIZE OF MUNICIPALITY GROUPS, 1921, 1931 AND 1941. 


1921 1931 1941 
Group Number Per cent | Number Per cent | Number Per cent 
of Population of of Population of of Population of 
Places Total Places Total Places Total 
Population Population Population 

a BOO O00 cons. eras 2 | 1,140,399 12.98 2 | 1,449,784 13.97 2 | 1,570,464 13.62 
etween — 

200,000 and 500,000... .. 2 342,307 3.90 2 465,378 4.48 2 497,313 4.32 

100,000 and 200,000.... 4 518,298 5.90 3 413,013 3.98 4 577,356 5.02 

50,000 and 100,000.... 5 336,650 3.83 a 470,443 4.53 i 508,808 4.42 

25,000 and 50,000. . 7 239,096 2.72 10 339,521 3.27 19 605,805 5.27 

15,000 and 25,000.. 19 370,990 4.22 23 457,292 4.41 20 377,505 3.28 

10,000 and 15,000. . 18 224,033 2.55 23 275,944 2.66 24 296,195 2.57 

5,000 and 10,000. . 54 382,762 4.36 68 458,784 4.42 74 510,429 4.44 

3,000 and 5,000. 72 272,720 3.10 il 273,276 2.63 91 348,709 3.03 

1,000 and 3,000.. 293 492,116 5.60. 324 557,466 5.37 336 558,820 4.86 

500 and 1,000. 290 215,648 2.45 322 231,375 2.23 311 220,877 1.92 

Under500 4), 2) hon vans srk 679 159,410 1.81 750 179,782 1.73 754 180,135 1.57 

Totalst eta «teas 1,443 | 4,352,122 49.52 1,605 | 5,572,058 53.70 1,644 | 6,252,416 54.35 


travel; (3) the effects of war; (4) the employment of 
males in the army, navy and merchant marine; and 
(5) the preponderance of males among emigrants. 
In the newer countries of the world, however, the 
preponderance of males among immigrants results 
in a general excess of male over female population. 
The sex ratios (excess of males over females) for 
various countries of the world in recent years are 
given in Table 8 and illustrate the variations for both 
older and newer countries. 


In Table 9 figures are presented, showing the num- 
ber of males and females in each of the provinces and 
territories of Canada at each census since 1871. In 
Canada there has been an excess of male population 
from the commencement of its history, the first cen- 
sus, 1666, showing 2,034 males to 1,181 females. As 
the colony increased in numbers, the disproportion 
between sexes became smaller, more especially as 
the French-Canadian population, since about 1680, 
was not reinforced by immigration from the old 
world. In 1784, when the English-speaking immi- 
gration to Canada for purposes of settlement com- 
menced on a larger scale, there were 54,064 males 
and 50,759 females in the colony. Since Confedera- 
tion the same phenomenon of considerable excess 
of males has occurred throughout the growing North- 
west. 

The great influx of immigrants during ‘the first 
decade of the present century resulted in raising the 
ratio of males to females to the highest point in recent 
history, viz., 6.07 per cent in 1911. The Great War, 
however, both checked immigration and took about 
60,000 young Canadian male lives as its toll, with the 
result that at the Census of 1921 the excess of males 


per 1,000 females of the population was only 3 per 
cent—515 to 485 females per 1,000 of population. 
In 1931 there were 518 males to 482 females for 
Canada as a whole or an excess of males of 3.6 per 
cent, and in 1941 the ratio was 5138 males to 487 
females or an excess male ratio of 2.6 per cent. It 
is interesting to note that the excess male ratio has 
increased in the eastern provinces and decreased in 
the western provinces where it was formerly greater. 

Chart 8 shows the percentage sex distribution of 
the population of Canada from 1871 to 1941. It will 
be seen that at the Census of 1911, the percentage of 
males in the population reached its highest point, 
53.03 per cent, and that during subsequent censuses 
the percentage of males has been gradually decreasing 
to 51.28 per cent in 1941. 


AGE DISTRIBUTION. — The age composition of 
the population is the key which alone furnishes the 
answer to so many of the phenomena associated with 
the various populations. It is by the utilization of 
age distribution that death rates comparable with 
similar rates for other communities or countries can 
be properly stated. Age as a factor in vital statistics 
is more important than any other particular charac- 
teristic concerning the human being, except perhaps 
sex. 


Whipple’ states that— 

“In taking a census it is impossible to find 
the exact age of every person in a community, 
and even if this could be done it would be im- 
practicable to arrange the people in groups, 


«Newsholme, Sir Arthur. Vital Statistics, Page 55. 
' Whipple, George C. Vital Statistics, Page 176. 
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varying by short intervals of time. Infants 
and young children may be grouped by their 
age in weeks or months, but older persons are 
seldom divided into groups for which the time 
interval is less than one year. Five-year and 
ten-year groups are even more commonly used’’. 


Generally speaking for all public health purposes 
this is the criterion by which vital statistics pheno- 
mena are measured throughout the civilized world 
where census enumeration is undertaken. 


The census report of the Registrar-General of 
England and Wales shows that out of the total popu- 
lation in 1911: (a) more than one-tenth was under 
5 years of age; (b) more than one-fifth was under 
10 years of age; (c) nearly two-fifths was under the 
age of 20 years; (d) one-half was in the age group 20 
to 55 years of age and (e) over one-tenth was to be 
found at over 55 years of age. 


Marked variations are to be found between the 
average age distribution of the population in town 
and country; in mining and residential areas and in 
agricultural as compared with industrial areas. 
Striking changes have occurred in the age distribu- 
tion of a community between censuses and even 
during the course of a few months. For instance in 
England and Wales in 1881, for every 1,000 persons 
at all ages, there were 136 children under 5 years of 
age, but by 1891 the proportion decreased to 128; by 
1901 it had further decreased to 114 and by 1931 
had reached 75. It follows, therefore, that as the 
ratio of children diminishes, there is an increased 
ratio of persons in the higher age groups—this is 
referred to as “the ageing of the population”. The 
following tables show proportions of persons at 
specified age groups in and about the years 1911 and 
1931 indicating the countries which had relatively 
young or old populations in 1911 and the changes in 
their age structures which have occurred since that 
date: 


PROPORTION OF PERSONS AT DIFFERENT AGES IN OR ABOUT 
THE YEAR 1911 
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Country Under 45 and| All 
5 5-15 | 15-25 | 25-45 | over | Ages 
England and Wales.| 107 199 182 299 213 | 1,000 
Scotland’ 425.450, 112 210 185 282 211 | 1,000 
Ireland !sS5.s6c clea oe 99 197 182 267 255 | 1,000 
PAUSES ce recites out 119 199 202 288 192 | 1,000 
New Zealand...... 117 196 183 323 181 | 1,000 
Canada seh irion ee 124 207 193 289 187 | 1,000 
Union of South 
IGA a eh A 150 247 195 277 131 | 1,000 
United States...... 116 205 197 292 190 | 1,000 
ANICON es haste 89 169 160 291 291 | 1,000 
Germany..........: 120 | 220 183 273 204 | 1,000 


@) Source: (Newsholme, Vital Statistics, Page 61). 


CUMULATIVE PROPORTIONS UP TO 49 YEARS OF AGE OF PERSONS AT 
SPECIFIC AGES IN OR ABOUT THE YEAR 1931, FOR CERTAIN COUNTRIES. 


Under 50 


Country and| All 
over| Ages 
5 | 10 | 20 | 30 | 40 | 50 

Union of South Africa 
(Whites) (1931)...| 114 | 223 | 431 | 610 | 740 | 848 | 152 | 1,000 
Canada (1981).......}| 104 | 213 | 417 | 581 | 716 | 835 | 165 | 1,000 
United States (1930)} 93] 196} 388 | 557 | 706 | 829 | 171 | 1,000 
Germany (1925)..... 94 | 158 | 362 | 546 | 688 | 812 | 188 | 1,000 
Australia (1933)..... 86 | 181 | 368 | 537 | 681 | 811 | 189 | 1,000 
Ttaly@92)) yee 94 | 201 | 411 | 573 | 702 | 808 | 192 | 1,000 
Seotland (1931)..... 87 | 181 | 360 | 527 | 664 | 782 | 218 | 1,000 
Treland (1926)...... 193 | 387 666 | 779 | 221 | 1,000 
Sweden (1930)...... 74 | 159 | 339 | 512 | 656 | 776 | 224 | 1,000 

England and Wales 

19S) ev oreee : 158 | 324 | 495 | 642 | 773 | 227 | 1,000 
France (1931)....... 87 | 173 | 304 | 471 | 618 | 746 | 254 | 1,000 


It will be noted that in 1911, South Africa, Austra- 
lia, Canada and the United States had a greater than 
average proportion of their populations at the 
younger ages (i.e. up to about 25 years of age) due in 
the main to immigration from the older European 
countries and to relatively high birth rates, which are 
generally associated with comparatively new coun- 
tries. England, Scotland, Ireland and Germany had 
about equal standing, while France was poorest. At 
the working ages (25-45) France had, however, a 
larger proportion than Germany, while all other 
countries had about equal standing. Ireland and 
France both showed disproportionate percentages of 
persons at the older ages, the former illustrative of 
the penalty of heavy emigration over several decades, 
the latter, of a consistently low birth-rate protracted 
over many years. 


Twenty years later (1981) the standing remained 
relatively unchanged in so far as the younger coun- 
tries were concerned. Immigration to these has 
been of relatively minor importance during the past 
two decades and their young populations have been 
sustained mainly by comparatively high birth rates. 
Three European countries, however, have shown 
decided changes in their age structures, namely 
Germany, Italy, and Ireland, and to some extent 
France. Germany and France have had relative 
increases in the very young ages while Italy and 
Ireland have rather radically rejuvenated their 
populations over a period of years, the former by 
subsidization of large families, the latter by the 
retention of that section of her population which for- 
merly migrated with little or no persuasion. The 
British Isles, Sweden and France still have of course 
disporportionate percentages of their populations at 
the older ages. 


195 


Chart 4 


| POPULATION 
PERCENTAGE DISTRIBUTION BY SEX 


AND 
QUINQUENNIAL AGE GROUPS 
CANADA 
LO yeeuho So Pers 44 
PERCENTAGE PERCENTAGE 
I IO. D O = a 6 8& ite) 12 
95 + 
90 — gta init 
MALES i 4 FEMALES 
A, BS — SOM UGE | 
Z 80 - 84 Za 
Ba TS 79 | 
jie Se qh Pao LN 
Ss 70-74 ee | 
== 65-69 | 
VILLA ELA ALL LLL 
URED ARISES) (See 
SS 60 - 64 —— 
Taner eo RUSTE 


ULLLIL[_<lfxkididecde tans PZZZZEZZZZ 


ERY REAL 
SSS oe 
VLLILILILILL eR LLL debe 
PRP EIR MENEAME Oa 


——— - Ee 
SKLLLLLLLL LLL) io 4 LLLLLLLLLLLLLL 
Pee See eee A Ae ME RE SEEING 


SSS - | 
VLLLILLLLL LL LLL 40 ‘s VLLLLLLiLL LLL LD 
aS eT 


SSS 39. —' 39 PIII FRI ITFTTA 
LLLLILIL LLL LALLA ALL Lh addedbedd 
PETE OT TAT 


PAR a 


25 2 
Da 


20) = 24 —— —— 
CLLLILLLLL EM dd dbddeder Lhd bbe LLL 


LLLILILLLLAL ALAA A LAMA AMA 


fO- 14 ee 
OLE? LLL LM Lh bom 
LLL. ae PTTL TTT 
Li SRE ee y va 


SSS TT = 0 to 4years ———————— 
VILL LLL LLL LLL LLL LLL y SCMPTTAPLPLPPPTPPPTATDTA 


i 
1941 Kez 


The same causes which have in the past rendered 
the sex distribution of population of Canada some- 
what unusual, have also affected its age composition. 
In the first stages of the settlement of a new country, 
men in the prime of life constitute the bulk of the 
population and women and children are conspicious 
by their absence so that there will be a dispropor- 
tionately large male population between the ages of 
20 and 50, together with a low birth rate. Later 
on when there is land and food for all and when the 
early disproportion of the sexes has been overcome, 
there is a very high rate of natural increase, and an 
extraordinarily large proportion of children among 
the population. 

In 1871 approximately 28 per cent of the popula- 
tion of Canada consisted of children under 10 years 
of age and over half the population was under 20 
years of age, but, with the growing ‘‘urbanization”’ 
of population, the average age at marriage increased 
and children came to be regarded as a liability rather 
than an asset. Thus by 1911, approximately only 
23 per cent of the population was under 10 years of 
age, and roughly 438 per cent was under 20 years of 
age. By 1931, the percentage of children under 10 
years of age had dropped to less than 21 and under 
20 years to 41 per cent. In 1941, about 18.2 per 
cent was under 10 and 37.5 per cent was under 20 
years of age. 

Table 10 gives the distribution of the population 
of Canada by age status and sex in five-year groups 
at the Censuses of 1921, 1931 and 1941, while Chart 
4 shows the percentage distribution of the population 
of Canada by sex and quinquennial age groups for 
1921, 1931 and 1941. 


William R. Tracey® found that— 


“The Canadian population was ageing 
between the Census of 1921 and 1931. This is 
true also of the population of the eight pro- 
vinces comprising the ‘‘Registration Area as of 
1921”. This ageing of the population has a 
favourable effect on the crude mortality rates 
for certain causes and an unfavourable effect on 
the crude rate for others. The favourable 
effect was on diseases, particularly affecting 
children and while evident for measles, scarlet 
fever and diphtheria, was particularly evident 
in the case of whooping cough. 

The ageing of the population produced an 
unfavourable effect on the crude rates from 
cancer, cerebral haemorrhage and cardio-vascul- 
ar-renal diseases. Diabetes mellitus was also 
affected in this manner and a change in the in- 
cidence of mortality from this disease tended to 
magnify the effect. 
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The crude rates from all forms of tuber- 
culosis considered together was little affected 
by the ageing of the population”. 


This “ageing of the population” is a serious pro- 
blem, both from an economic and social stand point. 
With a continuation of the decreases in the rate of 
natural increase and the lack of any heavy immigra- 
tion, the proportion of infants and persons in the 
younger age brackets, is becoming less, and conse- 
quently the population of Canada is ageing more 
rapidly. If Canada is to survive as a nation, some- 
thing must be done about the re-stocking of the 
human elements in the population. 

It is doubtful whether Europe, after the present 
conflict, will be able to supply any appreciable help 
in this direction for a number of years, her own stocks 
being so badly depleted. Therefore, we must look 
for our own corrective factors. These might include 
(1) an increase in natural reproduction; (2) the pre- 
vention of disease; (8) the prolongation of life; (4) 
and an improvement in the physical and mental 
efficiency of the Canadian people. 

Salvage of a considerable amount of the present 
wastage of human resources of the country is possible 
by (1) eliminating preventable deaths; (2) reducing 
deaths in the early ages to a minimum and (8) 
eliminating the dangers of motherhood, childbirth 
and early infancy. 


MARITAL STATUS. — The factors of marital status 
within the population of a community or country 
enable the statistician to compute specific death- 
rates for males and females according to their marital 
condition. . It has been found, for instance, that the 
rates for single men are considerably higher than 
those for married men, in fact, during the ages of 
high productivity, 25 to 45, they might be almost 
double, with an equalization as the higher age 
brackets are attained. The death rates for single 
females are generally found to be higher than the 
rates for married females, except during the child- 
bearing period (from 16 to 45 years of age) when the 
rates for married women are found to be higher. 


Many theories have been advanced in explanation 
of this phenonema—such as (1) the better economic 
and social conditions which surround married per- 
sons; (2) the effect of marriage selection and (3) the 
effect of the marriage relationships which tend tow- 
ards a more orderly and restrained life. 

The figures in Table 11 give the marital status 
(conjugal condition) of the population of Canada, 
for the 1871 and subsequent Censuses, as single, 


6 Tracey, William R. — The effect of the Ageing of the Canadian Population 
on Mortality from Certain Causes. Summary. 
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married, widowed, and divorced (including legally In different countries, various methods of obtaining 
separated), together with the sex distribution. The annual figures of post-censal populations are adopted. 
notable feature of this table is the large number of For example, it is possible with good vital statistics 
married persons in the more recent years. This is and records of arrivals and departures, to obtain the 
mainly attributable to the larger percentage of adults actual population at any particular date with approx- 
to the total population at present. Equally note- imate accuracy by the simple method of adding 
worthy is the larger number of divorced and legally births and arrivals and subtracting deaths and 


separated persons in later years. departures during the period elapsed since the 
Chart 5 shows the percentage distribution of the census. This method, however, is impracticable for 
population by sex, according to marital status from Canada, with 4,000 miles of common boundary line 


1871 to 1931 (no figures being available for 1941) with the United States, crossed in both directions 
and reveals that the proportion of single males which every day by many thousands of people. The 
stood at 67.1 per cent in 1871 and decreased steadily method of arithmetical progression is widely used in 
during each decade to 59.2 in 1931, and that the rate estimating the populations in the older countries of 
of proportionate decrease for single females was the world—this method involves the annual addition 
almost identical, viz., from 63.9 in 1871 to 55.4 in to the population of the country and of particular 
1931. On the other hand the percentage of married areas within it of one-fifth or one-tenth of the nu- 
males in the population, which stood at 30.8 in 1871, merical increase in the latest quinquennial or decen- 
increased steadily during each decade to 37.8 in nial intercensal period. In Canada, prior to the Cen- 
1931, and the proportion of married females likewise sus of 1931, annual figures of population were purely 


increased from 31.5 in 1871 to 38.7 in 1981. The estimates on the basis of past increases. The inter- 
proportion of single males during the seventy-year censal estimates are now worked on the basis of 
period has been larger than that of females, but in the certain known factors, such as natural increase and 
married category the females predominate slightly. migration, plus a consideration of the collateral data 


In the widowed group the males have increased back to 1867, and the resulting figures are believed 
slightly, from 2.1 per cent of the total population of to state the populations at intercensal periods with a 
Canada in 1871 to 2.8 per cent in 1981. The propor- greater degree of accuracy. 
tion of females in the widowed group is double that 
of the males, with a percentage of 4.6 in 1871 which 
increased to 5.8 in 1981. 


Immediately following every census, the previous 
postcensal estimates of population are adjusted to 
the newly enumerated population figures. The 


ANNUAL ESTIMATES OF POPULATION. — figures in Table 12 have been used as the basis for 
While the populations in different countries are calculation of the rates in this study, those for 
actually counted at decennial or quinquennial cen- 1926 to 19380 inclusive are as adjusted to the Cen- 
suses, annual estimates of population are required by sus of 1931, while the estimates for the years 1932 to 
modern States for many purposes, such as the cal- 1940 inclusive are unadjusted to the Census of 1941, 
culation of birth, death and marriage rates, and per owing to the fact that time has not permitted the 
capita figures of economic and social significance. making of the necessary calculations. 


TABLE 1— POPULATION OF CANADA, BY PROVINCES AND TERRITORIES IN THE CENSUS YEARS, 1871-1941. 


Province or Territory 1871 1881 1891 1901 1911 1921 1931 1941 
Prince Edward Island....... 94,021 108,891 109,078 103,259 93,728 88,615 88,038 95,047 
Nova Scotia. . Joes ef) 887,800 440,572 450,396 459,574 492,338 523,837 512,846 577,962 
New Brunswick............. 285,594 321,233 321,263 331,120 351,889 387,876 408,219 457,401 
CUeH eG 1. Sarah ei trates Mion eyes 1,191,516 | 1,859,027 | 1,488,535 | 1,648,898 | 2,005,776 2,360,665@ | 2,874,255 | 3,331,882 
Ontario: soescke sek eae 1,620,851 1,926,922 | 2,114,321 | 2,182,947 | 2,527,292 2,933,662 | 3,431,683 | 3,787,655 
Manitobabcanc erik seen 25,228 62,260 152,506 255,211 "461, 394 610,118 700,139 729,744 
Saskatchewan.............. — —- — 91,279 492,432 757,510 921,785 895,992 
Alberta. . Jaa ee at oe —_— — 73,022 374,295) 588,454 731,605 796,169 
British Columbia........... 36,247 49,459 98,173 178,657 392,480 524,582 694,263 817,861 
Yukon.. Wy Se — a — 27,219 8,512 4,157 4,230 4,914 
Northwest Territories... ... 48,000 56,446 98,967 20, 129 6,507 4: 4) 7,988 9,723 12 028 

CANAD IARD cakhon: Grobe 3,689,257 | 4,324,810 | 4,833,239 | 5,371,315 | 7,206,643 8,787,949 |10,376,786 |11,506,655 


@) Corrected as a result of the Boundaries Extension Acts, 1912. 

(2) Revised in accordance with the Labrador Award of the Privy Council, March 1, 1927. The total for Canada includes 485 members of the Royal Canadian Navy 
who were recorded separately in 1921. 

(3) Corrected by transfer of population of Fort Smith (368) to Northwest Territories. 

(4) The decreases shown in the population of the Northwest Territories since 1891 are due to the separation therefrom of vast areas to form Alberta, Saskatchewan 
and Yukon and to extend the boundaries of Quebec, Ontario and Manitoba. 
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TABLE 2— POPULATION OF CANADA BY PROVINCES AND TERRITORIES, IN 1871, WITH PERCENTAGE 
CHANGES BY DECADES, 1871-1941. 


Population 1871 1881 1891 1901 1911 1921 1931 Percentage 
Province or Territory in to to to to to to to change in 
1871 1881 1891 1901 1911 1921 1931 1941 70 years 
Prince Edward Island..... 94,021 15.82 OnlT —5.33 —9.23 —5.46 —0.65 7.96 1.09 
NGVvar Scotian... sigs: «- 387,500 13.61 2.23 2.04 ene 6.40 —2.10 12.70 49.03 
New Brunswick.......... 285,594 12.48 0.01 3.07 6.27 10.23 5.24 12.05 60.16 
QUCDEGS. srsecisyinestieh os Mtrewtonlis 1,191,516 14.06 9.53 10.77 21.64 17.69] 21.76 15.92 179.63 
ONERTION excise che Saket 1,620,851 18.88 Oe 3.25 15% 77, 16.08 |} 16.98 10.37 133.68 
Manitoba octe.2atiiek.c «6d. 25,228 | 146.79 | 144.95 67 .34 80.79 32).23 14.75 4.23 2792.60 
Saskatchewan............ —— — — — 439 .48 53.83 21.69 —2.80 —— 
EROS gion a ae = oi ee — — — a 412.58 57.22 24.33 8.82 — 
British Columbia......... 36,247 36.45 98.49 81.98 119.68 33.66 32.35 17.80 2156.36 
PROM Ac 4nseeto <2) Sf ids + 53 — — — ——- — 68.73 —51.16 1.76 16.17 — 
Northwest Territories® .. 48,000 17.60 75.33 —79.66 — 67.67 22.76 21.72 23.71 —74.94 
CANADA. ie Sah «4 3,689,257 Vie23 11.76 11.13 34.17 21.94] 18.08 10.89 211.90 


@) Revised in accordance with the Labrador Award of the Privy Council, March 1, 1927. The total for Canada includes 485 members of the Royal Canadian Navy 
who were recorded separately in 1941. 


(2) The decreases shown in the population of the Northwest Territories since 21891 are due to the separation therefrom of vast areas to form Alberta, Saskatchewan 
and Yukon and to extend the boundaries of Quebec, Ontario andManitoba. 


TABLE 3 — DENSITIES OF POPULATION IN VARIOUS COUNTRIES IN RECENT YEARS. 


Persons Persons 
Country Year per Country Year per 
q. mile Sq. mile 
ROMAIN 5.5, says eis, Latte lara: DEMIS « Atal i 1930 697 .59 TrishulirecrState:. yaar. ee ae) oo eee 1936 111.33 
RO UTA ie tetas cAAES WS, 50 MESES SES» 3 io NSIS! rk 1931 684.71 United States of America (not including 
INeotherlandSrr.y.. 4" asks See Ess aii. 6 1930 605.80 BAU aS Ic2h)) Mae Ram esos we, 3. Nia 5 pay 1940 44 23 
FADO. ceils oe 5, 41s) sats He sc SPRUE: «ve TEPA Sle > 1935 469.50 S Ween wees sue 6 AT fhe. AMORA « w cael 1935 36.06 
Germany (not including Saar Territory)...| 1933 360.77 INORWAVHGRAG Mars <b akties SIORENE ocala’ 1930 22.57 
TCT yc Se te leone aie paps aR ok TOR 1936 354.61 RUSS) eee es tees eee a: eae: is) Jn. | 1936 21.47 
INopthern Ireland}... cued ns seb sess 1937 244 .32 Russiagin’ HuropeMck .,. eaews. «2 eer 1936 59.80 
hina proper’) 2 is Shia whe eas <eaisle 6s. 1931 234.87 Unionwob South Afriess....4u ces «ch be tc 1936 20.32 
Ola RCA cus's.8.. Sats Nay hetebe wars 6 <idekellas, 8: 1931 214.51 Now Zealand ors. cudnt. tore ciate 6 «tte 1936 15.20 
PRCA Ae cubes a sess Aes cers os a kilsiells, we, 1931 195.07 PAPE OVATE eS) potas Mele baciiade (va aenehe mer ee 1936 11.65 
British Ndiaye: vis. = soenes ms es ahs 1931 247 .67 Southern, Rhodesia®) .:.)... ..je5 8... Ss oh. 1936 8.66 
ANGOLA EES 15. beer siaee « SERS 2.» sleyent he = « 1936 196.97 CANAD A AESe ans tosh ae... ue ems. « GEER 1941 3.32 
SCOMANG ceenrwee chars azo. s AGERE 6 + SeSIN ae 6 3 1931 162.54 Canapa (exclusive of the Territories).| 1941 5.74 
Spain (including Canary Islands)......... 1930 121.34 Commonwealth of Australia............ 1933 2.23 


(@) Estimate as of December 31, 1931, taken from Canada Year Book, 1934-35, page 168. 
(@) Estimate as at December 31, 1936. 


TABLE 4— AREA AND DENSITY OF POPULATION OF CANADA, BY PROVINCES, 1901-1941. 


Population Population Population Population Population 
Land 1901 1911 1921 1931 1941 
Province or Territory | Area in Per Per Per Per Per 
q. Miles ToTaL Sq. Tora Sq ToraL Sq Toran Sq Toran Sq 

Mile e e e ile 

Prince Edward Island. . 2,184 103,259 | 47.28 93,728 | 42.92 88,615 | 40.57 88,038 | 40.31 95,047 | 43.52 
Nova Scotia.......... 20,743 459,574 | 22.16 492,338 | 23.74 523,837 | 25.25 512,846 | 24.72 577,962 | 27.86 
New Brunswick....... 27,473 331,120 | 12.05 351,889 | 12.81 387,876 | 14.12 408,219 | 14.86 457,401 | 16.65 
Ouehees cocan. + sso var 523,534 |} 1,648,898 | 3.15 | 2,005,776 | 3.83 |2,360,665@| 4.51 | 2,874,255 | 5.49 | 3,331,882 | 6.36 
Ontariogney es. asta es 363,282 || 2,182,947 | 6.01 | 2,527,292 | 6.96 | 2,933,662 | 8.08 | 3,431,683 | 9.45 | 3,787,655 | 10.43 
Manitoba..........0.. 219,723 255,211 | 1.16 461,394 | 2.10 610,118 | 2.78 700,139 | 3.19 729,744 | 3.32 
Saskatchewan......... 237,975 91,279 | 0.38 492,432 | 2.07 757,510 | 3.18 921,785 | 3.87 895,992 | 3.77 
Alberta de. air ts «.losysta: 248,800 73,022 | 0.29 374,295 | 1.50 588,454 | 2.37 731,605 | 2.94 796,169 | 3.20 
British Columbia...... 359,279 178,657 | 0.50 392,480 | 1.09 524,582 | 1.46 694,263 | 1.93 817,861 | 2.28 


Canapa (exclusive 
of the Territories) | 2,002,993 || 5,323,967 | 2.66 | 7,191,624 | 3.59 |8,775,319@| 4.38 |10,362,833 | 5.17 |11,489,713 | 5.74 


IVTCON EN Sas ate) 3: ahora ores 205,346 27,219 | 0.13 8,512 | 0.04 4,157 | 0.02 4,230 | 0.02 4,914 | 0.02 
Northwest Territories. .| 1,258,217 20,129 | 0.02 6,507 | 0.01 7,988 | 0.01 9,723 ; 0.01 12,028 | 0.01 
WAN ADAM. . oki. 6 4 3% 3,466,556 || 5,371,315 | 1.55 | 7,206,643 | 2.08 |8,787,949| 2.53 |10,376,786 | 2.99 | 11,506,655 | 3.32 


() The populations of Ontario, Quebec, Manitoba and Northwest Territories were adjusted for 1911 according to the provisions of the Boundary Extensions Acts, 
1912, but such adjustment was not carried back to 1901 and this accounts for the apparent decrease of population of the Northwest Territories from 1901 to 1911. m 

(@ Populations of Northwest River Arm and Rigolet, on Hamilton Inlet have been deducted from Quebec, as these parts were awarded to Newfoundland by decisions 
of the Judicial Committee of the Privy Council, March 1, 1927. The grand total for Canada also contains 485 members of the Royal Canadian Navy who were recorded 
separately in 1921, 
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TABLE 5 — AREA AND DENSITY OF THE POPULATION OF CANADA BY COUNTIES OR 


CENSUS DIVISIONS, 1931 AND 1941. 


Population Population 
Land 1981 1941 Land 
Ares imal Mast WtRL WANIRTIESS |e s Dae eC CEE 4 Area in 
Province and county |Sq. Miles Province and county |Sq. Miles 
Per Sq. Per Sq. 
Total Mile Total Mile 
Canadawen.iccna kit 3,466,556} 10,376,786 2.99) 11,506,655 3.32 Quebec — continued. 
Prince Edward Island 2,184 88,038) 40.31 95,047] 43.52 Compton......... 933 
Deux-Montagnes. . 279 
Kangshetve .bccteres 641 19,147| 29.87; 19,415] 30.29 Dorchester........ 842 
Princes wscet- ear 778 31,500} 40.49 34,490) 44.33 Drummond....... 532 
Queens)... a5. cee 765 37,391} 48.88 41,142} 53.78 Frontenac........ 1,370 
ASPO SEs. Bees 4,551 
Nova Scotia. ....... 20,743} 512,846) 24.72) 577,962} 27.86 Hull Jeec8 tae eee 2,432 
Huntingdon....... 361 
Annapolis........ 1,285 16,297; 12.68 17,692} 138.77 Ibervillessweekir 198 
Antigonish........ 541 10,073] 18.62 10,545) 19.49 JOUeEC An een 2,506) 
Cape Breton ..... 972 92,419} 95.08} 110,703} 113.89 Kamouraska...... 1,033) 
Colchester........ 1,451 25,051] 17.26 30,124} 20,76 Labellem en iny oy 2,392 
Cumberland...... 1,683 36,366) 21.61 39,476) 23.46 Lac-St-Jean....... 23,590 
Digby.. were, 970 18,353) 18.92 19,472} 20.07 Laprairie:! 5s... 170 
Guysborough. pam 1,611 15,443 9.59 15,461 9.60 L’Assomption..... 247 
Halifax... isa 2,063} 100,204) 48.57; 122,656] 59.46 6VIS#s avant 272 
lantsey.) teen 1,229 19,393] 15.78 22,034) 17.93 LPlsletan as ire, 773 
Inverness : 1,409 21,055} 14.94 20,573} 14.60 Lotbiniére........ 726 
(Kanigse eee ea 842 24,357| 28.93 28,920| 34.35 Maskinongé...... 2,378 
Lunenburg........ 1,169 31,674! 27.09 32,942} 28.18 Matane re: 3,496) 
Bictous sande can 1,124 39,018} 34.71 40,789] 36.29 Mégantic......... 780 
Queens.s 0 ice ee 2 983 10,612} 10.80 12,028} 12.24 Missisquoi........ 375 
Richmond........ 489 11,098] 22.70 10,853] 22.19 Montcalm. ....... 3,894 
Shelburne......'.. 979 12,485} 12.75) 13,251} 13.54 Montmagny...... 630 
Wietoriat ste sees 1,105 8,009 7.25 8,028 7.27 Montmorency..... 2,137) 
Vermouthecer se 838 20,939) 24.99 22,415) 26.75 Montreal and 
Jesus Islands.... 294 
New Brunswick®....| 27,478) 408,219] 14.86) 457,401} 16.65 Montreal Island. 201 
Jesus Island.... 93 
Alberta... 2h oe 681 7,679} 11.28 8,421) 12.37 Napierville....... 149 
Carleton ..:... seek 1,300 20,796] 16.00 21,711} 16.70 INICOleGL i Mie ences 626 
Charlotte......... 1,243 QUSSUie ae 22,728] 18.28 Papineau......... 1,581 
Gloucester........ 1,854 41,914) 22.61 49,913) 26.92 Pontiac. f,..ce eu 9,560 
ent yeac. aba 1,734 23,478] 13.54 25,817} 14.89 Portneufit.. Auis.ineis 1,440) 
Trig ee, ne 1,374 19,807] 14.42 21,573} 15.70 Quebec........... 2,745 
Madawaska....... 1,262 24,527| 19.44 28,176) 22.33 Richelieu......... 221 
Worthumberland. . 4,671 34,124 7.31 38,485 8.24 Richmond........ 544) 
Queens |i eee, 1,373 11,219 8.17 12,775 9.30 Rimouski-eese cea 2,089 
Restigouche....... 3,242 29,859 9.21 33,075) 10.20 HOUVANeT ere a tee 243 
tid Ohne se: 611 61,613) 100.84 68,827} 112.65 Saguenay®....... 315,176 
SUNDUDVAS sess ci: 1,079 6,999 6.49 8,296 7.69 Shefford).22).5 ae 567 
Wictoniavees .ou.. 2,074 14,907 7.19 16,671 8.04 Sherbrooke....... 238) 
Westmorland..... 1,430 57,506} 40.21 64,486} 45.10 Soulanges......... 136 
Boyd a SUE eh a 3,545 32,454 9.15 36,447} 10.28 Stanstead......... 432) 
St-Hyacinthe..... 278 
Quebec....... SOE 523,534! 2,874,255 5.49} 3,331,882 6.36 St- Jeane. cucaeuee 205) 
St-Maurice....... 1,820) 
Abitibi @ eke try. a} MgO; 020) 23,692 0.31 67,689 0.88 Témiscamingue.... 8,977 
Argenteuil........ 783 18,976} 24.23 22,670} 28.95 Témiscouata...... 1,806 
Arthabaska.......: 666 27,159| 40.78 30,039} 45.10 Terrebonne....... 782 
Bagotoreritac pens * 346 16,914] 48.88 17,642] 50.99 Vaudreuil......... 201 
Beauceve ters isk 1,128 44,793) 39.71 48,073) 42.62 Verchéres......... 199 
Beauharnois...... 147 25,163) 171.18 30,269} 205.91 Wolfe) rc ere a aier: 680 
Bellechasse....... 653 22,006} 33.70 23,676} 36.26 Yamaska.io.i.28 365 
Berthier fir 1,816 19,506) 10.74 21,233} 11.69 
Bonaventure...... 3,464 32,432 9.36 39,196} 11.32 Ontario gs bce Geta 363,282 
Brome sy sh 488 12,433] 25.48) 12,485] 25.58 
Ohamblyeiiae- on 138 26,801} 194.21 32,454| 235.17 "Algoma fee cere 19,320) 
Champlain........ 8,586 59,935 6.98 68,057 7.93 Brantiacte ak aes 421 
Charlevoix........ 23273 22,940; 10.09 25,662} 11.29 Bruce's cren aes 1,650) 
Chateauguay...... 265 13,125] 49.53) 14,443] 54.50 Carleton.......... 947 
Chicoutimi....... 17,800 55,724 313 78,881 4.43 Cochrane......... 52,237 


(@) The areas of the counties in New Brunswick have been revised since the Census of 1931. 
(2) Includes districts of Abitibi and Mistassini. 
(3) Includes district of New Quebec. 


Population 
1931 


Per Sq. 


Total | Mile 


21,917| 23.49 
14,284} 51.20 
27,994} 33.25 
26,179| 49.21 
25,681] 18.75 
45,617| 10.02 
63,870} 26.26 
12,345] 34.20 

9,402} 47.48 
27,585} 11.01 
23,954} 23.08 
20,140] 8.42 
50,253] 2.13 
13,491| 79.36 
15,323] 62.04 
35,656| 131.09 
19,404] 25.10 
23,034] 31.73 
16,039] 6.74 
45,272} 12.95 
35,492] 45.50 
19,636] 52.36 
13,865] 3.56 
20,239] 32.13 
16,955] 7.93 

1,020,018|3,469.45 
1,003,868|4,994.37 
150| 173.66 

7,600| 51.01 
28,673} 45.80 
29,246] 18.50 
21,241] 2.22 
35,890] 24.92 

170,915] 62.26 
21,483} 97.21 
24,956} 45.88 
33,151] 15.87 
13,776| 56.69 
21,754} 0.07 
28,262| 49.84 
37,386] 157.08 

9,099] 66.90 
25,118| 58.14 
25,854| 93.00 
17,649| 36.09 
69,095} 37.96 
20,609] 2.30 
50,294} 27.85 
38,611} 49.37 
12,015] 59.78 
12,603} 63.33 
16,911] 24.87 
16,820] 46.08 

3,431,683) 9.45) 
46,444} 2.40 
53,476} 127.02 
42,286] 25.63 

170,040] 179.56 


58,033 1.11 


Population 
1941 
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TABLE 5 — AREA AND DENSITY OF THE POPULATION OF CANADA BY COUNTIES OR 
CENSUS DIVISIONS, 1931 AND 1941 — Continued. 


Population Population Population Population 
Land 1931 1941 Land 1931 1941 
Area in Area in 
Province and county |Sq. Miles Province and county |Sq. Miles 
Per Sq. Per Sq. Per Sq. Per Sq. 
Total Mile | Total Mile Total Mile Total Mile 
Ontario — continued. Manitoba-— Continued 
Wiitertay cere. 557 14,892} 26.74 14,075) 25.27 Division No. 11.. 2,914, 28,100) 9.64) 26,637) 9.14 
AD UNGAS Me ete 384 16,098} 41.92) 16,210] 42.21 Division No. 12.. 3,240} 24,344) 7.51 25,387) 7.84 
Durant A. eae. 629 25,782) 40.99 25,215) 40.09 Division No. 13.. 3,324, 24,263) 7.30! 26,033 7.83 
RTE eect: 720) 43,436] 60.33} 46,150} 64.10 Division No. 14... 3,636) . 25,978 7.14) 26,613] 7.32 
Ssesmie lteter ata ore 707} 159,780) 22600] 174,230] 246.44 Division No. 15... 2,304 10,008} 4.34 12,059} 5.28 
Frontenac........ 1,599] 45,756) 28.62) 53,717) 33.59 Division No. 16...} 176,637} 30,669 O17} -38,219! 0.22 
Giengarry Jo ote. 478 18,666} 39.05 18,732} 39.19 
Grenville......... 463 16,327| 35.26 15,989] 34.53 Saskatchewan....... 237,975} 921,785) 3.87) 895,992) 3.77 
EUIRED a tay Be hl Bhi 1,708} 57,699) 33.78} 57,160] 33.47 
Haldimand....... 488 21,428] 43.91 21,854, 44.78 Division No. 1.. 5,944, 41,544) 6.99 34,171 5.75 
Haliburton: .....- 1,486 5,997} 4.04 6,695} 4.51 Division No. 2.. 6,686] 42,831 6.41 36,140} 5.41 
PLS GOP teary nie 363 26,558] 73.16 28,515] 78.55 Division No. 3.. 7,646] 46,881 6.13] 38,648} 5.05 
aStingse ink oe 2,323 58,846] 25.33 63,322] 27.26 Division No. 4.. 7,579 28,126, 3.71 22,300 2.94 
HEIINOMS See astpexcaio 1,295} 45,180} 34.89 43,742| 33.78 Division No. 5.. 5,760} 53,948} 9.37 51,022} 8.86 
Kenora. «siecle 18,150 21,946 1.21 23,759 1.31 Division No. 6.. 6,787; 109,906} 16.19) 108,816) 16.03 
IKGnie cereal: tain: 918} 62,865] 68.48] 66,346) 72.27 Division No. 7.. 7,471 63,230) 8.46] 53,852) 7.21 
Hambtons og. cs 1,124, 54,674) 48.64 56,925} 50.65 Division No. 8.. 9.264| 49,361 5.33] 42,845) 4.62 
Manar kel 6 gare cist 1,138 32,856] 28.87 33,143] 29.12 Division No. 9.. 5,010} 60,589! 12.08) 62,334] 12.44 
MCS Soe PAM: Bronk 900} 35,157} 39.06) 36,042} 40.05 Division No. 10.. 4,860} 41,890) 8.62} 43,207 8.89 
Lennox and Division No. 11.. 5,979 87,976; 14.71 80,012} 13.38 
Addington...... 1,170 18,883} 16.14 18,469} 15.79 Division No. 12... 5,982] 40,612} 6.79} 34,673} 5.80 
Gincoln 4, 4%, Sh. 332} 54,199] 163.25 65,066) 195.98 Division No. 18... 6,848] 42,632) 6.23] 36,346) 5.31 
Manitoulin....... 1,588 10,734) 6.76 10,841 6.83 Division No. 14.. 13,419} 46,222) 3.44 65,166} 4.86 
Middlesex........ 1,240} 118,241} 95.36) 127,166] 102.55 Division No. 15.. 8,082| 83,697) 10.36 89,036} 11.02 
Muskoka......... 1,585 20,985] 13.24 21,835) 13.78 Division No. 16.. 8,912} 48,736) 5.47 53,212) 5.97 
INIpISSIN gE Opiate: 7,560} 41,207 5.45} 48,315 5.73 Division No. 17.. 6,913 27,315} 3.95 33,173) 4.80 
Oriol: 2) tN hae: 634 31,359) 49.46 35,611) 56.17 Division No. 18...}] 114,833 6,339] 0.06 11,039} 0.10 
Northumberland. . 734 31,452) 42.85 30,786] 41.94 
Ontario. 4.6% ae. 853} 59,667) 69.95 65,718) 77.04 MANDELA «ject ethene 248,800} 731,605) 2.94) 796,169 3.20 
Oxford ieee 765| 47,825] 62.52 50,974) 66.63 
Parry Sound...... 4,336 25,900} 5.97 30,083] 6.94 Division No. 1 7,323] 28,849} 3.94 29,595) 4.04 
1a ea See ee 469} 28,156} 60.03) 31,539} 67.25 Division No. 2 6,342} 57,186) 9.02) 58,563) 9.23 
Perth scccsr ee. 840) 51,392} 61.18) 49,694) 59.16 Division No. 3 7,018 15,066 2.15 15,518} 2.21 
Peterborough..... 1,415} 48,958) 31.07 47,392| 33.49 Division No. 4... 6,119 29,067, 4.75 29,383] 4.80 
Rrescottwee. sired: 494| 24,596] 49.79 25,261| 51.14 Division No. 5... 7,681 26,651 3.47 18,926 2.46 
Prince Edward... . 390 16,693} 42.80 16,750) 42.95 Division No. 6.. 10,595} 140,624) 13.27] 146,990} 13.87 
Rainy River...... 7,276 17,359 2.39 19,1382} 2.63 Division No. 7.. 6,684] 38,106} 5.70) 33,285) 4.98 
Renfrew.......... 3,009 52,227; 17.36) 54,720) 18.19 Division No. 8.. 6,510} 61,016} 9.37) 67,630} 10.39 
oussell.(j 2; Asrevote tis 407 18,487} 45.42) 17,448] 42.87 Division No. 9.. 14,415) 24,503 1.70) 32,232) 2.24 
Bimcoeywyy hein sae 1,663} 83,667; 50.31 87,057} 52.35 Division No. 10.. 6,180} 58,049 9.39} 58,807} 9.52 
Stormont. sone. 412 32,524] 78.94; 40,905) 99.28 Division No. 11.. 4,753| 126,832) 26.68} 149,193) 31.39 
Dud buryeeee ede 18,058} 58,251 3.23} 80,815] 4.48 Division No. 12.. 13,083 13,815 1.06 17,431 1.33 
Thunder Bay..... 52,471 65,118 1.24; 85,200 1.62 Division No. 13.. 8,103 24,936] 3.08] 33,172) 4.09 
Timiskaming...... 5,896 37,043 6.28 50,604] 8.58 Division No. 14.. 8,731 39,508); 4.53) 47,899 5.49 
WHCCOTIGE 2. 3 ac hs 1348 25,844| 19.17 25,934) 19.24 Division No. 15...| 22,845 13,664] 0.60 17,484, 0.77 
Waterloo......... 516} 89,852} 174.13 98,720} 191.32 Division No. 16...} 11,100 27,945) 2.52' 30,349) 2.73 
Welland) 3.2 5.\.10. 387} 82,731] 213.78} 93,836] 242.47 Division No. 17...} 101,318 5,788} 0.06 9,712| 0.10 
Wellington........ 1,019] 58,164) 57.08) 59,453) 58.34 
Wentworth....... 458] 190,019} 414.89) 206,721] 451.36 British Columbia... .| 359,279} 694,263 1.93} 817,861 2.28 
PY Orks eS oo) 2 882] 856,955} 971.60) 951,549/1,078.85 
District of Patricia] 135,070 3,973} 0.03 ; 0.08 Division No. 1 15,984 22,566 1,41 21,345 1.34 
Division No. 2 13,343} 40,455 3.03} 48,266} 3.62 
Manitoba...........| 219,723} 700,139 3.19} 729,744) 3.32 Division No. 3 10,729) 40,523} 3.78) 51,605) 4.81 
Division No. 4 9,764| 379,858] 38.90) 449,376) 46.02 
Division No. 1 4,281 22,817) 5.33 27,813 6.50 Division No. 5...| 13,206} 120,933) 9.16) 150,407] 11.39 
Division No. 2 2,320| 38,810) 16.73} 41,426) 17.86 Division No. 6...| 31,420} 30,025) 0.96; 30,710} 0.98 
Division No. 3 2,577 26,753] 10.38 24,781 9.62 Division No. 7. 22,187 12,658} 0.57 14,344, 0.65 
Division No. 4 2,466 18,253] 7.40 15,699 6.37 Division No. 8 71,985] 21,534) 0.30] 25,276} 0.385 
Division No. 5... 5,256] 46,228) 8.80} 48,424) 9.21 Division No. 9...]| 88,128 18,698} 0.21 18,051 0.20 
Division No. 6... 2,436) 283,828) 116.51) 295,342) 121.24 Division No. 10...} 82,533 7,013} 0.08 8,481 0.10 
Division No. 7 2,578) 36,912) 14.32 36,669} 14.22 
Division No. 8 2,160 19,846} 9.19 17,803} 8.24 eV Ombre eerste sie akan 205,346 4,230} 0.02 4,914, 0.02 
Division No. 9... 1,217} 45,414) 37.32} 47,277) 38.85 , 
Division No. 10... 2,377 17.916 7.54 19,562 8.23 Northwest Territories} 1,258,217 9,723 0.01 12,028 0.01 
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TABLE 6— RURAL AND URBAN POPULATIONS OF CANADA, BY PROVINCES AND TERRITORIES, DECENNIAL 
CENSUSES AND NUMERICAL INCREASES, 1901-1941. 


Population Numerical Increases in Decade 
Province or Territory 
1901 | 1911 | 1921 | 1931 | 1941 1901-1911 | 1911-1921 | 1921-1931 | 1931-1941 
URBAN 

Prince Edward Island.... 14,955 14,970 17,560 20,385 24,340 15 2,590 2,825 3,955 
Nova SCObiae. corse. | ee 129,383 186,128 227,038 231,654 267,540 56,745 40,910 4,616 35,886 
New Brunswick.......... 77,285 99,547 124,444 128,940 143,423 22,262 24,897 4,496 14,483 
Quebecign en. scala ocers 654,065 966,842®) |1,822,569 |1,8138,606 | 2,109,684 312,777 355,727 491,037 296,078 
Ongarig’. yee Sees ee 935,978 {1,328,489 [1,706,632 |2,095,992 | 2,338,633 392,511 378,143 389,360 242,641 
Manito a sy cso e meee 70,436] 200,365 261,616 315,969 321,873 129,929 61,251 54,353 5,904 
Saskatchewan........... 14,266] 131,895®} 218,958 290,905 295,146 117,129 87,563 71,947 4,241 
Alberta nts pao tenet. ees 18,533 137,662 | 222,904 278,508 306,586 119,129 85,242 55,604 28,078 
British Columbia........ 90,179 203,684 247,562 394,739©| 443,394 113,505 43,878 147,177 48,655 
Wart On teist pcan eine Woe sen 9,142 3,865 1,306 1,360 1,797 —5,277 — 2,559 54 437 

Northwest Territories. ... — — — —_ — —_ — — a 
CANADIAG | eee ge eee 2,014,222 |3,272,947 |4,350,589 | 5,572,058 | 6,252,416 | 1,258,725 | 1,077,642 | 1,221,469 680,358 

RuRAL 

Prince Edward Island.... 88,304 78,758 71,055 67,653 70,707 —9,546 —7,703 —3,402 3,054 
Niova'Scotian. s-iiacul «a6 330,191 306,210 296,799 281,192 310,422 | —23,981 —9,411 | —15,607 29,230 
New Brunswick..........| 253,835 252,342 263,432 279,279 313,978 — 1,493 11,090 15,847 34,699 
QuebecAy eee.) hae... Hee 994,833 {1,038,934 |1,038,096 |1,060,649 | 1,222,198 44,101 — 838 22,553 161,549 
Ontario eA sake |... 1,246,969 |1,198,803® |1,227,030 {1,335,691 | 1,449,022 | —48,166 28,227 108,661 113,331 
INMANItODE A «ian ee Ree ue 184,775® | 261,029® | 348,502 384,170 407,871 76,254 87,473 35,668 23,701 
Saskatchewan........... 77,013) 361,0387| 538,552 630,880 600,846 284,024 177,515 92,328 | —30,034 
(Alberta. i tee, |e 54,489 236,633 | 365,550 453,097 489,583 182,144 128,917 87,547 36,486 
British Columbia........ 88,478 188,796 277,020 299,524 374,467 100,318 88,224 22,504 74,943 
AQ UConn e p 18,077 4,647 2,851 2,870 3,117 | —13,430 — 1,796 19 247 
Northwest Territories. ... 20,129 6,507 @) 7,988 9,723 12,028 | —13,622 1,481 1,735 2,305 
CRNA DAL. Oe Se 3,357,093 |3,933,696 |4,437,360 |4,804,728 | 5,254,239 576,603 503,664 367,368 449,511 


() As corrected in Census Report, Prairie Provinces, 1916. 

(2) The urban population of 970,791, shown in Vol. I, Census 1911, is reduced to 966,842 by the transfer of the populations of Maniwaki, Martinville, Moisie, St. Bruno, 
St. Martin and St-Vincent de Paul from urban to rural; by adjustments in area of the villages of St. Anne and Ste. Geneviéve; and Extension of Boundaries Act, 1912. 

(3) As changed by Extension of Boundaries Act, 1912. 


() Vol. 1, Census 1911, places the urban population of Alberta for that year at 141,937. Included in this figure was the population (5,250) of twelve places which, 
according to the Report of the Municipal Commissioner for Alberta, were not then incorporated. The places so included were Aetna, Banff, Bankhead, Bellevue, Bicker- 
dike, Canmore, Cardiff, Exshaw, Hillcrest, Passburg, Queenston, and Elmpark. The correction resulting from this and from other small adjustments consequent upon 
ae debuite po wide as to incorporated areas, places the urban population for 1911 at 137,662. Similar corrections have been made in the urban and rural figures for 
the Census o 5 

(®) This includes South Vancouver and Point Grey with 1921 populations of 32,267 and 13,736, respectively, which were then classified as ‘rural’. 

(8) Including 485 members of the Royal Canadian Navy not distributed to place of residence. 

() Revised in accordance with the Labrador Award of the Privy Council, March 1, 1927. 
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TABLE 7 — RURAL AND URBAN POPULATION, BY SEX, WITH PERCENTAGE OF EACH SEX AND THE NUMBER 
OF MALES PER 1,000 FEMALES, CANADA, 1921, 1931 AND 1941. 


Population in 


1921 1931 1941 
Item 
‘s hs ige ‘ Number Number 
er males per er males per Per males per 
Number cent 1,000 Number cent 1,000 Number cent 1,000 
females females females 
ToTAL 
WE alOs er te eacttexces ties 4,529,643 51.54 1,064 5,374,541 51.79 1,074 5,900,536 51.28 1,053 
Females.............| 4,258,306 48 .46 5,002,245 48 .21 5,606,119 48.72 
RuRAL 
INT al @S ae ripe ied Litho () 2,383,071 53.70 1,160 2,602,912 54.17 1,182 2,821,766 53.70 1,160 
em ales artnet eaescllseet. 2,054,289 46.30 2,201,816 45 .83 2,432,473 46.30 
URBAN 
IVEQIGSOR aos encmniousis cx: 2,146,572 49 .34 974 2,771,629 49.74 990 3,078,770 49 .24 970 
Memalos onc et. tle 2,204,017 50.66 2,800,429 50.26 3,173,646 50.76 


() Includes 485 members of the Royal Canadian Navy. 


TABLE 8 — SEX RATIOS OF THE POPULATIONS OF VARIOUS COUNTRIES IN RECENT YEARS. 


Excess of Excess of 

Males over Males over 

Country Year Females in Country Year Females in 

each 100 each 100 

Population Population 
PROC GIN BAAR EA PAnL SA piconets Sete pened aad 1928 6.57 SWOCOD EME SRETs sy GCM E Migtiichs inde NS ENAIE oie 1930 —1.53 
Aaa 1931 3.59 Denaro Ae ci. eS tk nee ey 1930 —2.20 
Gage in’ 6) by ole 70) & OY ot bh eo) hy 6) el ele) wis e's) «| ee) 1941 Oo, 56 Italy. Li 1931 — 27 
CSC ta eee eRe cert e wh i me LOS 3.07 INGORE Ae iS S ocas cia tee Me aucie eee eae 1930 —2.63 
News Callander ee ao ee ne: cos AOL 2.18 Hinlan degen a ee ee ant eee ee. A 1920 —2.67 
ANU ISUTEES: Gad Sato G eect ie (aii eee Oe a 1931 1.88 German yany Aicirdent Oe sxab estore ern f stele 1925 —3.14 
Wnion ‘ot South Africa@: 2... 2. gases on 1931 1.80 Northernplreland!:) 30) sa88 nc eee 1926 —3.26 
MISE TES StalOre eRe AS couse ehak cree aa 1929 1.56 (Poland iyenee Repos.) tre Ry eee. olay pa NeE SS: 1921 —3.37 
WT COM OLA TOS ern aise tet cpiwn on 1930 eZ Switzer lam cyt oe ee Seb e enrar eens Ce 193) —3.65 
CREDO Tbs trees Rp eR Dy Gs PE Sia AL a a 1930 0.51 Scotlandmeessms cst eee eer hte 1931 —3.94 
TSSEILCEA TEENS Be Neher Roveetary halle Met Sibel to hy SW me ph 1926 0.12 IR TAITCOMAe an: hs, ones eis ae ner tipere stro 1926 —4.00 
Wetherlandserr vat. Ae oc uae. tL lgectenth L930 —0.62 MnelandiancdiWalesere cee tsetse 1931 —4,18 
Greccomy ep Tinie tele ph amyr Cri ji. BM ae 1928 —0.84 ATISES IAPR Marsal Geeta oaths acta Ree Ne, alia 1920 —4.23 
SOL TURAL et Fey SCAN Pept did) cee Le 1930 —0.96 URS:S TRS HUrTOpe) ceecwn prgeres rears) «helene 1926 —4.89 
CHV), 3S ALT y-Seleclee its Bre ea eta Mame settee the 1930 —0.98 Portugaleeyy Aakers s ere ads ee: 1930 —6.81 

SHEET Hog CRE phate 5 SR Are A cee a 1930 —1.32 


Note: The minus sign (—) indicates a deficiency of males. 
() White population only. 


204 


TABLE 9— SEX DISTRIBUTION OF THE POPULATION OF CANADA, BY PROVINCES, 1871-1941. 


Provinee or Territory 1871 | 1881 | 1891 | 1901 1911 | 1921 | 1931 1941 
MALES 

Prince Hdward Island... 2... 0.4). «1... 47,121 54,729 54,881 51,959 47,069 44,887 45,392 49,228 
INGVa SCObA = is enka s cite etree 193,792 220,538 227,093 233,642 251,019 266,472 263,104 296,044 
INiewr Brunswick. Wo ee ec ee nee 145,888 164,119 163,739 168,639 179,867 197,351 208,620 234,097 
(A) iU(=) otal, sant see ienaieees te ete A aera eatin (eye 596,041 678,175 744,141 824,454 | 1,012,815 | 1,179,726 | 1,447,124 | 1,672,982 
GB TATIO 7 voit Alay one toa eects Re eiraeee 828,590 978,554 | 1,069,487 | 1,096,640 | 1,801,272 | 1,481,890 | 1,748,844 | 1,921,201 
INT SIGO DAs, 8.55 faa tersas oi) ate RRS tke eae 12,864 35,123 84,342 138,504 252,954 320,567 368,065 378,079 
Saska tehe watts ocvs.cinu a ne laleuy lectarst shes — ~- — 49,431 291,730 413,700 499,935 477,563 
AND OR GS eM! Sega itc os ai, cent eeeeelh als — — — 41,019 223,792 324,208 400,199 426,458 
Britisht Columbia 2,. ge. eee 20,694 29,503 63,003 114,160 251,619 293,409 385,219 435,031 
QU 0) oA Mi I a Lh PARR) a ald com oo a 23,084 6,508 2,819 2,825 3,153 
Northwest ‘Territories.:)0.0. 7. 0) seece 24,274 28,113 53,785 10,176 3,350 4,129 5,214 6,700 

CANADA caselenic urs hee ee chee rae etee 1,869,264 | 2,188,854 | 2,460,471 | 2,751,708 | 3,821,995 |4,529,643®)] 5,374,541 | 5,900,536 

FEMALES 

iPrincemtidwaraucland. scp. see poke 46,900 54,162 54,197 51,300 46,659 43,728 42,646 45,819 
INOVEISCOUALIA Sian cal Ohi monde an nee 194,008 220,034 223,303 225,932 241,319 257,365 249,742 281,918 
NewabBrunswieko. < (ia teen eens 139,706 157,114 157,524 162,481 172,022 190,525 199,599 223,304 
QUebDOGAKKhi a ine ine tis Sei ae eo eee 595,475 680,852 744,394 824,444 992,961 | 1,180,939 | 1,427,131 | 1,658,900 
OT Gab pie eA elke hs Appa eee de 792,261 948,368 | 1,044,834 | 1,086,307 | 1,226,020 | 1,451,772 | 1,682,839 | 1,866,454 
Miamito bar ac ataisene ls 2 hake ele aaa cnt titel 12,364 27,137 68,164 116,707 208,440 289,551 332,074 351,665 
Saskatenewan::. a... weativeda aie ee abeets — — — 41,848 200,702 343,810 421,850 418,429 
AD Oi ahiayetancOsrebanaihitviel usbalen cobeaie enh eR — — oo 32,003 150,503 264,246 331,406 369,711 
British Colm bide je. .5 1 ae eke 15,553 19,956 35,170 64,497 140,861 231,173 309,044 382,830 
BYATKCOM ep i eae ey Si ascttalcteale say Smee epee ete — — — 4,135 2,004 1,338 1,405 1,761 
Northwest Territories............... 23,726 28,333 45,182 9,953 3,157 3,859 4,509 5,328 

CANADA....................4..+.| 1,819,993 | 2,135,956 | 2,372,768 | 2,619,607 | 3,384,648 | 4,258,306 | 5,002,245 | 5,606,119 


©) Includes 485 members of the Royal Canadian Navy. 


TABLE 10 — AGE STATUS OF THE POPULATION OF CANADA BY SEX DISTRIBUTION, 1921, 1931, 1941. 


Mates {FEMALES TOTAL 
Age Period 
1921 1931 1941@ 1921 1931 1941® 1921 1931 
Wntderglivear a: crm... ir 105,941 102,930 io) 103,725 99,738 Q) 209,666 202,668 
LiVGar pe. oho castrys stan she 104,562 102,879 @) 103,209 101,486 Q) 207,771 204,365 
ZS OAL SNS «dhe manele tess 105,801 111,910 @) 104,144 109,668 @ 209,945 221,578 
SV CAUSh yd oe cere mene 108,415 113,021 i) 106,203 111,110 @) 214,618 224,131 
ALY GOT iin Mose ssotetoys 108,671 112,432 @) 106,878 109,241 Q) 215,549 221,673 
5 Coma ORV CANS. cdepras.s\ a> 528,663 572,507 529,199 520,031 560,242 516,835 | 1,048,694 | 1,132,749 
10 boyd ears <\. esis eins 461,282 542,930 556,454 451,805 531,121 544,571 913,087 | 1,074,051 
15 toll9/years. vives... 403,235 525,250 565,321 398,545 514,341 554,863 801,780 | 1,039,591 
20 to. 24 years..5........ 350,971 463,722 517,916 360,198 447,463 514,447 711,169 911,185 
25 to 29) years. .6:.js2 5.06 347,622 409,976 488,212 338,852 376,305 478,611 686,474 786,281 
30 to 34 years. .......... 343,237 368,135 431,501 309,608 340,701 412,270 652,845 708,836 
35 0:39 years. .ucjees.). 342,300 359,081 396,380 290,066 329,382 363,121 632,366 688,463 
40 to 44 years........... 286,451 347,763 348,689 240,651 298,336 327,928 527,102 646,099 
45 to 49 years........... 236,884 321,513 332,488 198,129 263,698 302,670 435,013 585,211 
50 to 54 years. ......%... 195,133 267,332 315,839 166,811 221,349 275,854 361,944 488,681 
SD COMO Vy CAESirea ic eis lee eee 148,133 199,160 | 275,218 132,163 167,865 231,631 280,296 367,025 
60 to 64 years. .......... 126,397 156,912 218,534 112,881 137,685 188,564 239,278 294,597 
65 to 69 years........... 90,615 120,695 162,474 81,381 110,439 145,181 171,996 231,134 
WO\to (4 years i... 2 20 60,579 88,581 111,119 56,846 83,019 105,929 117,425 171,600 
COmtOres Dey Cars uee le ele 35,583 50,017 67,194 35,767 48,612 68,480 71,350 98,629 
80 to 84 years. .......... 18,136 23,877 34,084 19,465 25,294 37,437 37,601 49,171 
SD bo SO ky ears nm ite nara 7,142 8,665 12,623 8,236 10,464 15,015 15,378 19,129 
90 to 94 years. .......... 1,800 2,051 2,801 2,380 2,881 3,936 4,180 4,932 
95 years and over........ 502 491 531 658 745 872 1,160 1,236 
INGtigi vents Miers ae ee 11,588 2,711 9,674 1,060 21,262 3,771 
A Woy Wea ths tabs oumatig tae 4,529,643 | 5,874,541 | 5,900,536 | 4,258,306 | 5,002,245 | 5,606,119 | 8,787,949 |10,376,786 }11,506,655 


©) Not yet available for 1941. 
(2) Final distribution not available for Northwest Territories. The distribution of the 12,028 in the Northwest Territories is estimated. 
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TABLE 11 — MARITAL STATUS OF THE POPULATION OF CANADA, BY SEX DISTRIBUTION, 1871-1941. 


Census year and sex Single Married Widowed Divorced ® Not given Total 
STO S Males firs eke. 6 SUTRA 1,183,787 543,037 37,487 — — 1,764,311 
HMomale hontyvast ckccucey mus 1 099, 216 542,339 79,895 — — 1,721,450 
MOSS dh VOR O Meret a cde ehsr hays 1,447,415 690,544 50,895 — — 2,188,854 
Hemiale Geaticarsis sevya cei 1 336, 981 689,540 109,435 — — 2,135,956 
SON Male Ue Mat ei olens. Shh de te 1,601,541 796,153 62,777 — -- 2,460,471 
Hemal elon. abi noite. 1 451, 851 791,902 129,015 — -- 2,372,768 
POOU = Maleate. .k Oi Bl coun 1,748,582 928,952 73,837 337 —_— 2,751,708 
Remalons cetonae cen ob 1,564, O11 904,091 151,181 324 —~ 2,619,607 
POUT —— Malone. oO Lo) 2,369,766 1,331,853 89,154 2,125 29,097 3,821,995 
Wemalom jon tthe ake: 1,941,886 1,251,468 179,656 2,275 9,363 3,384,648 
OZR Malek Se. ee 2,698,564 1,698,297 119,695 3,670 9,417 4,529,643 
Memale a.) ata sayac:tevsurerserey- 2,378,728 1,631,663 236,504 3,731 7,680 4,258,306 
ow =— Males 8) 020 2A 3,179,444 2,033,240 148,954 4,049) 8,854 5,374,541 
Memaleciss «gisryAusussiope eer 2,771,968 1,937,950 288,641 3,392@ 294 5,002,245 
GATE UNT AIOE Aral. keh Ste tese ee tes 3,318,849 2,361,085 170,539 42,754 609 5,900,536 
Hema leik oe: Mearoans une cehers 2,904,994 2,290,267 354,017 51,391 122 5,606,119 


©) The figures for 1871 cover the four original provinces of Canada only. 

(2) Legally separated included with divorced. 

(8) Legally separated included with married. 

(4) Including 6,700 males and 5,328 females in Northwest Territories, final distribution for marital status not available. 


TABLE 12— POPULATION OF CANADA BY PROVINCKES, 1926-1940. 


Year CANADA IP Selle N.S. N.B. QUE. | ONT. MAN. SASK. ALTA. B.C. 
HOZG eee s,- 9,439,000 87,000 515,000 396,000 | 2,603,000 | 3,164,0C0 639,000 $21,000 608,000 606,000 
YAR Boe 9,624,000 87,000 515,000 398,000 | 2,657,000 | 3,219,000 651,000 $41,000 633,000 623,000 
M2 PSE ie e) 822, 000 88,000 515,000 401,000 | 2,715,000 | 3,278,000 664,000 862,000 658,000 641,000 
SPAS eae eae 10, (016,000 88,000 515,000 404,000 | 2,772,000 | 3,334,000 677,000 883,000 684,000 659,000 
WOSOR Ae ey: 10,195,000 88,000 514,000 406,000 | 2,825,000 | 3,386,000 689,000 903,000 708,000 676,000 
MOST rege 10,362,833 88,038 512,846 408,219 | 2,874,255 | 3,431,683 700,139 921,785 731,605 694,263 
WOSZ eas lsr a 10,492,000 89,000 519,000 413,000 | 2,910,000 | 3,475,000 709,000 933,000 740,000 704,000 
MOSS As igs 10,667,000 89,000 522,000 420,000 | 2,970,000 | 3,564,000 710,000 932,000 748,000 712,000 
OS 4 See nt Ss 10,810,000 89,000 525,000 425,000 | 3,018,000 | 3,629,000 711,000 932,000 756,000 725,000 
ISB uS URS ey oe 10,921,000 89,000 527,000 429,000 | 3,062,000 | 3,673,000 711,000 931,000 764,000 735,000 
1936.......} 11,014,000 92,000 537,000 435,000 | 3,096,000 | 3,689,000 711,000 931,000 773,000 750,000 
WOSTE skis «2 11,106,000 93,000 542,000 440,000 | 3,135,000 | 3,711,000 717,000 939,000 778,000 751,000 
HOSS. 3,5 = 11,195,000 94,000 548,000 445,000 | 3,172,000 | 3,731,000 720,000 941,000 783,000 761,000 
LISS currgieeren 11,301,000 95,000 554,000 451,000 | 3,210,000 | 3,752,000 727,000 949,000 789,000 774,000 
MOORE ort. 11,371,000 94,000 562,000 452,000 | 3,257,000 | 3,763,000 728,000 930,000 790,000 795,000 


Nore: Populations for 1931 are Census figures, those for Manitoba, Saskatchewan and Alberta for 1926 and 1936 are based on the 
Census of the Prairie Provinces and remaining figures are estimates to the nearest thousand. 
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Cuapter III 


Natural Increase 


The population of a community cannot be deter- 
mined, with any degree of accuracy, except by enu- 
meration of the individuals residing within its geo- 
graphical limits at a given date. In Canada as in 
most countries of modern European civilization, 
“Census taking’’ for the country as a whole is under- 
taken once every 10 years, while in some specific 
communities, such as the Prairie Provinces of 
Canada, a quinquennial Census is taken. In order 
to measure the growth of the population during the 
intercensal years, it is necessary to depend upon 
estimates. There are several methods of estimating 
intercensal populations but none have proven en- 
tirely satisfactory under all circumstances. In the 
computation of intercensal estimates for Canada, the 
Dominion Bureau of Statistics utilizes several known 
factors such as births, deaths, marriages, school 
attendance, immigration and emigration, in addition 
to the use of mathematical calculations and the cor- 
relation of trends. However, recent changes in the 
population trends have made estimation work in- 
creasingly difficult. (See also Chapter II). 

The population in a community may be increased 
in one of two ways: (1) by the natural increase, the 
excess of births over deaths or (2) by the mobile in- 
crease, the excess of immigration over emigration. 
The growth of the total world population is of course 
dependent solely upon the balance of births and 
deaths. 

Since the era of discovery, immigration has been 
an important factor in the growth of the Americas, 
the South African countries, and the Antipodes. On 
the other hand, some European countries have 
suffered a continuous diminution of population by 
reason of extensive emigration. During recent 
years, however, immigration to the United States 
and Canada from other countries has been checked 
to some extent by changes in the immigration laws 
and the establishment of “‘Quotas’. 

On the other hand, the enormous increase in trans- 
portation facilities has brought about a greater mo- 
bility of population within the North American 
countries. Migrations alter the distribution of the 
people within a country but do not affect the net 
population growth in point of added numbers. 
Interprovincial migrations are extremely difficult to 
assess and actually cannot be determined except by 
population enumeration. Upon the Social Analysis 
Branch of the Dominion Bureau of Statistics rests 
the responsibility of computing intercensal popula- 
tion estimates which form the basis for general use in 


the construction of “per capita” and other computa- 
tions. In this way the accuracy factor of compara- 
bility is maintained. 

In so far as the vital statistics section of this study 
is concerned, migration will be ignored as a factor in 
population growth. However, the growth of popu- 
lation by natural increase is of paramount impor- 
tance because to the public health worker it repre- 
sents the ‘“‘balance’”’ as between the “‘credits’’ (births) 
and “debits” (deaths), in the “bookkeeping” of 
human life. To some extent the natural increase in 
a community provides a yard-stick of the public 
health programme, particularly with respect to the 
application of preventive measures for decreasing 
the general death rate. The rate of natural increase 
is usually expressed annually, and is the difference 
between the birth rate and the death rate, applied to 
every thousand persons in the population. (See 
Chart 6) 


INTERNATIONAL COMPARISONS. — Table 13 


presents the Canadian rates of natural increase for . 


the years 1935, 1986 and 1937, as compared with 
those of forty-two countries. The table reveals that 
among the countries selected, Canada’s ranking 
position has been fourteenth, nineteenth and seven- 
teenth during these years, indicating that although 
Canada in this respect compares quite favourably 
with most European countries and in particular with 


‘ the other nations of the British Commonwealth, 
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there is still abundant need for improvement. 

The rate of natural increase per thousand popula- 
tion for England and Wales during the 1890’s aver- 
aged 11.8 and remained stationary during the first 
decade of the present century. During the second 
decade the rate had declined to 8.2; in the third 
decade it had further declined to 6.2 and during the 
fourth decade, to 2.7. In Scotland, the average 
natural increase rate for the two decades from 1891 
to 1910 remained stationary at 11.8; from 1911 to 
1920 it was 8.7; from 1921 to 1980 it was 7.7; and by 
1981 to 1940 it had declined to 4.6. In the United 
States the annual natural increase rates in the popu- 
lation for the years 1933 to 1940 were: 


Natura Increase Rate — UnitTep Statres® 


Year Rate Year Rate 
TKS 8 BOG Oh iL a eee 5.9 LOST cs aa ee 5.8 
1 OS ae RNa sees Uh ee 6.1 LOSS ee) Rep ncey en ene ae 7.0 
LOZ bhaeeeb ruin seek oe 6.0 1930 280 eee ee Grd 
TOSG in Pe Mata fe zie Ue aul TOA OS. eras eahngupute: (ha? 


@) 48 States reporting. 
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The experience of England and Wales and Scotland 
expresses generally the trend of natural increase in 
the world population. 


The figures in Table 14 show the excess of births 
over deaths and the crude rate of natural increase for 
Canada by provinces from 1926 to 1940. In keeping 
with a similar decline in the birth rate, the rate of 
natural increase of the population of Canada has 
declined during recent years. On the other hand 
the natural increase decline has been offset to some 
extent by a corresponding decline in the death rate. 
At the beginning of the review period, the rate of 
natural increase was 13.3 per thousand of popula- 
tion, declining by 1940 to 11.7. The rate tended to 
fluctuate during the 15 years with peaks of 18.4; 
13.2 and 13.1 in 1927, 1930 and 1931 respectively, 
and with a low point of 9.6 in 1937. An improve- 
ment in the rate is apparent in 1938, 1939 and 1940. 


The total natural increase in the population of 
Canada from 1926 to 1940 was 1,857,998, represent- 
ing an annual average increase of 123,867 persons. 
During the review period there were 1,780,641 male 
births and 1,687,561 female births, or a total of 
3,468,202 births, as against a total of 1,610,204 
deaths reported during the same period, of which 
871,550 were male and 738,654 female deaths. 
There were then, 909,091 males and 948,907 females 
added to the population of Canada during the 15 
year period by natural increase or a net addition of 
39,816 in favour of the female sex. 


Chart 6 shows the trends of natural increase for 
Canada, by provinces. It reveals that the pro- 
vinces generally follow the experience of Canada. 
The province of Quebec has been generally regarded 
as having one of the highest rates of natural in- 
crease per thousand population of any area of 
European civilization and particularly among the 
Canadian provinces. In fact, Quebec showed the 
greatest improvement in the natural increase for the 
period since 1926. The rate for Quebec in 1926 was 
17.3 and while it was gradually reduced in line with 
common experience to a low point of 12.8 in 1987, 
the rate recovered somewhat and stood at 15.7 in 
1940. Saskatchewan has usually approached Quebec 
in the matter of natural increase and for the years 
1926 to 1980, 1934 and 1935 the rates for this Prairie 
Province actually exceeded those of Quebec, although 
for later years the rates of natural increase have been 
lower. Alberta and Manitoba with somewhat lower 
rates of increase have followed the Saskatchewan 
trend fairly closely. In the case of the three Prairie 
Provinces, particularly Saskatchewan and Alberta, 
the high rates of natural increase are due to their 
relatively younger population and their lower crude 


208 


death rates. In the case of New Brunswick, an 
abnormally high birth rate, offset by a high death 
rate, has resulted in an average rate of natural in- 
crease for that province. Ontario, during the fif- 
teen years 1926 to 1940, recorded a fairly low rate 
of natural increase. The trend has been generally 
downward with minor annual fluctuations and a 
tendency towards recovery during the years 1938 to 
1940. It is interesting to note that although On- 
tario’s rates have been slightly higher, its natural 
increase trend during the review period has been 
almost parallel to that of British Columbia. 


British Columbia has recorded consistently the 
lowest rate of natural increase in the Dominion, 
although during the last three years of the review 
period, there is evidence of a decided tendency to- 
wards recovery. In 1926 the rate for British Columbia 
per thousand population was 7.6. In 1928 the rate 
stood at 7.0 declining sharply to 4.3 in 1935; and 
standing at 4.5 in 1936 and 4.4 in 1987. In 1938 the 
rate recovered with equal sharpness to 6.6, dropped 
back slightly to 6.3 in 1939 and recovering again in 
1940 to 6.9. 


One known factor in British Columbia’s low birth 
and natural increase rates, has been an under- 
registration of births within certain racial groups 
residing in the province. A recovery in these rates 
was coincidental with the settlement of two of the 
major racial under-registration problems in British 
Columbia and while it is not suggested that this 
settlement was wholly responsible for either the low 
rates or the recent apparent increases, it had no 
doubt an appreciable effect upon both the birth and 
natural increase rates. Another adverse factor in 
British Columbia’s low birth rate is of course the 
ageing of the population. The high rates of natural 
increase for Quebec, New Brunswick, and the Prairie 
Provinces have been responsible for raising the 
average for Canada to a fairly high position in order 
of rank among present day rates of natural increase, 
in spite of British Columbia’s consistently low rate. 


URBAN! AND RURAL DISTRIBUTION. — The 
figures in Table 15 show the rural and urban distri- 
bution of the total natural increase of Canada, by 
provinces from 1926 to 1940, and Chart 7 shows the 
percentage distribution of the natural increase as 
between rural and urban for the entire country for 
the same period. It will be seen that 55.76 per cent 
of the natural increase of Canada in 1926 was in the 
rural areas; that by 1931 the rural percentage had 
decreased to 50.79; by 1984 it had increased to 54.19; 


1 Urban is here defined on the Vital Statistics standard, i.e. population in all 
centres of over 1,000 population in 1931. 
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while in 1940, 58.55 per cent of the natural increase 
was in the urban areas. 


Collectively the table and chart reflect the ten- 
dency of people to migrate into industrial (urban) 
areas during periods of economic prosperity and to 
move from these areas in times of economic depres- 
sion. This explains the rising trend of natural in- 
crease in urban centres up to 1981, there being a lag 
between the onslaught of the depression (1929) and 
the movement of population. Similarly the upward 
movement in the percentage of natural increase in 
urban areas since 1985 is the result of industrial 
activity arising out of rearmament and war. The 
remarkable increase in 1940 demonstrates the very 
dramatic drain of population from rural areas brought 
about by the total war effort. 


The primary object of Table 16 is to show by five 
year averages the natural increases between 1926 
and 1940, in the principal cities and towns of Canada. 
The municipal units are grouped according to size, 
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based:on the 1931 Census figures, as follows: 
over 40,000 population 
between— 
20,000 and 40,000 population 
10,000 and 20,000 population 
5,000 and 10,000 population 
1,000 and 5,000 population 
Finally then, in the absence of immigration and in 
the light of the rapidly declining birth rate, it would 
appear that: in order to bring about a greater natural 
increase of population in Canada it is essential that 
all state authorities must endeavour to salvage some 
of the nation’s death loss, particularly in the younger 
age groups. The objective of subsequent chapters 
in the Vital Statistics section of this study is to focus 
the factual spotlight upon some of the causes of 
premature deaths among young Canadians, and to 
illustrate how, in some measure, by the promotion 
of health and the prevention of disease, the physical 
well-being of the population of Canada may be im- 
proved. 


TABLE 13 — RATES OF NATURAL INCREASE PER 1,000 OF POPULATION IN VARIOUS COUNTRIES OF THE WORLD, 
1935, 1986 AND 1937. 


Country 1985 1936 1937 
Costa Rica eee ale hee 21.4 23.0 24.0 
Palestine...) 12 te diese sce < se Mee 26.6 28.8 227. 
Straits\Settlements:...icc..0eene eee 16.7 19.4 19.6 
JAMAICH s 4 si6 es tbreieissadca eee, SO 15.8 15.0 16.8 
UR be is diclacece is) stormy « nisreceiale +: See 14.3 14.5 16.3 
Ceylon. a Welcg ccs Ae te —2.2 1223 16.1 
Union of South Africa (whites)....... Tea 14.6 14.8 
TRPAD 52 5 oes vhs oiaseiese od o's 3 GE: 14.8 12.4 13.6 
British India. ..2.2).... see. qlee 11.3 12.8 12:1 
Argentina). ). Jae eens ae sc eee 121 12.6 12.1 
Rooumaniai.s.)5b dew ol, 41.0.3 0s See 9.6 11.7 11:5 
Newfoundland and Labrador......... 9.0 12.2 11.5 
Greece ae bic 5.65. ecstatic os.) Se 13.4 12.9 te? 
Netherlands iss Miaicaacalcscis Nereis 11.5 ita $55 11.0 
Poland)! eas dee oe oa oe co Se 12.1 12.0 10.9 
Bulgaria... osac Gectses oe oe ola Gee 11.8 11.5 10.5 
CANADA)? «codes os uses «4 eS 10.6 10.3 9.6 
Chile ecko! cee o ea 9.1 9.3 9.5 
Uruguay oe islbiierece eels, See 9.8 10.1 9.5 
Toelamd), cai). </e:do nica 8 0 < cperes aero 9.9 12 9.2 
Lithuania sete eee moe 9.4 10.8 9.1 
Ttalys e535 sons een cas Rees emt ora 9.4 8.7 8.7 


Country 


g 
United Serre (Reg. Area) 
Northern Ireland 
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TABLE 14 — NATURAL INCREASE AND CRUDE RATE PER 1,000 POPULATION IN CANADA, BY PROVINCES, 1926-40. 


Year canapa| Poe | NSS. | N.B. | QUE. ONT. | MAN. | SASK. | ALTA. | B.C. 


EXCESS OF BIRTHS OVER DEATHS 


i a 125,296 854 4,614 5,338 44,914 31,708 9,326 14,656 9,297 | 4,589 
HORT scsaueuts as 128,896 784 4,756 5,577 46,889 32,896 8,838 14,984 9,838 | 4,334 
TOR, Aare 127,700 854 4,729 5,075 46,989 31,382 9,108 15,095 9,993 | 4,475 
WO29RO ok. ebet hs 121,900 548 4,028 5,005 44,159 30,335 8,428 14,731 10,685 3,981 
ey ee an 134,189 788 5,140 5,543 47,680 33,950 8,726 15,742 12,153 4,467 
ao. ae 135,956 967 5,647 6,157 49,119 33,504 9,057 15,265 11,950 | 4,290 
Et errs 131,289 976 5,470 6,256 49,128 30,373 8,783 14,770 11,469 4,064 
sora a. 120,900 914 5,119 5,129 45,284 28,345 7,849 14,121 10,777 3,362 
PEG ici, VEEL 119,721 910 5,379 5,499 44,503 27,115 3,141 13,840 10,899 | 3,435 
OST io icch hack - 115,884 1,035 5,453 5,609 42,428 26,752 7,554 13,443 10,454 3,156 
ReGen i. .,.|1113,821 953 5,911 5,710 43,432 24,880 6,636 12,811 9,639 3,349 
Ce ee a 106,411 947 5,489 5,147 40,179 23,170 6,818 11,713 9,642 3,306 
Rose (8 ys dk . 122,629 944 6,154 6,549 45,536 28,674 7,585 12,151 10,020 5,016 
CSG Daina) 120,517 995 5,501 6,204 46,233 26,593 7,426 12,028 10,681 4,856 
MON os) Al oees . 133,389 1,030 6,617 6,715 51,058 30,021 8,432 12,845 11,156 5,515 
RATE PER 1,000 POPULATION 
en ee 13.3 9.8 8.9 13.5 17.3 10.1 14.6 17.8 15.3 7.6 
7 ae ae re 13.4 9.0 9.2 14.0 P77 10.2 13.5 17.8 15.5 7.0 
| is 13.0 9.7 9.2 12.7 17.3 9.6 137 17.5 15.1 7.0 
CO RES OE Ts at 12.2 6.2 2.9 12.4 16.0 9.1 12.4 16.7 15.6 6.0 
TSONER hice Berick « 13.2 9.0 10.0 13.6 16.9 10.0 12.6 17.4 17.1 6.6 
eater kk ek 13.1 10.9 11.0 15.1 17.1 9.8 12.9 16.5 16.4 6.2 
1932. . 12.6 11.0 10.5 15.2 16.9 8.7 12.4 15.8 15.5 5.8 
ES Se en ara 11.3 10.3 9.8 12.2 15.2 8.0 11.0 15.1 14.5 4.8 
le OS ners 11.1 10.2 10.2 12.9 14.7 74 11.4 14.8 14.4 4.7 
OBS Pics) ho RUB.2. 10.6 11.6 10.3 13.1 13.9 7.3 10.7 14.4 137 4.3 
MOSGOR 8 e012. . 10.3 10.4 11.0 13.2 14.0 6.7 9.4 13.7 12.4 4.5 
es eee Chie, oc 9.6 10.2 10.2 11.7 12.8 6.2 9.5 12.5 12.4 44 
MoM to. EH. . 11.0 || . 10.0 11.2 14.7 14.3 7.7 10.5 12.9 12.8 6.6 
NOsGM i). sue3.s.. 10.7 10.5 9.9 13.7 14.4 71 10.2 12.6 13.6 6.3 
OS ris 11.7 11.0 11.8 14.9 15.7 8.0 11.6 13.8 14.1 6.9 


CANADA] P.E.L N.S. N.B. QUE. ONT. MAN. | SASK. | ALTA. B.C. 
1926 
Rural aso, 69,863 808 2,427 3,862 25,423 12,810 | 5,447 11,951 5,719 1,416 
Urban A as 55,433 46 2,187 1,476 19,491 18,898 | 3,879 2,705 | 3,578 3,173 
192 
Rival kN. 70,421 715 2,411 4,045 26,296 12,885 | 5,100 11,939 | 5,794 1,236 
: Urbane 58,475 69 2,345 1,532 20,593 | 20,011 3,738 3,045 | 4,044 3,098 
1928 
Raral hae 68,936 789 2,332 3,723 26,300 11,486 | 5,236 11,938 | 5,879 1,253 
Urban. Pu 58,764 65 2/397 1,352 20,689 19,896 | 3,872 3,157 | 4,114 3,222 
1929 
Rival). Hees. 62,785 561 1,674 3,580 23,569 10,141 4,830 11,328 | 6,131 971 
Urban.......... 59,115 iS 2354 1,425 20,590 | 20,194 | 3,598 3,403 | 4,554 3,010 
1930 
Riwal icy ev 68,242 672 2,294 3,748 25,660 11,248 | 4,810 11,780 | 6,961 1,069 
: Urban! |.) 65,947 116 2,846 1,795 22,020 | 22,702 | 3,916 3,962 | 5,192 3,398 
1931 
Raral:.t.  tecutte 69,049 814 2,430 4,364 26,185 11,172 | 5,012 11,426 | 6,535 1,111 
ogo Nea a 66,907 153 3,217 1,793 22,934 | 22332 | 4,045 3,839 | 5,415 3,179 
Ered HUM ee 70,163 792 2,417 4,524 27,337 10,526 | 5,010 11,630 | 6,753 1,174 
ggurem™ ERAN SR 61,126 184 3,053 1,732 21,791 19,847 | 3,773 3,140 | 4,716 2,890 
19 
Baral 2, MMe, 65,459 783 2,324 3,854 25,173 10,065 4,450 11,158 | 6,641 1,011 
rosa OE 55,441 131 2,795 1,275 20,111 18,280 | 3,399 2,963 | 4,136 2,351 
Rural) ads!) 64,877 757 2,430 3,968 24,628 9,808 | 4,771 10,830 | 6,731 954 
voasore EA hs eee 54,844 153 2,949 1,531 19,875 17,307 | 3,370 3,010 | 4,168 2,481 
Rural ji tblic.: 62,465 864 2,290 3,986 24,468 9,129 | 4,462 10,376 | 6,026 864 
A jUrban i 53,419 171 3,163 1,623 17,960 17,623 | 3,092 3,067 | 4,428 2,292 
1 
Rural.s)/ Rode. 60,824 768 2,426 4,031 25,363 7,878 | 3,840 9,873 | 5,597 1,048 
937 ee Os ed 52,497 185 3,485 1,679 18,069 17,002 | 2,796 2,938 | 4,042 2,301 
Rural. ish on., 54,706 774 23032 3,668 23,827 6,428 | 3,681 8,620 | 5,070 606 
oggone 1: aay 51,705 173 3,457 1,479 16,352 16,742 | 3,137 3,093 | 4,572 2,700 
Rurakats ues 62,302 749 2,187 4,535 27,702 7,720 | 4,154 8,735 | 5,119 1,401 
ogo sD A 60,327 195 3,967 2,014 17,834 | 20,954 | 3,431 3,416 | 4,901 3,615 
titrant Oh eee 60,888 762 1,839 4,279 28,490 6,581 3,934 8,348 | 5,367 1,288 
too Hite Cae te 59,629 233 3,662 1,925 17,743 | 20,012 | 3,492 3,680 | 5,314 3,568 
Rural diy 61,964 696 2,081 4,364 29,216 6,463 | 4,091 8,619 | 5,247 1,187 


Urban.......... 71,425 334 4,536 2/351 21,842 | 23,558 | 4341 4,226 | 5,909 4,328 


a 
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TABLE 16 — NATURAL INCREASE IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 
BY FIVE YEAR AVERAGES, 1926-40. 


Excess of births Excess of births 


Fopula aon over deaths Population over deaths 
City or Town $$ $f City or Town 
Census | Census |Average|Average| Average Census | Census |Average|Average| Average 
1931 1941 |1926-30/1931-35) 1936-40 1931 1941 |1926-30)1931-35)1936-40 
40,000 POPULATION AND OVER NC ee eee ORULATION 
— Continued 
Montreal, Que........ 818,577 | 903,007 | 8,945 | 9,194 | 8,278 Woodstock, Ont......| 11,395 | 12,461 73 60 66 
Poronto) Ont. ...\.82.. 631,207 | 667,457 | 5,475 | 4,890 | 3,331 St-Jean, Que......... 11,256 | 13,646 204 170 132 
Vancouver, B.C....... 246,593 | 275,353 | 1,601 | 1,056 | 1,197 Cornwall, Ont........ 11,126 | 14,117 230 248 359 
Winnipeg, Man.......| 218,785 | 221,960 | 2,770 | 2,232 | 1,838 Johiette, Que... o 225... 10,765 | 12,749 174 157 121 
Hamilton, Ont........| 155,547 | 166,337 | 1,568 | 1,467 | 1,307 Welland, Ont......... 10,709 | 12,500 126 148 196 
Quebec, Que.......... 130,594 | 150,757 | 2,110} 2,146 | 1,919 Thetford Mines, Que..| 10,701 | 12,716 808 : 212 170 
Ottawa, Ont..........| 126,872 | 154,951 | 1,301 | 1/247 | 1/353 Granby, Que......... 10,587 | 14,197| 183] 239] 224 
Windsor, Ont.........| 98,179 | 105,311 | 1,826 | 1/200 | 1,270 Sorel, Que............ 10,320 | 12,251 | 130] 124| 114 
Calgary, Alta.........| 83,761 | 88,904 | 1,050 965 867 Medicine Hat, Alta.... 10, 300 | 10,571 245 230 207 
Edmonton, Alta...... 79,197 | 93,817 | 1,260 | 1,362 | 1,640 is ME MORRO Sok aa is aa 
London, Ont.......... 71,148 | 78,264 292 359 466 5,000 TO 10,000 POPULATION 
Verdun, Que.......... 60,745 | 67,349 659 561 306 
Halifax, N.S..........| 59,275 | 70,488 573 732 877 Prince Albert, Sask....| 9,905 | 12,508 181 223 313 
Regina, Sask......... 53,209 | 58,245 887 802 767 Brockville, Ont....... 9,736 | 11,342 52 81 104 
Saint John, N.B...... 47,514 | 51,741] 4382} 536] 613 Jonquidre, Que.......| 9,448 | 13,769] 387] 345 | 380 
Saskatoon, Sask....... 43,291 | 43,027 573 505 422 Pembroke, Ont....... 9,368 | 11,159 130 139 118 
a ct aa Ce RR Dartmouth, N.S...... 9,100 | 10,847 75 78 57 
20,000 TO 40,000 POPULATION St-Jér6me, Que Bele ae 8,967 | 11,329 213 186 169 
New Glasgow, N.S....] 8,858 9,210 148 215 300 
Victoria, B.C.. .| 39,082 | 44,068 165 136 124 Fredericton, N.B...... 8,830 | 10,062 59 39 83 
Trois-Riviéres, Que... 35,450 | 42,007 773 577 538 Cap-de-la- 
Kitchener, Ont....... 30,793 | 35,657 451 405 402 Madeleine, Que.....} 8,748 | 11,961 278 211 210 
ee Ont ope 30,107 | 31,948 300 265 221 NorthVancouver, B.C.| 8,510 8,914 105 82 82 
ope aa eee 29,433 | 32,947 647 515 487 Boe Hour, sive. 8,499 8,713 129 95 22 
ee Que.. 28,933 | 35,965 336 310 395 Orillia, Ont.. ...{ 8,183 9,798 99 114 121 
Outremont, Que. . 28,641 | 30,751 19 —66 | —118 Waterloo, Ont.. .| 8,095 9,025 73 43 —2 
Fort William, Ont.. 26,277 | 30,585 420 355 294 Truro, RUC ee ap 7,901 | 10,272 82 76 113 
St. Catharines, Ont.. 24,753 | 30,275 279 306 325 La Tuque, Que Ws arse 7,871 7,919 204 190 186 
Westmount, Que...... 24,235 | 26,047 | —33 64.) aad Barrie, Ont........... 7,776 | 9,725 56 73| 123 
Kingston, Ont........ 23,439 | 30,126] 119] 181] 248 Sydney Mines, N.S....| 7,769] 8198} 125] 130] 119 
Oshawa, Ont......... 23,439 | 26,813 429 339 326 New Waterford, N.S..| 7,745 9,302 156 222 202 
Sydney, N.S.. 23,089 | 28,305 270 374 455 rail TBiOyin i 8. coe 7,573 9,392 123 177 287 
Sault Ste. Marie, Ont.| 23,082 | 25,794 | 395] 360] 348 Lindsay, Ont.........| 7,505 | 8,403 59 59 | 106 
Peterborough, Ont. . 22,327 | 25,350 271 253 308 Amherst, N.S......... 7,450 8,620 28 47 67 
Moose Jaw, Sask...... 21,299 | 20,753 | 397| 268] 265 New Toronto, Ont....| 7,146 | 9,504 re a pea hale 
Guelph, Ont.......... 21,075 | 23,273] 160| 117 80 Smiths Falls, Ont.....| 7,108 | 7,159 74 41 56 
Glace Bay, N.S....... 20,706 | 25,147] 378] 445 | 634 Lauzon, Que.......... 7,084 | 7,877] 135] 107 82 
Moncton, N.B........| 20,689 | 22,763 266 249 278 Yarmouth, N.S....... 7,055 7,790 28 59 66 
Midland, Ont ey. ee 6,920 6,800 100 105 106 
10,000 TO 20,000 POPULATION Mimico, Ont... ee. 6,800 8,070 63 96 79 
Kenora, Ont..........| 6,766 7,745 125 123 160 
Port Arthur, Ont.. 19,818 | 24,426] 318| 314] 364 Nanaimo, B.C........ 6,745 | 6,635 | 107 61 57 
Niagara Falls, Ont.. 19,046 | 20,589 251 221 206 Eastview, Ont.. .| 6,686 7,966 128 125 125 
Lachine, Que......... 18,630 | 20,051] 228] 212] 189 Drummondville, Que..| 6,609 | 10,555| 194] 224/ 165 
Sudbury, Ont......... 18,518 | 32,203 283 562 | 1,015 Portage la Prairie, 
Sarnia, Ont... ..| 18,191 | 18,734 209 189 225 Mans eee na. BENS 6,597 7,187 55 85 147 
Stratford, Ont.. 17,742 | 17,0388 184 141 167 Chapbaliten, N.B....| 6,505 6,748 145 130 145 
New Westminster, B. C. 17,524 | 21,967 252 271 445 Port Colborne, Ont....| 6,503 6,993 109 88 49 
Brandon, Man........ 17,082 | 17,383 146 78 14 Grand’ Mére, Que.....| 6,461 8,608 153 123 119 
St.Boniface, Man..... 16,305 | 18,157 361 647 754 Edmundston, N. Bik 6,430 7,096 189 174 161 
North Bay, Ont. . 15,528 | 15,599 268 235 239 Springhill, N.S.. .| 6,355 7,170 125 123 150 
St. Thomas, Ont.. 15,430 | 17,132] 100 69 | 144 Prince Rupert, B.C....| 6,350 | 6,714 63 55 55 
Shawinigan Falls, 5 Que. 15,345 | 20,325] 459| 413] 368 Magog, Que.......... 6,302 | 9,034| 126| 150] 164 
Chatham, Ont.. 14,569 | 17,369 | 185| 181] 405 Preston, Ont......... 6,280 | 6,704 56 32 21 
Timmins, Ont ira Baek - 14,200 | 28,790 345 392 659 Trenton, Ont.........| 6,276 8,323 61 58 84 
Galt Ontay eos ast. 14,006 | 15,346 105 109 120 Victoriaville, Que..... 6,213 8,516 112 136 143 
Belleville, Ont.. 13,790 | 15,710 140 149 225 Kamloops, B.C....... 6,167 5,959 47 72 93 
Lethbridge, Alta.. 13,489 | 14612] 251| 338] 487 North Sydney, N.S....| 6,139 | 6,836 88 91| 120 
St-Hyacinthe, Que. . 13,448 | 17,798 45 59 91 St-Lambert, Que...... 6,075 6,417 37 26 20 
Owen Sound, Ont.. 12,839 | 14,002 171 138 151 NelsonWBsC:. 3s 4080 -- 5,992 5,912 44 83 123 
Charlottetown, PEL. 12,361 | 14,821 23 99 141 North Battleford, 
pushes Ques ae. 11,877 | 16,040 325 284 283 Sas ease dias Sys Me Ne 5,986 4,745 161 160 206 
4 a oles ee 11,724 | 11,991 84 42 20 Fort Erie, Ont........| 5,904 6,595 @) 43 45 
Valleyfield, One 26... 11 "411 17,052 137 204 186 Cobourg, Ont......... 5,834 5,973 10 26 43 


(2) Figures not available. 
Notes: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 16 — NATURAL INCREASE IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 
BY FIVE YEAR AVERAGES, 1926-40 — Continued. 


City or Town 


Collingwood, Ont..... 
Transcona, Man...... 
Rimouski, Que........ 
Brampton, Ont....... 
Fort Francis, Ont..... 
Longueuil, Que....... 
St-Laurent, Que...... 
Renfrew, Ont......... 
Swift Current, Sask... 
Ingersoll, Ont........ 
Simcoe Ont™ 21.025. 
Hawkesbury, Ont..... 
Thorold) (Ont... 200 2. 


Stellarton, N.S....... 
Weyburn, Sask....... 


Leamington, Ont...... 
Port Hope, Ont....... 
Weston, Ont......°.. 
Kelowna, B/Ci. tee. 
Buckingham, Que..... 
Montreal N., Que..... 
Kenogami, Que....... 
Goderich, Ont........ 
Selkirk, Man......... 
Riverside, Ont........ 
Wallaceburg, Ont... .. 
Sturgeon Falls, Ont... 
Farnham, Que........ 
St-Pierre, Que........ 


Paris, Ont.. 
Carleton Place, Ont.. 


Berth Ontis vente: 
Bowmanville, Ont. 
Pointe-Claire, Que... . 
Coaticook, Que....... 
Penetanguishene, Ont. 
Phe) Pas Vian) then. 
Arnprior, Ont......... 
Chatham, INVES, Af eee 


Que 
Cugheane: Ont.. 
Westville, NS.. 


Vernon, 'B.C.. Pi eles 
Montmagny, Que..... 
Mégantic, Que........ 
Lachute, Que......... 
Melville, Sask........ 
Cobalt, ‘Onts: jcemas. 
Oakville, Ont......... 
Kapuskasing, Ont..... 
St. Mary’s, Ont..." ... 
Summerside, P.E.I.... 
Newmarket, Ont...... 


Beauharnois, Que.. 


Gananoque, Ont..... i) 


Population 


Census 
1931 


Census Average} Average|Average 
1926-30)1931-35}1936—40 


1941 


Excess of births 


over deaths 


5,000 TO 10,000 POPULATION 


— Continued 


5,511 
5,594 
5,782 
6,037 
6,263 
5,305 
5,904 
5,577 
5,276 
5,351 
6,179 


1,000 TO 5,000 POPULATION 


5,858 


City or Town 


Picton, Onteyey aoeaes 
East Angus, Que...... 
Parry Sound, Ont..... 
Napanee, Ont........ 
St. Stephen, N.B...... 
Dunnville, Ont....... 
Tillsonburg, Ont...... 
Newcastle, N.B....... 
Bathurst; (NVB.. 02. 
Ste-Thérése, Que...... 
Bridgewater, N.S..... 
Woodstock, N.B...... 
Beauport, Que........ 
Rowyr; (Queens sem. 
Montreal W., Que..... 
CopperCliff, Ont... ... 


Pictou, N.S 


Hanover, Ont........ 
Cranbrook, B.C....... 
Burlington, Ont....... 
Kentville, N.S........ 
Windsor, N.S......... 
Drumheller, Alta...... 


Prescott, Ont. 


ag aux-Trembles, 


tntnray! Ont.. 


Ste-Agathe-des- Monts, 


Inverness, N.S. 


New Liskeard, Ont.. :. 


Nicolet, Que... 
Rossland, B.C.. 


Dominion, NS at 7 


Aylmer, Que.. 
Huntsville, Ont.. 


Haileybury, Ont... 
Blind River, Ont...... 
Iberville, Que a at 
Laprairie, Que........ 
Roberval, Que........ 
Amherstburg, Ont.... 
Hespeler, Ont........ 
Campbellford, Ont.) 
Revelstoke, B.C...... 
Fernie, B.C4 4 oe aarae 
Lunenburg, N.S....... 
Windsor, Que......... 


Laval-des- Rapides, 


Que 
Tietowel, Ont.. 


Liverpool, NS... bee, 


Donnacona, Que.. 


Meaford, Out... 08). 
Orangeville, Onts. 


Trenton, 


Richmond, Que....... 
Petrolia, Ont......... 


Aurora, Ont.. 


Merritton, Ont. Ee. 
Prince he be Bay 


Bagotville, 


Kincardine, Ont. . ee 


Population 
Census 
1931 1941 
1,000 

3,580 3,901 
3,566 3,501 
3,512 5,765 
3,497 3,405 
3,437 3,306 
3,405 4,028 
3,385 4,002 
3,383 3,781 
3,300 3,554 
3,292 4,659 
3,262 3,445 
3,259 3,593 
3,242 3,725 
31225 8,808 
3,190 3,474 
313 Bas 
3,152 3,069 
3,077 3,290 
3,067 2,568 
3,046 3,815 
3,033 3,928 
3,032 3,436 
2,987 2,748 
2,984 3,223 
2,970 4,314 
2,964 3,016 

1949 3,308 
2,936 2,774 
2,900 2,975 
2,880 3,019 
2,868 3,751 
2,848 3,657 
2,846 3,279 
2,835 3,115 
2,817 2,800 
2,813 2,268 
2,805 2,619 
2,778 3,454 
2,774 2,936 
2,770 3,220 
2,759 2,853 
2752 3,058 
2,744 3,018 
2,736 2,106 
2732 2,545 
220 2,856 
2,720 3,368 
2,716 33242 
2,676 3,013 
2,669 3,170 
2,631 3,064 
2,624 2,662 
2,614 2,718 
2,613 2,699 
2,596 3,082 
2,596 2,801 
2,587 2,726 
2,523 2,993 
2,479 2,027 
2,468 3,248 
2,465 2,507 


@) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 


Nove: 


The populations are based on the distribution as enumerated i in the Census of 1931. 


Excess of births 


over deaths 


TO 5,000 POPULATION 
— Continued 


Census |Average] Average|Average 
1926-30]1931-35]1936—40 
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TABLE 16 — NATURAL INCREASE IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 
BY FIVE YEAR AVERAGES, 1926-40 — Continued. 


Excess of births Excess of births 


Population over deaths ee over deaths 
City or Town City or Town 
Census | Census |Average|Average|Average Census | Census }Average|Average|Average 
1931 1941 |1926-30/1931-35]1936—-40 1931 1941 |1926-30}1931-35]1936—40 
1,000 TO 5,000 POPULATION 1,000 TO 5,000 POPULATION 
— Continued — Continued 

Chilliwack, B.C.......| 2,461 3,675 62 13 —22 Durham, Ont. .:..7+..| 01/750 1,700 PH 24 23 
Bracebridge, Ont...... 2,436 2,341 44 36 48 Blenheim, Ont.......,.) 1,737 1,952 11 4 
Berthier, Que.. .| 2,431 2,634 46 47 39 Milltown, N.B........ 1,785 1,876 —1 _ —8 
Walkerton, Ont.. | 2,431 2,679 10 22 30 Coleman, Alta........ 1,704 1,870 45 34 35 
Ste-Anne-de-Bellevue, Chesley, ‘Ontin ic vt s. 1,699 1,701 12 13 19 
Giles ruee. Ake See ae 2,417 3,008 28 5 —7 Seaforth, Ont.........] 1,686 1,668 17 16 36 
Mitonte, Onts eee 2,415 2,543 63 68 80 @apreols Ont... e. 1,684 1,641 50 33 16 
Biggar, Sask..........} 2,869 1,930 70 58 67 Minnedosa, Man...... 1,680 1,636 30 32 57 
Louiseville, Que Rees 2,365 3,542 45 ‘79 73 Courville, Que........] 1,678 2,011 23 31 30 
La Salle, Que.. .| | 2,862 4,651 Q) 35 30 Cardston, Alta........ 1,672 1,864 124 121 136 
Port Alberni, B. C.. : 2,356 4,584 34 50 159 Souris, Man.......... 1,661 1,346 36 29 34 
Red Deer, Alta Rte hee 2,344 2,924 63 60 95 Ste-Rose, Que........ 1,661 2,292 —3 12 6 
Port Alfred, Que eaey 2,342 3,243 118 82 87 Vegreville, Alta.......| 1,659 1,696 179 138 173 
Georgetown, Ont...... 2,288 | 2.562 11 9 2 Thessalon, Ont....... 1,632 | 1,316 32 42 36 
Aylmer, Ont..........| 2,283 2,478 —§ —10 —8 MattawavOnti.9/) 4) Les 1,971 42 41 44 
Camrose, Alta........| 2,258 2,598 78 82 137 Blairmore, Alta.. 1,629 1,731 23 22 15 
SUSSEX, INGB atc de oc 2,252 3,027 - 7 14 Huntingdon, Que. . .| 1,619 1,952 GQ) 9 10 
Noranda, Que........ 2,246 4,576 () 87 134 Greenfield Park, Que.. 1,610 1,819 7 5 — 
Montreal E. UP 2,242 2,355 17 24 17 Arthabaska, Que see 1,608 1,883 13 8 —10 
Sackville, N. a, | 2,234 2,489 34 27 32 Virden, Man. 6... 1,590 1,619 44 32 38 
Grimsby, Ontos)... 2,198 2,331 Q) 14 30 Mitchell, Ont.. 19 588 1,777 —5 —12 —16 
Waterloo, Que........| 2,192 3,173 32 46 36 L’ Assomption, Que.. Peo 76 1,829 16 29 17 
Kingsville, Ont....... 2,174 2,317 20 16 15 Canso, el plea 1,418 21 9 18 
Mount-Royal, Que... 2,174 4,888 @) - —4 Bedford, Que. 1,570 1,697 26 34 22 
MimiraiOnbw ees: 2,170 2,012 a) 9 —9 Grand Falls, N.B.. 1,556 1,806 43 31 27 
Black Lake, Que...... 2,167 2,276 50 39 60 Rosetown, Sask.. | 91,553 1,470 i) 92 90 
IATOOSS | QUE; 22. 20.0 ay. 2,153 2,862 () 97 98 Edson, Nitaar lie 1,547 1,499 39 48 67 
Tecumseh, Ontayyan. 2,129 2,412 () 43 34 Palmerston, Ont.. 1,543 1,418 14 15 14 
Wetaskiwin, Alta.....| 2,125] 2,318 62 75 | 136 Dresden, Ont.. | 1,529} 1,662 | —2 1 25) 

Rockland, Ont... .... +. 2,118 2,040 56 24 29 St-Michel-de- Laval, 
Sioux Lookout, Ont. . 2,088 1,756 37 42 47 Que.. OSS 2,956 Q) 40 40 
Kamsack, Sask....... 2,087 1,792 29 37 30 Bromptonville, ‘Que. alte hoe 1,672 70 48 33 
Dorval, Que... je Sol Ys 2,048 13 3 —1 Marysville, N.B...... 1,512 1,651 18 18 10 
Dolbeau, Que... ABE oA ye 2,032 2,847 (1) 103 92 Hanna, Alta..........| 1,490 1,622 94 75 75 
Alexandria, Ont....... 2,006 205 26 21 26 Southampton, Ont....| 1,489 1,600 ll 10 7 
silburys Ont... ... 1,992 25155 22 20 12 Horests Ontian cos. s 1,480 1,570 —1l1 —4 —5 
Marieville, Que....... 1,986 2,394 24 21 1 Deseronto, Ont....... 1,476 1,261 3 1 —3 
WevonyeNois.0.)c4 al 1,977 2,337 15 19 21 Troquois Falls, Ont. . 1,476 1,302 46 36 44 
St-Tite, Que.. ..| 1,969 2,385 81 60 53 Shelburne, N. 8). ..| 1,474 1,605 10 16 21 
Wingham, Onin 5 is 1,959 2,030 19 21 37 Grande Prairie, Alta... 1,464 1,724 @) 108 134 
Terrebonne, Quen. as 1,955 2,209 27 19 26 High River, Alta...... 1,459 1,430 78 75 90 
gsexsJOntist: let. to. 1,954 1,935 16 9 5 Assiniboia, Sask... ... 1,454 1,349 46 55 67 
Ridgetown, Ont....... 1,952 1,944 —2 —9 —5 ; Macleod, Alta........ 1,447 1,912 30 21 20 
Wiarton, Ont.. ..| 1,949 1,749 35 23 24 Ladysmith, B.C......| 1,448 1,706 28 5 12 
Lennoxville, Que... ae sat 1,927 2,150 ~ —1 —3 Indian Head, Sask....| 1,438 1,349 33 27. 31 
Parrsboro, N.S....... 1,919 1,971 22 8 12 Beloeil, Que.......... 1,434 2,008 17 30 27 
Neepawa, Man....... 1,910 | 2,292 39 42 58 Keewatin, Ont........ 1,422 | 1.481 17 1 sy 
Humboldt, Sask...... 1,899 1,767 57 10 2 Carman, Man........ 1,418 1,455 54 60 87 
Shediac, ee: 1,883 2,147 10 20 2 Morden, Man........ 1,416 1,427 48 45 43 
Gravenhurst, Ont... 1,864 | 2,122 15 = 15 Digby, N.S...........| 1,412 | 1,657 il 33 58 
Témiscamingue, Que. .| 1,855 2,168 @ 40 47 Rosthern, Sask lis. 1,412 1,149 29 46 62 
Raymond, Alta....... 1,849 2,089 70 58 13 Rainy River, Ont.s-...!) 1,402 1,205 26 31 59 
Duncan, B Cae Atl 1,843 2,189 62 7. 139 Vankleek Hill, Ont? 1,380 1,435 16 14 12 
Mion Ont: dese clniss 1,839 1,964 9 5 16 Alliston; ‘Onti.) 257%... 1,355 1,733 ii 23 45 
Trois-Pistoles, Que....| 1,837-| 2,176 53 53 46 Dryden iOnti ie ace. 1,326 1,641 51 61 80 
Wolfville, N.S........ 1,818 aL 944 5 43 id Uxbridge, Ont.. SA) LSPS 1,406 @) -—3 3 
Quebec West, Que... 1,813 Py 619 (1) 46 76 Port Coquitlam, BC. 1,312 1,539 22 4 —4 
Melfort, Sask. 1,809 2 005 70 64 86 Watrous, Sask........ 1,303 1,188 20 13 12 
Mount Forest, “Ont.. 1,801 1 392 9 5 23 Grand Forks, BiCe | eelecos 1,259 9 12 18 
AOS Quem ets... 1,790 4 081 @) 71 81 Harriston,, Ont.30... i: 1,296 1,305 2 8 — 
Clinton; Ont.3 500.) 1,789 1,896 3 13 38 Merritt) (BCoi i ic Soc 1,296 940 26 17 18 
Antigonish, N.S....... 1,764 2157 18 48 107 Wedgeport, N.S......] 1,294 1,327 19 17 13 
Shaunavon, Sask...... 1,761 1,603 93 87 73 Laurentides, Que...... 1,284 1,342 38 15 10 
Acton Vale, Que...... 1,753 2,366 50 57 54 Maber Altai lepaceres 1,279 1,331 48 48 12 


@) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 


Norte: 


The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 16 — NATURAL INCREASE IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 
BY FIVE YEAR AVERAGES, 1926-40 — Continued. 


Excess of births 


Excess of births 


Population over deaths Population over deaths 
City or Town en ee ee City or Town 
Census | Census |Average| Average|Average Census | Census |Average|Average| Average 
1931 1941 |1926-30/1931-35}1936—40 1931 1941 |1926-30/1931-35]1936—40 
1,000 TO 5,000 POPULATION 1,000 TO 5,000 POPULATION 
— Continued — Continued 

Vermilion, Alta....... 1,270 1,408 76 85 104 Moosomin, Sask...... 1,119 1,096 22 12 16 
Port Moody, B.C..... 1,260 1,512 6 2 -—3 Beverley, Alta........ 10 981 Q) ef 2) 
Lacombe, Alta........ 1,259 1,603 56 44 83 Little Current, Ont....|- 1,101 1,088 1) 13 4 
Niagara, Ont......... 1,228 1,541 _ 8 10 Rigaud, Que.......... 1,099 1,222 @) 11 9 
Magrath, Alta........| 1,224 1,207 42 26 10 Battleford, Sask...... 1,096 1,317 10 13 6 
Wilkie, Sask..;..2.00..0 1,222 1,232 q) 72 81 St. George, N.B......| 1,087 1,169 12 G 6 
Courtenay, B.C.......} 1,219 1,737 1) —2 —6 Tisdale, Sask......... 1,069 1,237 () 81 121 
Stettler, Alta......... 1,219 1,295 42 56 81 Chateauguay, Que....| 1,067 1,425 @ 13 13 
Englehart, Ont....... 1,210 1,262 a) 62 79 Mahone Bay, N.S8.....| 1,065 1,025 1 —3 —5 
St. Andrews, N.B..... 1,207 1,167 —2 —9 —8 Souris Es yes eases 1,063 1,114 1) -1 1l 
Redcliffe, Alta........ 1,192 1,111 1) 8 Q) OldswAltawy so. pee 1,056 1,337 (1) 60 75 
Scotstown, Que....... 1,189 1,273 qa 19 16 Wynyard, Sask....... 1,042 1,080 a) ll 22 
Canora Sask. aoe, 1,179 1,200 61 64 146 Kindersley, Sask...... 1,037 990; -— © 50 34 
Tuxedo, Man.........} 1,173 735 () —1 —3 Stonewall, Man....... 1,031 1,020 21 19 30 
Montreal S., Que.....} 1,164 1,441 9 5 7 Parkhill, Ont......... 1,030 947 —4 —4 —4 
Claresholm, Alta...... 1,156 1,265 (1) 28 36 Innisfail, Alta........ 1,024 1,223 Q) 94 124 
Dorion, Que..........| | 1,155, 1,292 (1) 19 17 Pincher Creek, Alta...}| 1,024 994 a) 25 q) 
Maple Creek, Sask....}| 1,154 1,085 (1) 62 97 Stayner, Ont......... 1,019 1,085 @) 6 6 
Cache Bay, Ont......| 1,151 1,004 q) 29 21 Port Hawkesbury, 
Sutherland, Sask...... 1,148 888 (1) 1 () NU Siiaieae ahs he. 1,011 1,031 @) 3 —2 
Wainwright, Alta..... 1,147 980 () 49 44 Herbert, Sask........ 1,009 875 a) 31 Co 
Beauséjour, Man......| 1,139 1,161 @ 10 13 Radville, Sask........ 1,005 813 1) 14 @) 
Gravelbourg, Sask....| 1,187 1,130 33 34 () Killarney, Man....... 1,003 1,051 a) 9 (1) 
Oxford, INESo es es. 1,133 1,297 3 3 5 Fort Saskatchewan, 
Bridgetown, N.S...... 1,126 1,020 Us 6 5 Altai cee cae 1,001 903 @) 22 (1) 

Joggins, NESs 30. ecleee - 1,000 1,109 14 14 19 


@) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 
Note: The populations are based on the distribution as enumerated in the Census of 1931. 
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CHAPTER IV 


Births 


Registration of birth in most countries of modern 
European and American civilization has been used 
primarily as a means of personal identification, i.e., 
a legal record to establish the fact of birth. A birth 
certificate determines among other things, a citizen’s 
right: to attend school; to secure industrial and other 
employment where the law prohibits employment 
under a certain age or the employment of foreign 
born; to marry; to hold public office; to receive pen- 
sions; to establish eligibility for military duty; to 
document families of enlisted men; and to exercise 
his or her right of franchise. These refer to the 
“legal aspects” of birth registration which estab- 
lishes the date and place of birth, the parentage and 
legitimacy of the individual. From the statistical 
aspect, birth data are of interest mainly in ascertain- 
ing the quantitative measurement of population 
growth. An excess of births over deaths for any 
period measures the “natural increase’ in a com- 
munity. 

Defective registration of birth is the principal 
source of error in modern birth statistics. The 
absence of complete birth registration makes it im- 
practicable to assess correctly, for instance, the 
infant mortality of a community or to measure any 
other trends in which total number of births is the 
statistical basis of calculation. 


In England and Wales, the failure to register births 
is almost negligible. As long ago as 1876, Dr. Farr 
estimated that for the previous thirty-nine years the 
deficiency in birth registration was not more than 
five per cent. 
was measured by birth registration checks with the 
Census enumeration. The deficiency for the coun- 
try as a whole was found to be approximately five per 
cent. 
tion with the 1941 Census and present indications 
are that there has been a decided improvement in 
Canadian birth registration during the last ten years. 
With an accurate knowledge of the error factor, it is 
a simple matter to measure the effect of under- 
registration upon the various rates. In the Vital 
Statistics section of this study, therefore, unless 
otherwise stated, the basis of rate calculation is the 
number of births registered in the provinces. 


The age distribution of females of child-bearing 
age (16-49 years) in the population of a community 
has a direct influence upon the birth rates. The 
most productive years among the females among 


In Canada, in 1931 under-registration — 


A further check is being conducted in connec- | 
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races of the northern hemisphere, are those from 
25 to 44. 


Economic and social conditions within a country 
may greatly affect the national birth rate. The 
general trend in most countries is for poorer families 
to be more prolific than those in the higher economic 
brackets. Economic depression has a tendency to 
discourage and quite often delay marriage; likewise a 
rise in the standard of living of the population has a 
similar adverse effect upon the birth rate. Fewer or 
delayed marriages naturally implies fewer children. 


Periods of relatively high employment and pros- 
perity, on the other hand, cause marriage rates and 
subsequent birth rates to rise. Preparations for 
defence and the ‘‘lend-lease’’ agreements entered into 
with other countries by the United States, prior to 
Pearl Harbour, produced a high level of employment 
which in turn caused an increase in marriages and in 
births which were major factors in the population 
growth of that country. Passage of National Selec- 
tive Service regulations for mobilization, both in this 
country and in the United States, resulted in sharp 
increases in the marriage rates and subsequently in 
similar sharp increases in the crude birth rates. 
Adversely, the present large scale military participa- 
tion of both countries in the war, with so many of 
the male population removed from their communities 
of residence, may be expected to bring about a 
decline in the birth rate and the rate of natural in- 
crease, and thus depress the population growth. 


Birth rates may be expressed in several ways. 
Crude birth rates are computed on the number of 
live births registered in the calendar year, per thou- 
sand enumerated or estimated persons in the popula- 
tion at a specified time (in Canada, June Ist). A 
second method of stating birth rates is in terms of the 
proportion which live births bear to the women living 
at child-bearing ages, while a third and still more 
accurate method is to sub-divide the legitimate and 
illegitimate births and to then state the ratio of the 
former to every 1,000 married females in the child- 
bearing ages, and the ratio of the latter group to 
every 1,000 unmarried women in the child-bearing 
ages (15 to 45 years). Both of these latter methods 
of calculation are generally referred to as ‘“Age- 
specific birth rates”. Crude birth rates will be utilized 
throughout the Vital Statistics section of this study, 
the primary objective of which is to measure the need 
for, and the problems involved in, extending public 
health services to the people of Canada. 


INTERNATIONAL COMPARISONS. — Crude birth 
rates for various countries of the world, including 
Canada, are given in Table 17. It will be seen from 
the countries selected that while Canada’s birth rate 
is comparatively high, yet in comparison with inter- 
national birth rates for the three years under review 
(1935-36-37) her ranking position was twenty-second. 

Throughout practically the whole civilized world 
the birth rate in the past generation has been on a 
steady decline. A consequent reduction in the rate 
of the natural increase, however, has been partly 
offset by a synchronous decline in the death rate. 
The crude birth rate of England and Wales for exam- 
ple, was 24.1 in 1913 and although it rose to 25.5 in 
1920 it has fallen quite rapidly with minor fluctua- 
tions to 14.9 in 1989 and 14.6 in 1940. Similarly in 

rance, the crude birth rate has declined from 21.3 
in 1920 to 16.1 in 1934; 14.7 in 1987; 14.6 in 1938 
and 1939. In Belgium the crude birth rate in 1921 
was 22.0; by 1980 the rate had declined to 18.8; to 
15.5 in 1985; to 15.3 in 19386; to 15.4 in 1987; to 15.8 
in 1938; to 15.8 in 1939 and to 18.4 in 1940. 

In recent years the rise of Nazi domination is 
reflected in the crude birth rates of Germany and 
Austria. In Germany the crude rate in 1920 was 
25.9. The rate declined sharply to 20.8 in 1925; 
17.6 in 19380; and by 1933 the rate had fallen to 14.7. 
Since 1934 a pronounced recovery has been apparent 
as in 1987 the rate had increased to 18.8; in 1938 to 
19.6; in 19389 to 20.8 and in 1940 to 20.0. The crude 
rate for Austria in 1920 stood at 22.7; by 1925 it had 
ceclined to 20.5 and by 1930 to 16.8. In 1987 
Austria established probably the lowest birth rate on 
record for any country in modern times, that of 12.8. 
In 1988 the rate recovered slightly to 14.1 and then in 
1939 jumped to 20.9 and to 21.8 in 1940; during these 
last three years the country was definitely under 
direct German domination. 

The other axis partner—Italy—while reflecting a 
downward trend similar to that of general world 
experience, has within statistical knowledge always 
maintained a consistently high birth rate. In 1920 
the crude birth rate was 31.8 and in 1930 was 26.7. 
By 1985 the rate stood at 28.8. With slight fluctua- 
tions during the last five years, the rate in 1940 
stood at 23.4. 


BIRTH RATES. — The figures in Table 18 show the 
total live births and the crude birth rates per 1,000 
population in Canada, by provinces, from 1926 to 
1940. The table and Chart 6 indicate that in Canada 
the crude birth rate in 1940 still stood at a compara- 
tively high figure being 21.5 per thousand as compared 
to 20.3 in 1989. In 1921 the crude birth rate for 
Canada was 29.4; by 1926 the rate had declined to 
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24.7; by 1931 to 28.2; and by 1936 to 20.0. In 1937 
Canada established its lowest crude birth rate since 
the “National Registration Area’ was created— 
19.8. However, in the succeeding three years the 
rate recovered slightly. The comparatively high 
crude birth rate for Canada is largely due to the 
influence of Quebec and New Brunswick where the 
rate has shown consistent improvement over the past 
three years, standing at 25.7 and 25.9 respectively, 
per thousand population in 1940, compared with 18.2 
in Ontario for the same year. Chart 6 also reveals 
that within the other provinces there were wide 
variations, as indicated by the 1940 figures, British 
Columbia experiencing a low of 17.4 and New 
Brunswick a high of 25.9. 


SEX OF LIVE BIRTHS. — The following figures 
show the distribution of live births in Canada from 
1926 to 1940, by sex, together with the ratio of male 
children to every 1,000 female children. The Vital 
Statistics of Canada reveals that each province shows 
an excess of male births, which fact is reflected in the 
figures for Canada as a whole. 


Ratio of Mate To Femate Live Brrtss, iv Canapa, 1926-40. 


Live Births 


Number of Ratio of 
Year males per males to 
Male Female | 1,000 births | 1,000 females 

1926) ines 119,863 112,887 515 1,062 
Mt Pardanes Aare 120,655 113,533 515 1,063 
G28 crs crttene tera 121,505 115,252 513 1,054 
1929. Qb.tboeens 120,891 114,524 514 1,056 
LOS aster 124,852 118,643 513 1,052 
LOST veer o 123,622 116,851 514 1,058 
1932. 121,082 114,584 514 1,057 
LOSS gare eos nicks 114,388 108,480 513 1,054 
193842. 25 aa 113,323 107,980 512 1,049 
1935. 113,293 108,158 512 1,047 
19368. ecteoric ct: 113,289 107,082 514 1,058 
LOST Tee 113,148 107,092 514 1,057 
LOB Be cia Mencoie 117,862 111,584 514 1,056 
LOSOME i eenre 117,594 111,874 512 1,051 
1940 deen oak 125,279 119,037 513 1,052 


Over the period 1926 to 1940, on the average, 1,055 
male births occurred to every 1,000 female births. 
The proportion has varied slightly during this period 
and stood at 1,052 in 1940. The same ratio may be 
expressed on the basis of a total of 1,000 live births, 
and it will be noted from the above table that this 
ratio is definitely striking in its consistency, and 
averaging 513 males per 1,000 births during the 
period. This fact is practically established as a 
natural law throughout the world. Newsholme! 
comments: 

“The proportion has varied at different 
times, and is not the same in different countries; 
but in all countries for which records exist more 
male than female infants are born.” 


1 Newsholme, Sir Arthur — Vital Statistics — page 56. 


It may be noted with respect to this phenome- 
non that the same ratio does not persist, however, 
throughout all ages of the population or for all coun- 
tries. The general rule is that mortality is greater 
for male children: so that with increasing age the 
tendency is for a reduced ratio of males. In England 
and in most of the European countries there is a pre- 
ponderance of females in the general population, 
while in the relatively newer countries of the Ame- 
ricas and among the countries of the British Com- 
monwealth, there is a definite bias towards male pre- 
ponderance due to the greater migration of males. 


AGE OF PARENTS. — The total births and their 
distribution according to the ages of mothers, by 
five-year age-groups, for each of the years from 1926 
to 1940, inclusive, are shown in Table 19. The 
figures show that the child-bearing mothers in the 
age-group 25 to 29 had the largest proportion of 
total births with yearly averages ranging between 
26 and 29 per cent; that the mothers in the age-group 
20 to 25 were second with averages ranging between 
23 and 26 per cent and that the age-group 30 to 34 
was third with the yearly averages ranging between 
20 and 21 per cent. In the age-group 35 to 89 years, 
which was fourth, the annual range was between 11 
and 15 per cent. This latter age-group has not sus- 
tained its proportion of births over the fifteen years; 
in 1926 the percentage for the group was 15.1 but by 
1940 the percentage was reduced to 11.8. On the 
other hand, the proportion of child-bearing mothers 
in the age groups 20 to 24 and 25 to 29 has steadily 
increased during the review period. 


The fathers and mothers of the children born in 
each of the years shown in Table 20 have been arrang- 
ed according to age and then divided into four equal 
groups. Each point of age at which a separation 

‘comes is called a “quartile”. To obtain these points 
of age it is assumed that those in the same year of 
age are evenly distributed from its lower to its upper 
limit. It will be seen that in 1926 one-quarter of the 
married fathers were under 28.35 years of age, one- 
half under 33.31 years of age and three-quarters 
under 39.01 years of age; that one-quarter of the 
married mothers were under 24.48 years of age, one- 
half under 28.89 years of age and three-quarters 
under 34.26 years of age. In 1940 one-quarter of 
the married fathers were under 27.54 years of age, 
one-half under 31.86 years of age and three-quarters 
under 37.40 years of age; that one quarter of the 
married mothers in 1940 were under 23.85 years of 
age, one-half under 27.81 years of age and three- 
quarters under 82.81 years of age. It will be noted 
that in almost every case, for both parents, the 1926 
figures are appreciably greater than those for suc- 
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ceeding years. In other words, it seems apparent 
that during more recent years parents, generally 
speaking, are tending to assume the responsibilities 
of parenthood at somewhat younger ages. It is like- 
wise worthy of note that the range between ‘quartile’ 
ages for fathers and mothers is roughly four years in 
each group. 


Some issues of the ‘‘Canada Year Book”? contain 
tables showing ages in ‘‘deciles’’, which in a similar 
manner divide fathers and mothers in each year into 
ten equal groups of age in an array. The “‘deciles” 
likewise reflect the trend in Canadians becoming pa- 
rents at earlier ages. The following table further 
illustrates the trend of decrease in the average age of 
married mothers during the past fifteen years. 


AVERAGE AGES OF MARRIED MOTHERS IN CaNnaDA, 1926-40. 


Average Average Average 
Year age of Year age of Year age of 
mother mother mother 
1926 :s/.0 3% 29.0 NOS TE oper. 28.7 1936..... 28.6 
PGR eee 29.0 USS PAs eas i 28.7 193 (am ao: 28.5 
TO28r eee 28.9 1933...... 28.7 1938..... 28.3 
1929: relay 28.7 1984.0... 5.00% 28.8 1939 sures 28.3 
1930>. es 28.7 193d ate 28.7 1940..... 28.1 


MULTIPLE BIRTHS. — During the fifteen-year 
period, 1926 to 1940, out of a total of 3,529,669 
recorded confinements, 42,128 or one in 83.8 were 
multiple confinements. Of these 41,735 were twin 
and 389 were triplet confinements, while one, in 
British Columbia in 1931, was a quadruplet confine- 
ment of which all the children died within a few 
hours of birth. A multiple confinement which has 
received much publicity during recent years was the 
birth of the Dionne quintuplets in Ontario in 1934; 
in this case all five (females) are still living. In 
1937 there were 2 quadruplet confinements in the 
Province of Quebec, all children being born alive. 


In 1940 one in every 90 confinements was a twin 
confinement, a proportion that is fairly representative 
for the other years of the period. There were only 
14 triplet confinements in 1940 as against 36 in 1926; 
21 in 1931 and 31 in 1936. Of the children born 
(alive or dead), one child in every 40 was:a unit of 
a multiple birth in 1926 as against 41 for 1931; 48 
for 1986 and 45 for 1940. For children born alive 
the proportion was one in 41, 48, 44 and 46, respecti- 
vely and for children stillborn, one in 19, 21, 21 and 
22, respectively. In the multiple confinements dur- 
ing the fifteen-year period stillborn children formed 
an average of 6.2 per cent of the total children born 


2 Canada Year Book, 1931 to 1942. 


as against an average of 2.8 per cent for single con- 
finements. 


FERTILITY RATES. — The crude birth rate of a 
young country is subject to influences which vitiate 
comparison with older lands. These influences are 
the result, for the most part, of differences in age, sex 
distribution and marital status. For this reason 
birth rates are frequently based on the number of 
live births to every thousand women within corres- 
ponding child-bearing age groups in each country or 
community. Such rates are known as “fertility 
rates’. Reference to the specific fertility rates of 
married women in Canada, between the ages of 15 
and 49 years are given in the “Canada Year Book’’s. 


STILLBIRTHS.—For purposes of statistical analysis 
stillbirths are not included with live births and, 
therefore, do not enter into the calculations of 
‘infant mortality’. In all provinces of Canada 
stillbirths (dead births) are required to be registered 
upon a special form provided for that purpose. The 
Canadian definition of a stillbirth adopted for 
statistical purposes is, generally speaking, as follows: 


“A dead birth (stillbirth) is the birth of a 
viable foetus, after at least twenty-eight weeks 
pregnancy, in which pulmonary respiration does 
not occur; such a foetus may die either: (a) 
before, (b) during or (c) after birth, but before 
it has breathed.”’ 


The lack of uniformity in indicating the period of 
utero-gestation of a foetus makes it extremely dif- 
ficult to classify foetal deaths; in fact, except within 
the above definition, the laws of Canada do not 
require the registration of such biological events. 
To the lay mind there is very little difference between 
“abortion”? and “miscarriage”. However, by and 
large, the tendency of public health workers is to 
use the following definitions to divide into two 
categories for statistical purposes, foetal expulsions 
which occur before 28 completed weeks of pregnancy: 


Definition: 


“Abortion” means expulsion of the foetus 
before the twelfth week of utero-gestation; 


“Miscarriage”? means expulsion of the foetus 
after the twelfth week but before the twenty- 
eighth week of utero-gestation. 


A Committee of the American Public Health 
Association, which includes a Canadian represent- 
ative, is at present working upon a special code which 
will enable the statistical analysis of the causes of 
stillborn foetuses. 
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A foetus born between the age of viability (28 
weeks) and the age of foetal maturity (40 weeks), if 
breathing occurs at all, must be registered not as a 
“stillbirth”, but as a “live birth’, and is defined as 
a “premature birth’’. 

The following figures show the crude stillbirth rate 
per 100,000 population for the 15 years 1926 to 1940. 


STILLBIRTH RATES PER 100,000 PoPpULATION, IN CANADA, 1926-40. 


Stilibirths Stillbirths Stillbirths 
Year | per 100,000|/ Year | per 100,000}| Year | per 100,000 

population population population 
1926 75.3 1931 18 1936 Odes 
1927 76.2 1932 69.4 1937 56.5 
1928 FEM 1933 64.2 1938 57.4 
1929 10.9 1934 59.7 1939 56.3 
1930 75.6 1935 59.1 1940 58.3 


The figures show that over the fifteen years the 
stillbirth rate per 100,000 population has shown a 
reduction of 28 per cent. 

The figures in Table 21 show the total number of 
children born dead annually in Canada, by provin- 
ces, from 1926 to 1940, together with the crude rates 
per 1,000 live births. The table reveals that there 
was a general improvement in the rates during the 
fifteen years; in 1926 the rate stood. at 30.5, by 1931 
it was 31.7 and the trend was continually downward 
until 1987 when the rate dropped to 28.5. In 1938 
there was a slight decrease to 28.0 and in 1940 the 
rate stood at 27.2. 

The ratio of stillbirths to live births is said to be 
much greater for illegitimate than for legitimate 
deliveries, especially in the age-group for mothers 
below 20 years of age. This fact is borne out by the 
Vital Statistics of Canada and is due no doubt to the 
fact that the “unmarried mother-to-be” often en- 
deavours to terminate her pregnancy. 

The sex ratio of stillbirths for the fifteen year 
review period was 1,328 males to every 1,000 females. 
There was a total of 59,327 male stillbirths as com- 
pared with 44,666 female stillbirths, which indicates 
an annual loss of 3,955 potential Canadian fathers, 
and of 2,978 potential Canadian mothers. 


URBAN DISTRIBUTION. — Table 22 summarizes 
the total births in the principal cities and towns of 
Canada for the years 1926 to 1940, by five-year 
averages, within the following limits of population: 


over 40,000 population 
between 
20,000 and 40,000 population 
10,000 and 20,000 population 
5,000 and 10,000 population 
1,000 and 5,000 population 


3 Canada Year Book, 1936, page 150. 


(For distribution of Live Births by counties or 
census divisions, see Chapter [X—Institutions and 
Medical Attendance.) 

The total wastage of potential Canadians registered 
during the fifteen year review period was 103,993, an 
annual average of 6,933 stillbirths. It will be 
readily admitted that saving of even 50 per cent of 
these children would have an appreciable effect upon 
the national population growth. A goodly portion 
of the death toll of babies prior to delivery could be 
prevented. Without a full statistical knowledge, it 
is known that a fair proportion of deaths of foetuses 
are due to such causes as premature delivery, syphilis 
in the mother, malformations, birth injury, acute and 
chronic diseases in the mother and conditions inci- 
dent to pregnancy and childbirth. 

A carefully planned national survey of the causes 
of stillbirths should be instituted in order that a 
statistical measurement might be obtained of the 
loss of potential Canadians through ‘‘Miscarriage’”’ 
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and ‘‘Abortion” (both self-induced and induced for 
therapeutic reasons). 

It must be borne in mind that there always will be 
a number of stillbirths due to illegal interference with 
the normal functions of childbirth. However, an 
amendment to the present Vital Statistics laws of 
each of the provinces requiring complete registration 
of all ‘expelled foetuses”, coincident with the adop- 
tion of a scheme for the co-ordinated distribution of 
medical services, would provide a reliable foundation 
for a national research project to reduce pre-birth 
wastage caused by “abortion’’, “miscarriage’’ and 
“prematurity”. Such a survey might very well lead 
to the adoption of measures which would be the 
means of materially increasing the birth rate and as 
a consequence, the rate of natural increase for 
Canada. Without a doubt the extension of pre- 
natal care to all cases of pregnancy would lead to an 
increase of normal pregnancies and a very sizeable 
reduction in wastage from intra-uterine fatalities. 


TABLE 17—CRUDE BIRTH RATES PER 1,000 POPULATION OF VARIOUS COUNTRIES OF THE WORLD, 1935, 1936 AND 1937. 


Country 1935 1936 1937 

ona called Ae ee a 39.4 41.8 43.5 
(OEi0 TUE: BI in ee EN EE) a 43.2 43.0 42.2 
Straits Settlements.................. 41.8 44.3 42.1 
| PASSES Oe 1 Res eRe PE tec ea 45.2 44.9 41.6 
MOEN MOLAR er ME Eel si has oheicaus aude oundyeyan na 34.4 34.1 37.8 
ELTA LOY LECCE yes, ee hs Ce 34.9 35.4 34.5 
ROTEL ORMO I uct. tes haieien thous! dovele douguaavee 34.1 34.6 S0D 
ARPERDERGES, «6 Shs blo ena ER ee 33.5 32.4 32.1 
URE RONIN, SE 0 Barger Gere ca 30.7 31.5 30.8 
TIED Se od boa, Geet CROCE CR eae Cae 31.6 29.9 30.6 
(COBRGON 22 6 dae Ae eee eee 28.3 28.1 26.4 
Newfoundland and Labrador......... 22.4 25.2 25.0 
leteloeval, ale tS weds Gg ass Ia ne 26.1 26.2 24.9 
Union of South Africa (whites)....... 24.2 24.2 24.9 
PAT TOME RE ces ere cree cae cissis ob alate wists 25.2 24.5 24.0 
LBIUPSEARTED 5's Cela & SEO eae ETE Rene One 26.3 25.6 24.0 
Hit ra OMT i cts ec ws oho chavo dn stones 23.3 22.4 22.9 
JLT Os ee 23.4 24.2 22.3 
SMP GLATIC cman 515 oasis shecsrareeencls Pp 22.0 20.4 
BE eR Gs oy cs vive oo 8 21.2 20.4 20.2 
USHER GIEN. CAncio ee Ua OU DRA eIe Gomi 20.4 19.8 19.9 
CCANINTA LYN Sons oie Os ee ee 20.3 20.0 19.8 


Country 1935 1936 1937 

Netherlands tiesto ae eee to cle. 20.2 20.2 19.8 
Northern freland'y 2905). e9e) oe on. 19,2 20.0 19.8 
FIs eCSsisaeeet lb UAL Dp Meee Boge AL oT a OR a 19.6 19.6 19.2 
Biralan dieses Jenne te 4 5 sce ee 18.5 18.1 18.9 
Genmaniy oes tes aia howe ceva ots 18.9 19.0 18.8 
emma ick nae iia = cl acon chee te oe ah ete isle ied 17.8 18.0 
TORE VI a eCU eA eee! sc. cst vances ate 17.6 18.1 eery 
SCOULANCE SFr Raisins Pts as eee 17.8 17.9 17.6 
PATISUTG Letitia cheese sicko Gna MSD nee lots vote 16.6 17.1 17.4 
News Zealand /ibotel tis tere ape als J 16.1 16.6 17.3 
@zechoslovalkiani ve seein Lot acts 17.9 17.4 17.2 
United States (Reg. area).......... 16.9 16.7 17.0 
IBLOMIA METS to lia tonaeciee tet eters omnia a 15.9 16.1 16.1 
British Wishes. Ga su sus arisen aetols ye 15.4 15.5 15.5 
Beleiuma wee sets. erg Stine meets ee | 15.5 15.3 15.4 
INGOT WA Vip crests ley hele erst acd cape ie eh 14.3 14.6 15.1 
Switzerland inst eae are eee 16.0 15.6 15.0 
England and Wales............... 14.7 14.8 14.9 
TAT CO)A SUN Ah pt et Maeda eb) LU) 15.2 15.0 14.7 
Swedentsn Weis pec setieee cs ba. 13.8 14.2 14.3 
FANISUT IOP MS eee es coe cit eee re eons 13.2 Ta 12.8 


UTE 
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TABLE 18 — LIVE BIRTHS AND CRUDE BIRTH RATES PER 1,000 POPULATION, IN CANADA, BY PROVINCES, 1926-40. 


CANADA | P.E.I. | NS. | N.B. | QUE. | ONT. | MAN. | SASK. ALTA. B.C. 
LIVE BIRTHS 
MLPA Es SENOS 2 Geta Oe 232,750 1,752 10,980 10,340 82,165 67,617 14,661 20,716 14,456 10,063 
IG Peal dans Baar tM lata Al 234,188 1,697 11,134 10,479 83,064 67,671 14,147 21, 015 14,897 10, 084 
TOZS MAAR sta anieeeen 1 236,757 1,806 10,931 10,047 83,621 68,510 14,504 21, 261 15,692 10, 385 
UP AUN octet Ubaroac etc eae 235,415 1,670 10,688 10,235 81,380 68,458 14,236 21 446 16,924 10, 378 
OSU ry sence anleoreiias 243,495 1,749 11 346 10,534 $3,625 71,263 14,411 22; 051 17,649 10, 867 
LOSE ep eeinerets kata 240,473 1,879 11 615 10,801 83,606 69,209 14,376 21, 331 17,252 10,404 
LOS Ze) teat lees hte 235,666 2,027 11, 629 10,810 82,216 66,842 14,124 20, 814 16,990 10,214 
DOSS eLose Mele lots itches 222,868 1,946 11, 164 10,037 76,920 63,646 13,304 20, 145 16,123 9,583 
OSA teats e oie tee 221,303 1,943 11 407 10,164 76,432 62,234 13,310 19, 764 16,236 0; 813 
TOSS). At crete einen etnies 221,451 2,010 pa 617 10,388 75,267 63,069 13,335 19,569 16,183 10, 013 
LOSO iiss telshousters tal shale 220,371 1,977 he 808 10,513 75,285 62,451 12,855 19, 125 15,786 10,571 
POST. OAL: Melange she 220,235 2,093 11 572 10,580 75,635 61,645 12,888 18, 640 15,903 11,279 
USES ON oa a al 229,446 1,974 12, 241 11,447 78,145 65,564 13,478 18, 230 15,891 12, 476 
TOSO Tease eee tanto 229,468 2,128 11, 825 11,286 79,621 64,123 13,583 18, 059 16,470 12, 373 
1940) eo ees Bh 244, 316 2) 097 12856 11,700 83,857 68,524 14,771 19, 322 17,359 13, 830 
RATES PER 1,000 POPULATION 
LOZG At orrustces cin tater aie 24.7 20.1 21.3 26.1 31.6 21.4 22.9 25.2 23.8 16.6 
LOZ feerete roe ie 24.3 19.5 21.6 26.3 31.3 21.0 21.7 25.0 23.5 16.2 
OZ SS yy taitets feta 24.1 20.5° 21.2 25.1 30.8 20.9 21.8 24.7 23.8 16.2 
ERY SMe le cls Cra oe 23.5 19.0 20.8 25.3 29.4 20.5 21.0 24.3 24.7 15.7 
1 UAE RE ba) a 23.9 19.9 22.1 25.9 29.6 21.0 20.9 24.4 24.9 16.1 
LOS Ne ee), aces 23.2 21.3 22.6 26.5 29.1 20.2 20.5 23.1 23.6 15.0 
MOO e ys eile ee 22.5 22.8 22.4 26.2 28.3 19.2 19.9 22.3 23.0 14.5 
OS ON teleteie ererats une pe 20.9 21.9 21.4 23.9 25.9 17.9 18.7 21.6. 21.6 13.5 
Meer DOORS eae 20.5 21.8 21.7 23.9 25.3 17.1 18.7 21.2 21.5 13.5 
LOSS Suir aera ON 20.3 22.6 22.0 24.2 24.6 17.2 18.8 21.0 21.2 13.6 
TOS Ge ee eh iechanuel sed 20.0 21.5 22.0 24.2 24,3 16.9 18.1 20.5 20.4 14.1 
LOS Fei eens eee st 19.8 22.5 21.4 24.0 24.1 16.6 18.0 19.9 20.4 15.0 
LOSS ea Nats fae) tba ees co 20.5 21.0 22.3 25.7 24.6 17.6 18.7 19.4 20.3 16.4 
TOS OMe 2.) (UMN 2 20.3 22.4 21.3 25.0 24.8 biek 18.7 19.0 20.9 16.0 


1040 ae ee nella ee): 21.5 22.3 22.9 25.9 25.7 18.2 20.3 20.8 22.0 17.4 


— 
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TABLE 20 — QUARTILE AGES OF MARRIED FATHERS AND MOTHERS, IN CANADA, 1926-40. 


—[—=—=—$[[_—=—=_[IIIIIIy))o)o————————ee——— EE 


28.15 


First Quartile......:.. 28.35) 28.24 

Second Quartile....... OS.ol| SoeZo| Soule: 
Third Quartile........| 39.01] 39.04) 38.98 
First Quartile......... 24.43) 24.35] 24.25 
Second Quartile....... 28.89} 28.85) 28.71 
Third Quartile. .......| 34.26} 34.26) 34.16 


27.98 
32.89 
38.83 


24.10 
28.53 
33.81 


27.84 
32.73 
38.76 


27.86 
32.59 
38.69 


24.03 
28 .42 
33.89 


24.07 
28.37 
33.79 


27.91) 27.97] 28.04 
32.67| 32.77 
38.78] 38.74) 38.72 


FATHERS 


MoTHERS 


24.13] 24.17) 24.22 
28.45) 28.45) 28.52 
33.84] 33.79} 33.91 


32.78 


33.71 


27.89) 27. 
32.50 
38.39 


24.10} 24. 
28 .37| 28. 
3.60} 33. 


1926 | 1927 | 1928 | 1929 | 1930 | 1931 | 1932 | 1933 | 1934 | 1935 | 1936 | 1937 | 1938 | 1939 | 1940 


27.73 
32.12 
37 .82 


27.54 
31.86 
37.40 


23.98 
28 .03 
33.10 


23.85 
27.81 
32.81 


TABLE 21—STILLBIRTHS AND STILLBIRTH RATIO PER 1,000 LIVE BIRTHS IN CANADA, BY PROVINCKS, 1926-40. 


Year canapa || PEI. N.S. N.B. | QUE. | ONT. MAN. | SASK. | ALTA. | B.C. 
STILLBIRTHS 

7,105 36 356 242 1,940 2,812 434 556 418 311 

7,336 42 383 288 2,114 2,758 472 542 456 281 

7,577 45 331 261 2,323 2,793 473 563 458 330 

7,566 52 369 283 2,276 2,730 533 548 480 295 

7,707 40 387 340 2,405 2,713 481 547 525 269 

7,619 48 410 342 2,390 2,652 466 577 453 281 

7,984 80 474 324 2.385 2,377 385 525 481 253 

6,848 72 429 295 2,363 2,161 364 467 447 250 

6,452 67 350 284 2,232 2,091 369 465 363 231 

6,449 67 342 266 2317 2,140 331 405 363 218 

6,350 70 292 237 2,365 2,034 323 431 376 222 

6,275 63 294 273 2,312 1,988 345 398 355 247 

6,426 61 356 314 2,356 2,015 347 370 351 256 

6,365 58 364 289 2.415 1,965 328 372 335 239 

6,634 52 365 296 2,482 2,037 356 394 378 274 

RATIO PER 1,000 LIVE BIRTHS 

BOO G atta e HeLa 30.5 20.5 32.4 23.4 23.6 41.6 29.6 25.8 28.9 30.9 
HORT AC 31.3 24.7 34.4 27.5 25.5 40.8 33.4 25.8 30.6 27.9 
ROSS. 9, Sekuee abe 32.0 24.9 30.3 26.0 27.8 40.8 32.6 26.5 29.2 31.8 
chee ES 32.1 31.1 34.5 27.7 28.0 39.9 37.4 25.6 28.4 28.4 
Ee aa GA 31.7 22.9 34.1 sae 28.8 38.1 33.4 24.8 29.7 24.8 
CONE A No cee 31.7 25.5 35.3 S17 28.6 38.3 32.4 27.0 26.3 27.0 
1988 Yr as 30.9 39.5 40.8 30.0 29.0 35.6 27.3 25.2 28.3 24.8 
OER (A IE ND a 30.7 37.0 38.4 29.4 30.7 34.0 27.4 23.2 27.7 26.1 
oe aaa 29.2 34.5 30.7 27.9 29.2 33.6 rege 23.5 22.4 23.5 
NOB Gd te.e Siok 29.1 33.3 29.4 25.6 30.8 33.9 24.8 20.7 22.4 21.8 
EER 28.8 35.4 24.7 22.5 31.4 32.6 25.1 22.5 23.8 21.0 
1937... 28.5 30.1 25.4 25.8 30.6 32.2 26.8 21.4 22.3 21.9 
1938... 28.0 30.9 29.1 27.4 30.1 30.7 25.7 20.3 22.1 20.5 
1939. . 27.7 27.3 30.8 25.6 30.3 30.6 24.1 20.6 20.3 19.3 
“a Oe. 27.2 24.8 28.4 25.3 29.6 29.7 24.1 20.4 21.8 19.8 
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TABLE 22—LIVE BIRTHS AND STILLBIRTHS IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 
BY FIVE YEAR AVERAGES, 1926-40. 


Population ~ Live births Stillbirths 
City or Town 
Census Census Average | Average | Average | Average | Average Average 
1931 1941 1926-30 1931-35 1936-40 1926-30 1931-35 1936-40 


40,000 POPULATION AND OVER 


818,577 903,007 20,205 19,002 17,993 724 691 583 
PROKOMLO MONG. icek as yikes 2 Behe se nape ie 631,207 667,457 12,210 11,436 10,441 539 435 331 
Waneouver, B.Chy 0s .cce sdk sons cen cen 246,593 275,353 3,776 3,359 4,039 115 87 80 
Wrammaper, Many 8.5..5 3.00 sc 4th nt «ogee nh 218,785 221,960 4,527 3,944 3,785 190 125 102 
IBISVSUI Nave A OTe G Aenea MERE ty Same eRe TE 155,547 166,337 3,041 2,958 2,928 129 110 93 
OMGDEE QUCr oda aie ces dhe Sing oes 130,594 150,757 4,379 4,137 3,976 125 148 160 
OGlawa, Ont. fos). san certeos ve camacee 126,872 154,951 2,965 2,962 3,178 108 99 103, 
Wancsors Ont ie ieg ccc. 0. fhe. ne aap 98,179 105,311 2,791 2,038 2,173 103 65 66 

83,761 88,904 1,806 1,695 1,720 71 56 


OnIPRTVPAIGR, ean. tks | Shin) a see 


79,197 93,817 2,122. 2,246 2,731 68 58 56 
eee Or Wh. Fb gas noon BE 71,148 78,264 1,381 1,379 1,589 67 55 54 
OE ES agi GS a ee 60,745 67,349 1,057 1,021 827 38 34 26 
NSN ss. ds es 59,275 70,488 1,457 1,630 1772 58 60 54 
SE ae ee See 53,209 | 58,245 1,368 1,270 1,331 37 34 31 
5. SS es ee sen 47,514 51,741 1,144 1,203 1,294 53 46 45 
Mendis Sak ore 43,291 43,027 1,058 955 928 40 31 21 


20,000 TO 40,000 POPULATION 


RC HOMIA ESO ee sce ths 5 abe wd ene 
Mroisshivieres, Que, :./ 45-1. 9%... ssa. + she 
er ehener: Ont. iycit osc. espe sais an ees 
EPA ELONG ONCE etoys ints s+ Seka snd se Ss 
ist, QUNGES IBES Sabolee olin Geseeeeeemamer 
DHEEDTOOKEN QUES. oo. 5.0j. hes oe ee nee olede 
Outremont Quer soos ods chide eee eos ok 
meBOruvilliam, Ont). Gi kesh eae 
Spa@avnarimnes "Ont... .$.5285. 6. 05h 2 chee 
Westmount, Quer. 5.25.2... Bb sc. 00. Fe 


35,450 42,007 1,329 1,187 1,144 36 48 
30,793 35,657 754 752 788 28 22 
30,107 31,948 682 627 626 27 26 
29,433 32,947 1,001 875 842 29 36 
28, 933 35,965 786 753 872 25 dl 
28, 641 30, 751 124 95 52 3 3 
26,277 30, 585 635 558 520 23 16 
24, 753 30,275 596 589 648 21 17 
24 235 26,047 110 313 260 id 14 
23, 439 30,126 595 657 763 32 24 
23, 439 26,813 645 525 545 28 26 
23, 089 28, 305 511 587 640 10 9 
23,082 25,794 613 574 595 25 23 
22 327 25, 350 579 577 675 34 32 
21,299 20, 753 623 464 496 21 8 
21,075 23,273 395 351 294 15 14 
20, 706 25,147 672 703 892 28 31 
20, 689 22,763 518 494 550 ‘13 14 


Peterborough, eat Dititate Geo erent ee > A 
INIOMSeTO AW NORSK. sc eae cee ot ee 


Moncton Ne Dems oe hee tec ects be oaae 


10,000 TO 20,000 POPULATION 


Port Arthur, Ont.. 19,818 24,426 542 511 606 23 15 


Niagara Falls, i St Ee ae 19, 046 20,589 466 421 422 21 18 12 
Ladin. QUIEN. . Qe Wena GE Seen aes 18, 630 20,051 442 398 394 16 16 15 
Shiela (OL - ye che ERI ee eee ee 18,518 32,203 498 797 Pog 23 27 38 
Srretiay, (CaN eth: o Atha eI: oe ee ee 18,191 18,734 431 413 464 18 16 14 


17) 742 17,038 384 340 393 16 10 
17,524 21 967 525 558 789 23 20 
17,082 1% 383 392 303 278 16 12 
16,305 18, 157 843 1,064 1,290 35 34 


NewsWestminster, B:C;...22.... 652.0). 
Brandon ean nts Nessie loka AU 
St. Boniface, Man.. 


North Bay, Ont.. Lisi c RARER ASS 15,528 15,599 417 390 407 20 12 17 
St. Thomas, See Ge a ae oe 15,430 17, 132 326 296 398 15 11 13 
Shawinigan Falls, Que.................. 15,345 20,325 658 570 528 16 14 21 
GhathamOnteee 222 Pes ks. ale | Oe 14,569 17,369 485 484 735 24 22 24 
Timmins, Ont ee, Soioiio ke seve > ee ea eae ee ee 14, 200 28, 790 491 563 855 12 18 28 
Co yo Se ne open ae 14, 006 15, 346 277 296 303 14 11 10 


13, 790 15,710 370 376 478 20 17 
13,489 14, 612 436 531 638 17 15 
13,448 17, 798 333 352 409 12 18 


Lethbridge, PAGAN ee eis cdht hee a yan aes 
St-tvacinthe; Quel... .3.. ig... 0s. 0 


39,082 44,068 717 697 854 24 21 17 


NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 22—LIVE BIRTHS AND STILLBIRTHS IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, - 
BY FIVE YEAR AVERAGES, 1926-40.—Continued. 


————lllllSSSoSoaae=eeeeSeeeeeeeeeee_eh_e_ee____e_e_e_—ee__=_=e_=_=QQQeEej]=e—[——l————EeEEeEeEeEeEeeEeseseseses>se>>s>>>s>s>s>s>>>g>T>Ee=e==EeeEe—E—e—OEeEeEeEeoOoeEeEES———SSSS—SS— 


Population Live births Stillbirths 
City or Town 
Census Census Average | Average | Average | Average | Average | Average 
1931 1941 1926-30 1931-35 1936-40 1926-30 1931-35 1936-40 


10,000 TO 20,000 POPULATION—Continued. 


OwenlSound, Ont seein ee clas ote 

Charlottetown, :Pebd....5 cee ecco ene 

Chicoutimis: Quewy...n as ences mee ee 

DEVS [Quesysainva se os eiteneaeaette ts oases ete 

Valleyfield; ‘Ques... 'c0g.0 ateptaens +e ute 

Woodstock, Ontiiei sie Geese 

Stodeamy Quen s ieee. eects crannies eines 

Cornwall Ont: ais. ect seen codons 

Jolietbe; Quen ey, ey en vensteveyai ecole 

Welland) \Onts tes, tec lt yore aie yoceterate lei 

Thetford Mines}. Que, foe. + sees ote 

Granby, ‘Quel Maes na ewe oe ale eee 

Sorel s Ques cia.c's she shears erarsptiat dt eee yates alee 

Medicine: Hat, Alta... «ae ocls eee et 

Prince: Alberts: Saskso. 5 cscs eaum one 9,905 12,508 334 398 508 14 16 15 
Brockville: Ontiannscs dye oske aeiion 9,736 11,342 224 248 303 ll 14 13 
Jonquiére; Ques. 42.2). bse sass sone 9,448 13,769 521 439 477 14 ll 14 
Pembroke, Ont.it)« «sey da geen ase Sais var 9,368 11,159 299 290 296 21 10 14 
Martmouth, IN: Sisu c dieters cme acites 9,100 10,847 168 144 122 6 4 2 
SGyéréme: Quen. wns ese eee ee 8,967 11,329 340 273 257 12 13 9 
New Glasgow, NGS. c./5 ds ccmtaerr sistnaisie ete 8,858 9,210 275 342 443 8 12 12 
Fredericton Ni Bes: hoe SIR sees ee 8,830 10,062 200 192 241 8 9 15 
Cap-de-la-Madeleine, Que............... 8,748 11,961 405 295 281 10 12 10 
North Vancouver; B.C... 0.0.2.5 04. eee 8,510 8,914 181 177 199 6 6 4 
Riviére-du-Loup, Que................6-. 8,499 8,713 257 222 187 76 5 8 
Orillia. Ontss 0s iaiaracioare hee coat le ee 8,183 9,798 246 249 290 12 10 13 
Waterloo, Ontobivauia stent nebe y sleaie ees tere 8,095 9,025 126 90 53 5 2 I 
PBruro [NGS ci vo clic e occa eta eteratoss lene archant 7,901 10,272 190 187 226 <i 9 11 
haiPuque; Quel ish oe pelares sade ale ete 7,871 7,919 288 265 245 6 a 7 
Barrie) On tits. sues sce spoke ete ries coitus tone 7,776 9,725 176 199 242 8 7 8 
Sydney Mines) \N.Si.2,. arate sc eee «tee 7,769 8,198 235 226 217 9 7 8 
New Waterford, N.S.............-02 000. 7,745 9,302 245 304 283 15 14 8 
Pradl B. Cas Be ne eae biate 4 ei 7,573 9,392 176 223 344 2 4 5 
Lindsay; Onts ktaag Gani tere sin ake weary acre 7,505 8,403 179 187 258 10 10 12 
Amherst, NUS: Ueas cee asiele cinny ne ath ac eee 7,450 8,620 133 152 190 ia 8 8 
New Lorontos Ontos Yarsneessi vais 7,146 9,504 116 106 67 6 2 1 
Smiths Halls (Ont, aceite alee 7,108 7,159 178 140 164 8 6 4 
TAuZON, Ques ssc acsmsnici see sane e oe 7,084 7,877 216 173 140 6 6 3 
Marmouthy INS pera isin sete eioks oostsraiens 7,055 7,790 172 177 197 8 9 5 
Midland; Onto. /onecrashiers ane sevvenie otras 6,920 6,800 196 203 200 9 10 8 
Mimico Ont ha sols sites cute eee 6,800 8,070 126 135 113 i 4 6 
Kenora) (Ont oas ae atadins ts contre ca eran ects 6,766 7,745 197 192 256 7 a 10 
Nanaimo, B.C eeu uaartes cock ones 6,745 6,635 195 150 181 6 4 4 
Hastview, (Omtitaccitsscrsls ors oe laches) ate 6,686 7,966 187 172 163 5 6 6 
DrummondyilleQuesy).. see se oe ls ne 6,609 10,555 301 340 253 8 12 9 
Portagela; Prairie, Manse ieee cis ca ls atte 6,597 7,187 192 196 254 8 8 8 
Campbellton; iNEB ose; Acaeee. cise as one 6,505 6,748 272 252 312 13 £2 12 
Port/Colborme;Ont.oges os seen. ise eee 6,503 6,993 158 124 82 3 3 2 
Grand’ Mére; (Que. s4).fac 0 oeate a aca 6,461 8,608 224 189 190 7 10 9 
Bamundston i NeBajee. coherency ae arate 6,430 7,096 254 230 225 6 8 7 
Springhill. NiSenneseeacie tee eres ois ee 6,355 7,170 200 201 217 9 7 a 
Princes RupertiB-C aes eee ee ace eee 6,350 6,714 12¢ 104 122 4 2 3 
Macor. Que a ajeel ie anclorsoltione eveae eiclAats 6,302 9,034 206 224 243 8 7 10 
Preston, Ont: ogee. csasise aoc sess ate 6,280 6,704 101 78 60 5 4 1 
Brenton Ont. tee citete sha aed 6,276 8,323 132 129 140 4 4 3 
NictoriavillesQuess ss aecemtt es ois cers 6,213 8,516 183 214 220 6 9 7 
Kamloops! B. Cates cesar eee a aici coe 6,167 5,959 165 193 227 6 6 5 
North Sydney, INe Si numaccmeace ces c ee 6,139 6,836 176 175 212 9 9 8 


NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 22—LIVE BIRTHS AND STILLBIRTHS IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 
BY FIVE YEAR AVERAGES, 1926-40.—Continued. 


a 


Population Live births Stillbirths 
City or Town 
Census Census Average | Average | Average | Average | Average | Average 
1931 1941 1926-30 1931-35 1936-40 1926-30 1931-35 1936-40 
5,000 TO 10,000 POPULATION—Continued. 
PLeesen reeetras tt SME Rese! RAD WAW SIDE ROTC NYETAD MEAS athe Neil arn STM Tap ROMO! Ny A Sy 
MERTEN DENG. CUCL rch watt ca miciise oreckae arate 6,075 6,417 66 57 51 1 3 1 
Nelson, B. om Retna uated deen: 5,992 5,912 133 169 215 2 2 6 
North Battleford, ‘Sask... Loree Sarchdaitecs se 5,986 4,745 238 231 279 8 7 6 
OMUp EIS ON Ueo so e.% 8 pipe + spelen were 5,904 6,595 (2) 100 113 @) +f 3 
Cobourg, Ont Hohe nec Meenas SEReae Reh & amend 5,834 5,973 - 126 127 154 6 6 9 
Collmewood) Ont. iis sias es ence eee 5,809 6,270 112 122 161 4 4 7 
MreMSCONAS WIAD Gol ia ran Pies nih 2) 4, Mane 5,747 5,495 90 40 12 4 (3) 1 
RUIMMOUGKA KOUCHs «ce s:sie% a dctels + geareata a inne 5,589 7,009 237 209 209 8 5 8 
EAM LOM PONS, ...i5 dsr eters 4 sf aye cos ahah 5,532 6,020 133 162 205 5 6 5 
Borer E PANCIss Onbciees Celene. we Sele tie 5,470 5,897 183 130 147 5 3 5 
SEE Ege ORE Maid Mab 5,407 7,087 157 119 83 4 6 4 
Susthaurents Queso 6 sce ies ac caeis » eee 5,348 6,242 122 116 81 3 3 3 
UOTEPO WAN OOTItHES 5 ais darkest y 0:6, wists 6 Searle 5,296 5,511 149 159 161 Yf 7 7 
Make urrenty Sask. vse Velen cts wis ayn cn 5,296 5,594 162 164 223 8 6 5 
Ingersoll, Ont. ASD a Sano BERR Sen 5,233 5,782 113 120 150 4 4 5 
BLINCOCMOM beam «aise cisdoe <cskcuoe ahs aictaee 5,226 6,037 188 238 325 8 7 10 
lakes bury a OMti.ce s.foe ies «ai sgere eae 5,177 6,263 195 167 211 5 5 6 
mimorold Ont, 4). rises om ae veser aes 5,092 5,305 106 67 68 4 2 4 
PTE OVE ONG. er coos sets ear ae © totnspendannie 5,046 5,904 46 39 22 2 1 a 
ROM KGOR OAS Kor a. che Seynelorys dio ce a ewe yf 5,027 5,577 158 172 264 8 Uf 7 
MPU AS ONG tials ner hia sins 5 cha cienes cates 5,026 5,276 70 51 23 2 1 (3) 
MILCHATEORSAN GS ..0 sincere sida vecke c/s rsveruns 5,002 5,351 87 61 30 1 2 1 
WE VIOUITTI OAS: o's stistnaaeel spiel scolar lear 5,002 6,179 136 114 112 5 4 2 
1,000 TO 5,000 POPULATION 
Menming ton OMG. schcsse sei 20 vse sho 5ttn ere 4,902 5,858 101 107 185 3 6 6 
EGE VEEL OPO NONME. «cele & cjeys s slo, od sta's eoere 4,723 5,055 104 96 113 5 3 4 
BVeStON MO MGseaa cae s ee ehe vis jake so ene 4,723 5,740 62 79 114 3 2 2 
Kelowna sean es scfar cine tou athe «koe te 4,655 5,118 145 162 218 3 3 3 
Buckingham, Que....................0- 4,638 4,516 158 143 140 9 5 5 
NamtrealuNis Que, sats cm teas «seeds os ath 4,519 6,152 89 99 81 2 4 3 
DE Ta Ge AR 4,500 6,579 286 204 218 7 3 4 
GoderieMMOntenn ae eick nets sain els aca ntees 4,491 4,557 79 82 106 4 3 4 
TL SR Oe SCT an 4,486 4,915 120 155 207 4 5 6 
Riverside mOO bins 4 is. biskiee 4 oi15 9 a tseletin 4,432 4,878 98 73 45 4 1 1 
Wallaceburg Ont: cia. h. siete cin co de nets 4,326 4,986 111 91 67 4 2 2 
DuurceonebialicwOnte. 6. c. css yo tachi ns 4,234 4,576 197 169 170 6 6 8 
Arona COOUOM Le hii carina ts wards oer. 4,205 4,055 112 98 70 2 3 2 
SS PMEIOLNOMED One Hh diet teys eres a0 ote cont eae 4,185 4,061 95 73 59 4, 2 1 
levis (Cyn Sago cigs SAAS Rie Perec 4,137 4,637 90 88 92 2 4 2 
Wanleton Place, Ont...) 26.05... 6ed.a2e 3: 4,105 4,305 69 59 39 3 3 1 
BECO TMAME MA Ties i aia Be a a2 he shee 4,099 4,458 99 125 151 4, 5 6 
Bowmanvillen Ont act cg dees eines 4,080 4,113 108 103 128 8 5 6 
ombper@ aire; Que ie. oh «cca g hs veils ngs 4,058 4,536 62 oll 36 1 1 (3) 
Wari COOkMOUC ON aa casa k bois bagless ents 4,044 4,414 125 104 98 4 5 1 
Penetanguishene, Ont ee eo ore «eee 4,035 4,521 120 112 116 5 8 5 
Brepbasw Maree pati nchis tes ck vetoes 4,030 3,181 89 110 115 2 5 a 
EM RYDER, CRS CRUE oD OTE eee 4,023 3,895 98 75 54 5 a 3 
OMANI M NAB EN oe slosh ci vercodc acids ohicaee: 4,017 4,082 153 127 154 8 5 8 
PD AIMOUSIOPNG cea cage eosohes 6 viclv aes ope 3,974 4,508 61 131 107 1 3 1 
Dauphin, ‘Man BE USP Pesce s Gices schecat cule ehiegtrs 3,971 4,662 115 149 228 6 6 6 
Geciosoph-d' Alva, Que.. A a ee 3,970 6,449 @ 248 272 @) 6 8 
Wor nTave MOM ieee nya) Leite ele plntsalis. «ices 3,963 2,844 136 147 130 4 4 3 
SMES bya CME Sari. nd tiaterals cbipaciouyee 3,946 4,115 80 45 21 2 2 — 
ETHOS Oe os PhS te bbe cari a 3,937 5,209 106 143 218 4 3 4 
Nantmagiy OQ Uei« wictits. cee he atari 3,927 4,585 183 188 164 2 1 4 
OE ie oc vee ce dee nae 3,911 4,560 151 134 122 7 5 5 
HUA CHUITO MOU Hs s/s ois sys hove aehs syectusllalaariontes 3,906 5,310 110 107 122 2 3 5 
VEGI allem Saskane cceids nupgsee sie aaeaiioe 6 3,891 4,011 113 104 104 5 2 2 
oes Choe, a i ie eS 3,885 2,376 104 73 77 3 2 2 


Q) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936, 
@) Figures not available. 

(8) Less than one. 4 

NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 22—LIVE BIRTHS AND STILLBIRTHS IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 


BY FIVE YEAR AVERAGES, 1926-40.—Continued. 


Population Live births 
City or Town 

Census Census Average | Average | Average | Average 

1931 1941 1926-30 1931-35 1936-40 1926-30 

1,000 TO 5,000 POPULATION—Continued. 
Onkville: Ont eee penta ieee ee 3,857 4,115 51 58 40 1 
Kapuskasing: (Omit. ihe ese tse is aoe 3,819 3,431 @) 164 145 (1) 
Starve: Ontan eee We meters: alt te cual 3,802 3,635 64 52 45 3 
Summerside; eRe Weds ee lel sic) Boll} ae ee 3,759 5,034 92 133 158 4 
Newndarkety Onibe's ere gehumiste yaciaie kak 3,748 4,026 112 147 196 4 
Besubarnois: (Que civ aa ae ake s boats 3,729 3,550 83 114 72 2 
Gananoque Ombyy.  aieisiuaeisicta ee tela uae 3,592 4,044 81 66 85 2 
Preton One sued ah ae Bee shoes yhe dae 3,580 3,901 87 lll 168 4 
East Angus, SOT CoM NN Ere Wi a) URS SSN 3,566 3,501 138 108 au 5 
Parry! Sound! Onis asa sayeere: & elke BiDi2 5,765 142 178 234 6 
Napanee (Ont Qiiuniet oie rknate elaine «ele «aa 3,497 3,405 42 45 44 1 
StiStep henna ep ater sccm ue lets dh) SoU Nae 3,437 3,306 154 143 219 6 
Wianaawille ROnta eae we tall Lh A ae 3,405 4,028 91 90 101 3 
Tallgombo umes v@ neta ype siete ge | 5 ely etna io) Shae 3,385 4,002 88 113 222 6 
IN@wiGastle SNR: Me eseis ay, LUNE 3 ed). deci amy 3,383 3,781 108 95 141 5 
Bathurst, NG eis lah elg yet. reat. Mae 3,300 3,554 110 108 171 3 
Stem ndrecen@ue vi Remi. be. yam 3,292 4,659 153 78 80 6 
Brid SEwatere UNDO he au ck cry iinle He otal ay ae 3,262 3,445 65 65 123 2 
WoodstocktiNe Bagh ohn eo). 0c. on ais 3,259 3,593 73 82 124 1 
Beatport Queer yaa.) seiclairs ceo edatlal dlakane 3,242 3,725 Q) 117 68 @ 
ER OU yan STERN EAU ve cy Meech! sr clean g eae 3,225 8,808 @) 141 232 @) 
Montreal W., Que.. SE LY a a 3,190 3,474 4 2 3) 1 
Copper Cliff, UTR na GFR BE RMR 6 £ 3,173 3,732 75 75 40 2 
Pictou, N.S.. WR Act eth Mos ahyac at Meats Syla2 3,069 47 57 57 1 
Hanover, Ont.. Se eemue rat ABM BYR erE AL assh RL eA 3,077 3,290 65 66 72 3 
Cranbrook, PEO le oak. see 3,067 2,568 127, 47 2 4 
Buriimeton Ont un sce thy an sear uroea 3,046 3,815 32 29 25 1 
REM Vale aINU Sse ib ege aU SIL) ea eLa ay age aaaline 3,033 3,928 50 46 87 (3) 
Winsor SING Ses, Bye I oa ae 3,032 3,436 87 100 154 3 
Mrumbetlers Adiga sto. | cA. vd cate 2,987 2,748 269 258 243 9 
PrescoteMOmty gi Ben as tee el wee yaya 2,984 3,223 45 39 26 1 
Pointe-aux-Trembles, Que............... 2,970 4,314 68 60 51 2 
StrathroyenOnten eb en let a)4 ie en 2,964 3,016 83 80 118 4 
Ste-Agathe-des-Monts, Que.............. 2,949 3,308 96 69 78 2 
ISGEVAN SASHA M Cc iA iy Mee Rowell Ait eis Mes 2,936 2,774 109 83 111 2 
Timvenmess! NES fei lee IB) reid, otal! 2,900 2,975 78 120 155 2 
New Wiskeard)\Onty. 2.42. 2b Winks Bie 2,880 3,019 103 82 63 2 
INKeolets | Quen nee) 2520 Blaise eles die 2,868 3,751 68 62 67 2 
ARY ers si eh ate OWN) 84 Oh) APP anette oye ea ger toa 0 2,848 3,657 51 62 95 3 
Donation WNGS Ry ye aes ay) See sietomiabens 2,846 3,279 34 31 38 1 
Ayer 1 Qe! Wei Union Sein ote rs etd epee 2,835 SUIS 73 66 59 1 
Biintsvalle On tae 4 Sy bins sande siaenals 2,817 2,800 89 70 78 6 
Hadley pany. O nits ye sd ies cae etl one 2,813 2,268 77 70 70 2 
BindeniverOnmtel Poe age eee 2,805 2,619 93 118 105 7 
bemvilleni@yie yank. classi genie) abel 2,778 3,454 99 76 75 1 
Laprarrie Quest 3 occ SUR cig avin eae 2,774 2,936 105 79 53 3 
Roberval Quen wih a Wie seme i a 2,770 3,220 147 103 106 2 
Amiberstpure yvOmtey 205i 2c44l olen a a sees 2,759 2,853 52 44 36 3 
Hespeler, Ont.. Bee ete nd ead Aa 27 p2 3,058 44 34 24 2 
Campbellford, ET bu ae an 2,744 3,018 53 42 62 2 
Revelstoke, B.C.. SAO OM cae Senne oe 2,736 2,106 73 58 57 2 
Fernie, POA PNET Cee samnl ie iby Ue? Die 2,545 76 59 57 1 
TUNED DUPE INES Hendy uid ate Geta ete eee tens 2,727 2,856 39 41 37 3 
WimcsonsQ ue ares as oe tig, Se 2,720 3,368 108 88 80 3 
Laval-des-Rapides, Que...............4 2,716 3,242 29 20 18 (8) 
Eistowel Om tyre aici bey Abe lk ee inlet. eels 2,676 3,013 55 67 85 3 
AGiVeNDOOL INES ere wed attclh a oketae pase steees 2,669 3,170 46 78 110 a 
Donnaconar Query. ack. cau ha eae 2,631 3,064 119 85 86 2 
IMeshords Onty ania eek ab aelsielaleen uae 2,624 2,662 43 45 70 2 
Orangevillet@npe eshte cero.) wean 2,614 2,718 64 78 101 5 
(Trenton iNESann iat sie Elle i” aia 2,613 2,699 55 43 28 1 
Richmond RQ wer ae <b. ese hs cee 2,596 3,082 63 42 43 1 
PetrohanOnveayie se coe 2b ci valaae eee 2,596 2,801 84 80 127 6 


@) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 


(3) Less than one. 


NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 22—LIVE BIRTHS AND STILLBIRTHS IN,THE PRINCIPAL CITIES AND TOWNS OF CANADA, 
BY FIVE YEAR AVERAGES, 1926-40.—Continued. 


Population Live births Stillbirths 
City or Town H 
Census Census Average | Average | Average | Average | Average Average 
1931 1941 1926-30 1931-35 1936-40 1926-30 1931-385 1936-40 


1,000 TO 5,000 POPULATION—Continued. 


PANINIONS | CMG AGE © ci vaut See SEAR hele dee oI 2,587 2,726 36 18 10 1 1 (3) 
NeRMICCOM yy OMUE cic cto cities shies sie ln culos Ske 2,523 2,993 32 22 14 1 1 ) 
BEINCe, GEORGES. On. eerie 2 ee ayes wel 2,479 2,027 76 87 99 3 2 2 
AOU VIC OUCH a 2 sa Ae ave biel os she ss ohte 2,468 3,248 165 100 119 3 1 1 
HMC AT CIOS OU. r iui ct oie liersieiiarale vlectela seers 2,465 2,507 74 17 4 4 1 (3) 
(CLLR AOS dB Cie SS Seine Gea) e 2,461 3,675 114 122 11 2 4 (3) 
BTACEDMMOGE? Olver see) sence oe ates ae 2,486 2,341 78 80 100 3 2 5 
TRCTROIET, UG she 62.4 shareidle 2 oat ota wie Se 2,431 2,634 93 83 70 1 2 1 
Neer COM OIG. tspcuk oc leis) ceva te che. ay nate 2,431 2,679 58 77 100 4 6 3 
Ste-Anne-de-Bellevue, Que.............. 2,417 3,006 81 61 45 2 Pp 2 
PMEMOMUC AOU deers select eit cia ne tern ee 2,415 2,543 89 94 114 4 2 3 
BIO AT  SASKy oulh ga sia) < eh aecte Maceiwiertl s, een +. Ale 2,369 1,930 96 77 86 1 3 (8) 
Pomsevilles Ques .ccactoecths soe tiektss ae 2,365 3,542 89 120 109 1 4 5 
Hamallle "Que. city c.cirs or systckea +, we Geils a sete 2,362 4,651 a) 58 49 (@) 2 1 
[Posey de Vayera chika 8 GR Seem mele pein RSI aR os. 2,356 4,584 60 85 210 3 3 4 
Reda een: Altate ss <'. Fe neste oo tres stmesrie hake 2,344 2,924 Lg 106 146 4 4 5 
AONE CALIPER UC Ee wines 4b cee ws os bole. or oaks 2,342 3,243 151 102 110 2 3 3 
GEOL CLOW ORs. so <see seks sccsenbe + «tiene 2,288 2,562 28 27 16 2 1 (3) 
PANY MIN CIS OM Ge besce- eae etre; sic ye dey oot Ste 2,283 2,478 29 25 25 1 (3) (3) 
EO aTOSCPALCA Ms) tte cdakcals cebes: Sette 2,258 2,598 126 119 181 6 5 3 
Seer eu Nie BRR: MAB ieae (ales eerie AOI) 2 2,252 3,027 39 39 47 1 1 2 
INEAM OA OUCs Aer ar seein Tao o's che a wet: 2,246 4,576 Q) ; 123 230 @) 2 12 
NAGSINETe ALM). QUCr se, aie eee we cuanchs suelo s 2,242 2,355 31 50 57 1 3 4 
RR VLC N ING Pai cert) a juts eiReaie ain. e age sts ores 2,234 2,489 54 45 49 2 2 1 
MeeaTT SOV OMG ye yesh cs Oe oe ensacde, 3 pee 2,198 Zool a) 35 51 @ 2 1 
WEELOO sO) UG Mei. io ss gestcttes co nleote De eRe 2,192 Sale 65 (3) 64 1 2 3 
Mines Vile mONty ace 2G fice swe gh os ee 2,174 2,317 49 44 34 2 1 (3) 
Miri oval, Ge... ¢ cciste sail ats enacts 2,174 4,888 HG) 3 7 @ — — 
Or lnog ARSE alee Ula On ane Rane tm 2,170 2.012 a) 26 14 a @) @) 
plaka ake. Cees: con kuin dee cree mobs sete ZAGE 2,276 95 57 82 2 1 2 
cos pop ARES DD a, a 2,153 2,862 a) 141 157 @ 4 8 
SME ETITOSCH MOM fo. Bh OE Na icdes sabes mrt ns 2,129 2,412 @ 54 46 Q) 3) il 
Wietaskanviitl, ALGAEC ose cls oils ce cu ass ee Stet 2,125 2,318 108 119 190 2 3 4 
Hpeeit and nOMU Mea. deta sees a fe cbse ne 2s 2,040 84 49 47 3 1 1 
SiouxswookoutsOnt., .... .8e.... 4... oe. 2,088 1,756 64. 60 70 2 2 1 
GMA CK OAK Cen G cc ok Abie ais cig a5. HN 2,087 1,792 48 aG 61 1 1 1 
PGs RCOULCS Se Micvar: fe rch eA shia ccs ye als + bila 2,052 2,048 27 115) 15 1 i — 
OO CRU CCS MEY eric elnoee wckirs ots von eee 2,032 2,847 @) alps 112 @) 2 2 
PASSAT CHEIA OMLbat seiete <2 iacces annie esta sedan 2,006 Pils 53 44 49 1 () 1 
Me DUI CONG eet). oe cc tiie Mec nels a ees 1,992 2,155 39 35 29 1 1 1 
Wantevillen@Que esi cbucck ss ibaee als 1,986 2,394 60 59 36 (3) 2 1 
‘Denar. ING IRE aA! ei ae Aa ge Pee 1,977 2;337 37 42 45 (3) id 1 
Shi Ney CAS Cee ae A ee, Se 1,969 2,385 124 95 73 4 2 3 
WanchamnOnteiocssyak +. els alee deo ae 1,959 2,030 55 54 75 5 1 3 
errebonnes, QUE: cnasG fs ken dee aed 1,955 2,209 55 48 45 il (3) 3 
HO SSO MRO tae Aroma. cise os ake alee eit apse = RON 1,954 1,935 39 26 23 1 1 (3) 
EM ceLOMmN ONG Dene tea ah» unset) e nein 1,952 1,944 31 23 20 1 1 1 
WOM AO Mta awe ier hints Mes eles hes * Gre 1,949 1,749 58 47 45 3 1 (3) 
Wennoxville, Oues. caaqhs.. Se ceases ced 1,927 2,150 22 19 13 1) (3) (8) 
HARES HOTOVUN Sete tak ae tosses fon dy «ehh 1,919 1,971 49 35 40 PA, 1 2 
iNecpruian Want seeks... ns gee oR 1,910 2,292 74 72 98 3 2 5 
i Shrvioy ee) GR SS Ree i ee 1,899 1,767 89 15 7 3 (8) (8) 
Sheching (NBR - a3 Geka - oe, Geen eens a 1,883 2,147 45 42 29 (3) (8) 1 
MG PV EMITS HOM Gs cee each. < s sice ahs toe eae 1,864 2,122 43 36 47 1 2 1 
Memiscamineue, Que... 2.5.66 .2 5.6.08: 1,855 2,168 @) 53 60 ce) 1 4 
VEIN ON IA LGA UemiaweD leer riiete cmp wee 1,849 2,089 82 67 22 2 1 (3) 
EN Gariey Ess Ocha hee Wentscke Se Ste nwt Eas 1,843 2,189 94 105 186 2 1 5 
NMiTEGOm MONG eRe tewecRicis few atsereres tone 1,839 1,964 30 27 34 2 1 1 
Burois-Pistoles, Que. solicit dapelecsieie exayee 1,837 2,176 92 77 64 2 2 2 
YGURGIIO INES 2 0 Ee OUR eee re 1,818 1,944 54 78 AIR 7¢ 2 2 4 
newee Wiesbr Quen. ct joc 8 8s os caine Re 1,813 3,619 @) 61 91 @ 1 2 
UGHONE SAS Wa. |. ait e.ci-teee ecg oe 2 Bes 1,809 2,005 114 103 131 5 3 3 
MESTIMCMROTESL AON. 5 ache jcs thts << s1alaslelee es 1,801 1,892 47 41 57 3 3 3 


Neen ee eee aa ee 


() Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 
(3) Less than one. ; 


NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 22—LIVE BIRTHS AND STILLBIRTHS IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 
BY FIVE YEAR AVERAGES, 1926-40.—Continued. 


Population Live births Stillbirths 
City or Town 
Census Census Average | Average | Average | Average | Average | Average 
1931 1941 1926-30 1931-35 1936-40 1926-30 1931-35 1936-40 
1,000 TO 5,000 POPULATION—Continued. 
AT Vis, CUCM aunts Wied eee Reali sles eames 1,790 4,581 a) 84 100 a) 2 3 
Clinton Ont. tte che aisleie ssc bites cee 1,789 1,896 45 ys 78 2 3 4 
Antigonish, NUS. aes) vie cteaecre sere eee 1,764 2,157 105 141 204 3 7 5 
Sharna von) Sask is) ites secrete valet 1,761 1,603 146 126 110 fs 3 2 
Acton Valen Ques ide ae ces etots aot alee ee 1,753 2,366 83 84 78 3 4 2 
Durham, Onty ese cai saci tee etl aa 1,750 1,700 47 52 55 3 2 3 
Blenheim; Ont, A\ezh es eae ete Seco 1,737 1,952 33 25 23 1 @) @) 
Milltown aN Bawa issn an cee title eed Sec nein 1,735 1 876 25 21 12 (3) (3) — 
Coleman VAltay ioc. faa siticiiod terme 1,704 1 370 63 51 56 1 1 1 
Chesley: Ombisan eas oy 5 cian bie she to acer 1,699 i 701 35 34 38 2 1 2 
SeaforthiiOntieiun oe alae ee, Relea 1,686 1,668 48 60 82 3 4 2 
Capreols Omgan ae ae. weaken Need ot eaten 1,684 1,641 66 44 26 2 1 (3) 
Minnedosa,’ Mani. o.: 28. its co ee eeu cee 1,680 1,636 55 53 82 4 2 2 
CouryillesQuetsaos lke. ar than eer 1,678 2,011 40 45 43 1 1 2 
CardstonWAltare, 25.5 cadinctncia iste nen 1,672 1,864 160 148 164 5 4 2 
Souris, ES PR WN PERE TR AI 1,661 1,346 55 46 61 2 1 1 
Ste-Rosel Ques meee te Aalst chat ore tage 1,661 2,292 26 32 28 1 1 2 
Verreville: Altai ini. dve ca etal iste i sterudenat 1,659 1,696 225 179 220 6 4 3 
Phessslon Ont. ee chads neh cista teen 1,632 1,316 53 66 60 3 Pe 2 
MattawanlOntiin essed. deo eon 1,631 1,971 va 70 85 4 2 2 
BlairmMmone; VAL aAeyrG iss ales ensbaueis centre aie 1,629 1,731 34 30 26 2 1 1 
Huntingdon, Que... PEA OP TOES psec 1,619 1, 952 @) 34 29 @) 1 1 
Greenfield Park, Que.. is Srdrahae saci ape omamen! 1,610 1,819 14 ll 6 @) (3) — 
Arthabaska, Que SAR hes SMP te Sores 4 1,608 1,883 62 59 47 2 3 2 
Varden: Via Uae i sick. aie Sie aici ay ean tate 1,590 1,619 73 59 67 2 2 2 
Mitchell Ontiee eee sake a ect neeee 1,588 1,777 22 20 10 1 (3) (3) 
Li Assomption, Ques? Wage» see cee 1,576 1 829 62 58 47 2 3 2 
(GET Ga NES ARAN oe nO roa ies rhs a eketetnel cele, 1,575 1 418 40 28 33 2 2 2 
Bedford Quer. sees 4 oa eee oe eae 1,570 1; 697 50 53 41 1 2 1 
GrandbWalls) NEB och. oun as eters 1,556 1,806 63 49 46 2 1 1 
IROBELOWDY ASK. tiatd x chore lers Chel s eee ne ae 1,553 1,470 @) 119 120 @) 4 2 
HWdsonWAltage oc boas sees eee hla poids amet 1,547 iy "499 53 70 91 1 2 2 
Palmerston Ontew es sue decsns est aie 1,543 1,418 36 34 40 2 1 2 
Dresden Wnt. G22) i i aes, ae ta mee 1,529 1,662 20 27 22 (3) (3) (3) 
St-Michel-de-Laval, Que................ 1,528 2, 956 @) 52 53 @) 1 2 
Bromptonville,'Que..3 i.6 ts). ab chee eee 1,527 1 672 97 64 46 3 2 1 
MarysvillesiNi Boe uss cee ie seca eee 1,512 1,651 33 31 24 1 1 1 
Hanna, VAltaume collec bist mune eee oemee 1,490 1,622 133 111 105 3 3 3 
Southampton, Onted ie cee Ae, Seen 1,489 1,600 28 27 21 1 1 @) 
Forest, Ont.. GT aA Sor doi ote 1,480 1,570 105s 17 17 if (3) 1 
Deseronto, OHI UV BLOW... hs aint 1,476 1,261 28 21 14 1 1 (3) 
Troquois Falls, Ont a cece hiunns sence ee 1,476 1 "302 61 51 61 1 1 2 : 
Shelburne, N.S.. Bi AERA ES lo 0-080 1,474 1,605 29 32 36 2 1 1 j 
Grande Prairie, ‘Alta... DOs ed Chel, ke 1,464 1,724 @ 147 191 @ 4 5 r 
High River. Alta yen eon aa eee 1,459 1,430 108 106 125 1 3 2 : 
Aasinibots, Sask! 0.42). ecb wes'en ante 1,454 1,349 68 77 93 2 2 1 d 
Miteleo dill tase tis ion gene aec btn erence 1,447 1,912 56 47 45 4 1 1 ? 
Badysnaith Bi Oey to er 6 ees ee 1,443 1,706 52 25 33 2 ao 1 j 
Indian Head Sasky youre re ee eka: 1,488 1,349 59 57 66 2 2 3 
Beloed Que. ees. ere Oe ss or aa 1,484 2,008 42 50 46 Z 2 2 
Keewatin; Ontaniec tess oe sehen see een 1,422 1,481 24 8 3 (3) —_ _— 
Carnian? Wane att vee newer peice See 1,418 1,455 93 94 129 3 3 4 
Morden’ Mansion seated oct ben meee 1,416 1,427 83 75 76 4 6 2 } 
DISD Vs NGS, sce eis erie ain tee arcane one 1,412 1,657 38 55 103 1 1 4 
Rostherne Saskemnent heise lst eo 1,412 1,149 47 70 85 1 2 4 ) 
Rainy River: Onbionwenen eerie oe ak eoaaeal 1,402 1,205 41 46 75 3 1 2 4 
Vankleek Fill, Ont} 2/288 aac. a ek eee 1,380 1,435 43 38 40 2 il 3 , 
llistom, Ong yee tie Peay Went heheh ae pa 1,355 1,733 44 61 90 2 2 5 ‘ 
icy den (Qintay ae ste fae) eet 0 Saye eee 1,326 1,641 70 83 119 2 3 3 { 
Uxbridge, On tia), Rube an! Mey ae 1,325 1,406 1) 18 24 a) @) 1 
Pom Coquizianiy B.C... eden oaieen ane 1,312 1,539 28 8 2 C) _ _ i 
Watrous,, Sask. cx niiimeenora tee teen 1,303 1,138 38 28 26 (3) (3) 1 
Grand Works B: Cla aar seein ee eee 1,298 1,259 34 33 45 1 (3) 1 


@) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 
(3) Less than one. 


NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 22—LIVE BIRTHS AND STILLBIRTHS IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 
BY FIVE YEAR AVERAGES, 1926-40.—Concluded. 


City or Town 


Marriston,) Ontsir)-6- oct 1-1 
Merritt, Bi@o oi ade lah 
Wedgeport, N.Si.c4)a022 cee 
HGPOTENTIGES, AUC. sels sd nyiucye stodehelelssSicasy> 
PMS DETALGR. te cs chet ete a oe otereyaie 
Vermilion) -Altac| Sak heaiek tits 
bore, Moody bo. Cen ccoreolenste » 
macombe; Altai ices .ist 5: 
Niagara .Ontionma oe.) s oleh: 
Niagratiny Altae..::.i6/s «sc 0 sieyscie 
Walkien Sask. Soutientrs ate cen 
Courtenay, B.C je jhe hy3 
LCLLICE WAL Acc. 4. tia. torrets 
Hnglehart, Ontire.. .civcsees ae. ceeeiee sc 
SewAndrews iN Bees aee cere. 
Hed clifie, Alta vad is wiasiersvsceriere 
Scotstown, Quess.)). 266.0005 
Wanora,) Saskiiiisiie....52ht-a- 
Phuxedo; Mans. csclstas, sta ee 
Montreal'S:;Querst eas eees eee eee 
Claresholm, Alta............. 
WoniOn, Ques 2 «ic, «lye aiviels, ais 
Maple Creek, Sask........... 
Cachan Bayan bossa ses toes ety ons ahs A al 
Sutherland, Sask............. 
Wainwright, Alta............ 
IBCAUGE OUD SIVA is ooh os ee erode oles tus 
Gravel bourg IDASkacs cess cutee we ose 
Oxfords iN. She. Ss al. . Pea: 
Bridgetown NOs «cruises iets 
IMoosomin, Saskes. 2.3.63. |. 
Beverley, Alta............... 
WrablesCurrent,. Ontsits aescc eres apetdirs & sade. 
Risa Ques st. nse ys. o} a 

Bavtlerordyaskeey. vad. svaktatieess seeders ah 
SEMGCOIRE, (Nears «dys cyeiara tlds 5 ssveen oe 
PRISQALE MOBS Ke eye hares ere oueie © 
Mhatesuguays Ques: watae otis ee. os nies ats 
MahonevBay, N.S. ..4cs.else: 
Souriswa elites tas: Pattee eu 


Herbert, Sask. 


Radville, Bal Abate ta, oh 

Killarney, Mans. cioccacssaleve aise 
Fort Saskatchewan, Alta................ 
OPTUS NEOs sate cus eine aunts «Le 


seine ee 616 si" 


stan wAlba pence ais aye wets. bbe lara ts 
Pincher Creek, Alta.......... 
StavnernOntes ve wie. ceo: 
Port er cepa N.S.. 


Population 
Census Census 
1931 1941 
1,296 1,305 
il 296 940 
1 994 1,327 
1,284 1,342 
1,279 W331 
1,270 1,408 
1,260 1,512 
1,259 1,603 
1,228 1,541 
1,224 1,207 
1,222 i232 
1,219 1,737 
Ls "219 1,295 
1,210 1,262 
1,207 1,167 
1,192 1,111 
1,189 1,273 
1,179 1,200 
tee 735 
1,164 1,441 
1,156 1,265 
re 155 1,292 
ie 154 1,085 
1,151 1,004 
1,148 888 
1,147 980 
1,139 1,161 
1,137 1,130 
133 1,297 
1,126 1,020 
1,119 1,096 
1,111 981 
1,101 1,088 
1,099 15222 
1,096 1,317 
1,087 1,169 
1,069 1,237 
1,067 1,425 
1,065 1,025 
1,063 1,114 
1,056 1,337 
1,042 1,080 
1,037 990 
1,031 1,020 
1,030 947 
1,024 1223 
1 024 994 
at 019 1,085 
L011 1,031 
1,009 875 
1,005 813 
1,003 1,051 
1,001 903 
1,000 1,109 


Average 
1926-30 


Live births 


Average 
1931-35 


Average 
1936-40 


Average 
1926-30 


1,000 TO 5,000 POPULATION—Continued. 


@) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 


(3) Less than one. 
NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 


Stillbirths 


Average 
1931-35 
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CHAPTER V 


Infant Mortality 


“Infant mortality is the® most sensitive 
index we possess of social welfare. If 
babies were well born and well cared for, 
their mortality would be negligible’. 

Infant mortality in the public health sense means 
the deaths of children under one year of age. The 
ratio commonly expressed is that of the number of 
deaths under one year to every 1,000 live births 
occurring in a community and during any period 
under review. Infant mortality rates thus expressed 
are for the most part too high. This is mainly caused 
by an under-registration of births while death regis- 
tration is usually fairly complete, but for all general 
purposes this system of calculation is the most accur- 
ate that can be obtained. Stillbirths are not usually 
included with either births or deaths, and, therefore, 
do not enter into the calculations of infant mortality. 


In 1900 in the United States? 1 out of every 6 
children born alive died during the first year of life. 
By 1920 the ratio had improved to 1 out of every 13 
and by 1940 to 1 out of every 18 children born alive. 
It is a matter of historic record that Queen Anne of 
England had 18 or 19 children—that only one child 
survived to his eleventh birthday, and that the 
majority died in very early childhood. At the turn 
of the century the ratio in England and Wales was 
1 out of every 6, in 1920 it was 1 out of every 13 and 
in 1940 it was 1 out of every 18 babies born alive. 


Infant mortality is very definitely one instance 
where money may purchase health and even life. 
Generally speaking, there is a marked contrast 
between the death rates among children born to poor 
parents and those born to the rich. In most coun- 
tries a high degree of variation is evident as between 
urban and rural areas. However, some of the larger 
cities, such as Chicago and New York, have obtained 
much lower rates than did the adjacent communities. 
Collectively and in the broad sense infant mortality 
is a class disease and much of its human wastage is 
preventable. 


Among the most important focal points in the 
infant mortality reduction programme are concen- 
tration upon (1) the preventable diseases; (2) the 
pre-natal care of Canadian mothers; (3) an im- 
provement in infant feeding and infant care; (4) an 
extension of hospital and clinical services; (5) better 
housing and the abolition of crowded tenement 
areas and (6) isolation for infantile diarrhoea, the 
acute respiratory infections and the communicable 


diseases, and (7) the extension of public health 
nursing. 

The preventable causes of infant mortality may be 
grouped into three classes: First—those that are 
capable of high reduction (a) by proper feeding and 
care, such as acute gastro-intestinal diseases, maras- 
mus and prematurity after 28 weeks pregnancy and 
(b) by specific immunization for communicable 
diseases, such as diphtheria and smallpox; secondly— 
those that are capable of considerable reduction 
through the proper application of hygiene, sanitation 
and medical treatment measures, such as syphilis, 
tuberculosis, the acute respiratory diseases (influenza, 
pneumonia, common cold) and the acute contagious 
diseases (whooping cough, measles, scarlet fever); 
thirdly—those that are capable of very little reduc- 
tion through medical treatment, but capable of some 
reduction by careful pre-natal and obstetrical care, 
such as malformations, prematurity prior to 28 weeks 
pregnancy and some of the accidents of childbirth. 


International comparisons show that in most 
countries of European civilization the movement for 
the prevention of infant mortality has gained im- 
petus from many sources and the statistical data 
reveal that a general downward trend has been 
experienced in most of these countries. The wide- 
spread improvement in international infant mortality 
rates, however, may be more apparent than real and 
is no doubt due in some measure to improvements 
which have been brought about in the registration of 
birth. 


The countries selected in Table 23 cover for the 
most part those having relatively comparable mor- 
tality statistics and the years 1935 to 1987 were 
selected on the basis that these years reflect a period 
of more normal significance, undisturbed as it were 
either by a relatively high factor of unemployment 
or by the factor of high employment obtaining 
during the present war period. 


INTERNATIONAL COMPARISONS. — New Zea- 
land has consistently held the world’s low record for 
deaths among her infants in the first year of life—in 


* 1905, the infant death rate stood at 68 out of every 


232 


thousand live births and by 1987 the rate had declin- 
ed to 81. Iceland held second place with a rate of 
32 in 19387, to be closely followed by. Australia, the 
Netherlands, Norway, Sweden and Switzerland with 
rates ranging from 38 to 47. 


1 The quotation is by Sir Arthur Newsholme, author of ‘‘Vital Statistics’. 
2 The United States Registration Area. 


Canada’s position with respect to low international 
infant mortality rates cannot be said to be wholly 
unfavourable. On the other hand, ranking of 16th, 
12th and 17th in the years 1935, 1936, 1937, res- 
pectively, indicates need for improvement. The 
United States figures revealed a relatively favour- 
able position for that country during the three-year 
period 1935-37: with rankings of 7th, 8th and 8th, 
and rates of 56, 57 and 54, respectively. 


INTERNATIONAL URBAN COMPARISONS. — 
One of the triumphs of medicine and public health of 
modern times has been the reduction of infant mor- 
tality in the metropolitan areas of the world. This 
would tend to convey the impression that city life, 
if not as healthful, may not necessarily have a more 
harmful effect on the human infant life than the 
average living conditions in the country as a whole. 
The reversal in infant mortality trends would tend 
to indicate that the improvement in urban facilities 
for pre-natal, intra-natal and post-natal care of the 
young is having its effect. 

The United States Bureau of the Census has found 
that the lowest infant death rates occur in large 
cities with populations of 100,000 and over and that 
the highest death rates among infants are to be found 
in small cities with populations ranging from 2,500 
to 10,000. 

Table 24 shows the infant mortality rates per 
thousand live births for the principal cities of the 
world which reflect a certain amount of European 
civilization. The cities are placed in order of rank 
for the year 1937 with 1935 and 1986 shown in com- 
parison. Oslo, Norway, has the lowest infant mor- 
tality rate in both 1935 and 1937 with 26 and 27, 
respectively. Brandon, Manitoba, in 1987 had a 
rate of 30 but in the previous year the rate stood at 
80 infant deaths per thousand live births. Van- 
couver, British Columbia, in 6th place in 1937, has 
consistently maintained a low rate of infant mor- 
tality. In 1985 the rate was 29 and in 1936 and 1937 
was 33. In 19387 Victoria, British Columbia, which 
has for many years claimed the lowest Canadian in- 
fant mortality rate, had a rise when the rate stood 
at 36 but in 1935 and 1936 the rate was reduced to 
27. Generally speaking, the Canadian cities main- 
tained a relatively favourable position in low mor- 
tality rates in comparison with the other cities of 
the world. 

That Dominion, Provincial and local health 
authorities in Canada, as well as the private welfare 
agencies, have taken an active part in the struggle 
to reduce infant mortality is reflected in Table 25. 
This reduction has been accomplished through the 
programme of infant and child welfare which has 
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been extended throughout the country during recent 
years, particularly by the establishment of Well- 
Baby Clinics, and by surveys of the causes of infant 
deaths. Although annual comparative figures for 
Canada are available on a national basis only, for 
the past 15 years the data indicate a steady down- 
ward trend both in national and provincial infant 
mortality rates. In some years an epidemic may 
have tended to disturb this steady downward trend 
in the infant mortality rates but, generally speaking, 
from 1926 to 1940 there has been a marked decline 
in the number of infant deaths in Canada. There is, 
however, plenty of room for improvement. This is 
apparent when one considers that Canada’s infant 
mortality rate in 1940 was 56 deaths out of every 
thousand children born alive, while in New Zealand 
for the same year the rate was only 30; in the United 
States Registration Area the rate was 47, and in the 
City of Chicago the infant rate is said to have drop- 
ped to 32 per thousand live births in 1939. In 
Canada in 1926, 102 out of every thousand babies 
born alive failed to live until their first birthday. 
This means there has been a reduction of 45.1% in 
Canada’s infant mortality since 1926—in round 
figures, a saving of some 11,100 babies. 


RURAL AND URBAN TRENDS. — As already 
stated, the trend in low infant mortality is swinging 
very steadily in favour of the larger urban centres of 
population in most countries of the world. This is 
a natural sequence for it is in the urban centres that 
modern facilities for good hospitalization and ob- 
stetrical care are within the reach of the people who 
can afford to pay for such service while the poorer 
classes are within easy access of the free clinics. 

The following table reveals very dramatically the 
reversal in urban trends in comparison with rural 
trends in low infant mortality rates in so far as the 
four larger Canadian Metropolitan areas are con- 
cerned. 


Rates per 1,000 live births 


oOl}lr 
ow | oD 
oO | &> 
mf] 


1926 


| 1927 
1928 
1929 


Urban™.. .|103} 94} 93} 92} 90} 83} 73] 72) 68} 66} 64] 68} 59] 54 
Rural.....|101) 94) 85) 92) 89} 87) 74) 74] 75) 76) 69) 85) 68} 68 


i) 

st 

49 

66 

Montreal. .|144}132/144)132/125]114]100} 98} 89) 87} 81) 87} 73) 70} 58 
Quebec. .. .| 142}129)124/121)120]113} 94) 95) 97| 92) 83)100; 83} 78) 70 
38 

43 

24 

38 

35 


Toronto.. .| 75| 71) 73} 80} 75} 70] 62) 60} 49] 51) 51) 47] 48) 43 
Ontario. ..| 78] 71) 71] 76) 74| 70] 62) 60} 57| 56) 55} 55} 49} 46 
Vancouver.| 55} 53} 43] 41] 38] 42} 42| 34) 25) 29] 33) 33) 33] 25 
British 
Columbiaj 58] 60) 50} 55} 52} 49) 47) 46} 43] 46) 44] 56} 45) 39 


Winnipeg..| 70} 61] 61) 56} 58) 48] 44} 39} 42) 42) 39) 42} 37) 30 
Manitoba. .| 77) 72] 67] 71) 72} 64] 59] 63) 55) 63) 61) 64] 56) 55) 51 


(@) Cities and towns over 1,000 population. 


At the beginning of the review period, the city of 
Montreal had a higher infant mortality rate than did 
the province of Quebec. In 1926 the city rate was 
144 compared with the provincial rate of 142, while 
in 1928, the comparison was 144 to 124. In 1984a 
reversal took place and Montreal’s infant death 
rate dropped to 89 per thousand live births as against 
GQuebec’s 97. In 1940 the figures were 58 for the 
city and 70 for the province as a whole. 

The comparison for the city of Toronto and the 
province of Ontario does not reveal such a pronoun- 
ced change in the trend. In fact, the infant death 
rate per thousand live births in the city has been 
slightly lower than the provincial rate. There has 
been a little variation in the general downward trend 
in both areas; in fact, in only three years, 1928 to 
1930, was the city rate in excess of that of the pro- 
vince. 

On the Pacific Coast and in the middle West there 
is a reversal of trend, the infant mortality rates per 
thousand live births in Vancouver and Winnipeg 
being considerably lower than the rates for their 
respective provinces and this was consistently main- 
tained during the 15 years 1926-40. Infact, from the 
data available, Vancouver is reported as having one 
of the lowest mortality rates in the world for 1940 
when the infant mortality dropped to 24 out of every 
thousand babies born alive. 

Table 26 summarizes the total infant deaths in the 
principal cities and towns of Canada, for the years 
1926 to 1940, by five-year averages, within the 
following limits of population: 

Over 40,000 population 
Between 20,000 and 40,000 population 
10,000 and 20,000 population 
5,000 and 10,000 population 
1,000 and _ 5,000 population 
(For distribution of Infant Mortality by Counties or 
Census Divisions, see Chapter [X-Institutions and 
Medical Attendance.) 


SPECIFIED AGES AT DEATH. — The following 
table shows the aggregate number of infant fatalities 
in Canada by 5-year averages for each month of life. 


Averages 


AGE AT DEATH 
1931-35 


Underil month !3). 22) fee 


1926-30 1936-40 


1 month and under 2 months... 2,163 1,640 1,383 

2 months and under 3 months... 1,854 1,421 1,217 

3 months and under 4 months... 1,429 1,053 948 

4 months and under 5 months... 1,153 857 745 

5 months and under 6 months... 972 748 621 

6 months and under 7 months... 851 647 547 

7 months and under 8 months... 744 555 487 

8 months and under 9 months... 706 485 432 

9 months and under 10 months... 641 455 385 

10 months and under 11 months... 542 396 338 
11 months and under 1 year...... 480 337 302 
TLORAT ete tates 22,065 17,101 14,701 


The figures given in Table 27 show the propor- 
tionate distribution of deaths of children under one 
year of age in Canada, occurring in each age period 
from 1926 to 1940, and Chart 8 shows infant deaths 
during the first year of life divided into months by 
five-year averages over the 15-year period, and por- 
trays in a very striking manner the high proportion 
of deaths which occur during the first month of life 
in comparison with the other eleven months of the 
first year. From 1926 to 1930, out of a yearly aver- 
age of 22,065 infants dying in the first year of life, 
10,530 (or 47.72 per cent) died in the first month. 
From 1931 to 1985 the distribution was 17,101 infant 
deaths, of which number, 8,507 (or 49.75 per cent) 
died in the first month, while from 1936 to 1940 out 
of 14,701 infant deaths, 7,296 (or 49.63 per cent) 
died in the first month. This would tend to indicate 
that the proportion of deaths in the first month of 
life to the succeeding eleven months remained fairly 
constant during the fifteen year period under review. 


The Chart also indicates very forcibly that as the 
Canadian child ages during the first year of its exist- 
ence the expectation of life is much greater. A 
glance at the diagram shows that a very marked im- 
provement is being made in the reduction of infant 
deaths in Canada at all monthly periods of the first 
year of life. The Vital Statistics of Canada reveal 
the fact that among Canadian children in the first 
year of life, mortality is far higher than in the next 
thirty years added together. (See also Chapter VI— 
Neo-natal Mortality). 


INFANT MORTALITY BY CAUSES OF DEATH. — 
Twenty-one principal causes accounted for 90 to 
92 per cent of the infant deaths during the fifteen 
years under review, as will be noted from Table 28, 
which shows the deaths of children under one year of 
age and the crude infant mortality rates per 100,000 
live births for Canada, from 1926 to 1940, by the 
principal causes of death. Four causes of death 
associated with conditions at the time of birth, viz: 
premature birth, injury at birth, congenital debility 
and congenital malformations, accounted for the 
following considerable proportion of the infant 
deaths: 


YEAR % YEAR % YEAR % 
1926 41.4 1931 43.1 19386 46.3 
1927 41.0 19382 45.4 1987 40.4 
1928 43.6 1983 44.6 1988 46.4 
1929 42.1 1984 438.5 1939 45.8 
19380 42.3 1935 44.0 1940 47.5 


Chart 9 shows the distribution of these four causes of 
death at time of birth among Canadian children in 
the first year of life. 
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PREMATURITY OF BIRTH. — This is chief among 
the causes of infant deaths. During the past fifteen 
years, 58,288 children have died as a result of 
early birth, representing an average annual wastage 
of babies due to premature birth of 1,678 in every 
100,000 born. 

In 1926 the death rate per 100,000 live births was 
2,184 and in 1940 the rate had been reduced to 1,307 
or a drop of about 40 per cent. Mauch of this 
wastage of our Canadian babies might be averted 
with the provision of incubator services for care in 
the home and for transportation of the prematurely 
born child to the hospital. The establishment of 
human milk depots has meant to the very young 
child almost as much as the “blood-bank”’ has meant 
to the wounded on the battlefields. 


INJURY AT BIRTH. — During tke past fifteen years, 
Canada has lost from this cause 14,963 babies or 6 
per cent of the total infant deaths. This means that 
431 out of every 100,000 babies died as the result 
of injuries caused at birth. The range in provincial 
rates from 498 to 195 per 100,000 live births in 1940 
would seem to suggest that a large portion of this 
loss could be avoided with the extension of obstetrical 
facilities. 

Birth injury is largely due to disproportion be- 
tween the size of the pelvis and the baby’s head. 
Faulty position of the foetus may likewise cause 
injury at the time of delivery. 

Early pre-natal care promotes a knowledge of the 
dangers that lurk during the child-bearing period 
and leads to good obstetrical care at the time of 
delivery. It follows, then, that injury and dis- 
ability at time of birth is, for the most part, pre- 
ventable. 

In 1926 injuries to the newborn accounted for the 
deaths of 408 out of every 100,000 Canadian born 
babies and the trend has been steadily downward to 
a death rate of 390 in 1940 or a reduction of 4 per 
cent. 

A series of postmortem examinations carried out 
on stillborn foetuses showed that some 23 per cent 
die as the result of intra-cranial haemorrhage. The 
establishment of facilities for a national portmortem 
survey on all deaths from injury at birth might very 
well lead to a further improvement in medical tech- 
niques which would tend to reduce the number of 
deaths caused by injury at birth. 


CONGENITAL DEBILITY. — This cause of death 
among infants points out the need, among other 
things, of a more general application of pre-natal 
care. Recent surveys have strikingly demonstrated 
that proper nutrition during the pregnancy period 
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would greatly reduce the child wastage due to con- 
genital debility. 

During the fifteen years, 1926 to 1940, the death 
rate per 100,000 live births for congenital debility has 
been reduced from 1,011 to 405 or some 60 per cent. 
The total fifteen year wastage of Canadian babies 
has been 24,471 or 703 out of every 100,000 babies 
born alive. 


CONGENITAL MALFORMATIONS. — From 1926 
to 1940 there has been no improvement in the infant 
death rate from congenital malformations, and in 
fact, the general tendency has been slightly upward. 
In 1926 the rate stood at 607 deaths out of every 
100,000 babies born alive, while in 1940 the rate was 
577 with an intervening peak of 593 in 1937. 

Under the heading ‘‘Congenital Malformations” 
are grouped such causes as congenital hydrocephalus, 
spina bifida and meningocele, congenital malforma- 
tions of the heart, monstrosities and other foetuses 
of an irregular or anomalous formation which cause 
death among the new born. During the 1926 to 
1940 period the total wastage from this group of 
causes was 19,521. 

The other main causes of death among Canadian 
babies (shown in the lower half of Chart 9) are 
pneumonia; diarrhoea and enteritis; other diseases 
peculiar to early infancy; influenza; whooping cough 
and other specified and unspecified causes of infant 
deaths. 


PNEUMONIA. — During the past fifteen years pneu- 
monia has displaced diarrhoea and enteritis as the 
second primary cause of death of infants during the 
first year of life. The fact that there has been no 
improvement of a constant nature in the infant 
mortality trend from pneumonia, indicates the 
urgent need for education in and supervision of 
hygienic measures for the prevention of pneumonia. 

In 1926, a peak year, out of every 100,000 babies 
born in Canada, 1,069 died as the result of pneu- 
monia. During the review period the trend has been 
generally downward and in 1940 the death rate was 
760. The total pneumonia baby wastage during 
the fifteen years was 30,066. 


DIARRHOEA AND ENTERITIS. — The incidence 
of this cause of death among infants in the first year 
of life has been considered by many public health 
and medical authorities a principal index of the 
application of child hygiene measures. If such is 
the case, then the authorities responsible for the 
Canadian Child Hygiene programme may well be 
proud of the Canadian index because from 1926 to 
1940 the rate per 100,000 live births has fallen from 
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1,855 to 504, a truly remarkable rate of reduction of 
about 73 per cent. In one year (1987) a sudden 
reverse action in the downward trend would seem 
to indicate the presence of a highly epidemic type of 
infectious diarrhoea and enteritis. It is difficult to 
account for this peak year of 1937, owing to the fact 
that the dispersal was such as to suggest discount- 
enance of the epidemic type theory because, while 
five out of the nine provinces were affected at the 
same time, the other four—Ontario, Manitoba, 
Alberta and British Columbia—were not affected, 
in fact Manitoba had a marked decrease in that year. 


During the review period the wastage has been 
43,786 Canadian babies, but a further marked 
reduction should be possible because there is still a 
very wide range in the provincial death rates from 
diarrhoea and enteritis as indicated by the variations 
between 872 and 159 infant deaths out of every 
100,000 live births in 1940. 


OTHER DISEASES PECULIAR TO EARLY 
INFANCY.— This group, which includes such causes 
of deaths as atelectasis, icterus of the newborn, 
sclerema and oedema, athrepsia and others (including 
lack of care), also deaths for which no cause was 
reported (no doctor in attendance), all under three 
months, has over the fifteen year period (1926 to 
1940) shown a steady though slight downward trend 
in the rate per 100,000 live births. In 1926 the rate 
was 647 as compared with 483 in 1940, a reduction 
of 25 per cent. The fifteen year wastage in Canada 
was 19,144 babies or 7 per cent of the total infant 
deaths during the same period. 


INFLUENZA. — During the fifteen year period 1926 
to 1940, influenza caused the deaths in the first year 
of life of a total of 10,741 Canadian babies. While 
the rate of 406 per 100,000 live births in 1926 as 
compared with that of 245 in 1940 would tend to 
indicate a fair reduction, actually there was a very 
marked fluctuation in the trend, in fact a plotted 
curve of the rates over the review period would look 
very much like a five-spired church. 


WHOOPING COUGH. — This is another cause of 
death which for our Canadian babies tends to fluc- 
tuate very considerably from year to year. The 
1926 to 1940 infant death toll was 7,520 babies; the 
rate in 1926 was 382 deaths out of every 100,000 
children born alive; in 1940 the rate was 193, and 
during the fifteen year period there were two pro- 
nounced peak years. (1980 and 1934) when the rate 
jumped to 282 and 278, respectively. 


OTHER SPECIFIED AND UNSPECIFIED 
CAUSES. — Deaths of children in this group which 
totalled 40,826 from 1926 to 1940, include measles 
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(2,023); scarlet fever (251); diphtheria (455); erysi- 
pelas (905); poliomyelitis (169); tuberculosis (2,514) 
and syphilis (2,290) from among the communicable 
diseases, while among the other causes of infant 
deaths are to be found cerebrospinal meningitis (558) ; 
convulsions (3,660); bronchitis (1,420); diseases of 
the stomach (2,358); hernia (intestinal obstruction) 
(1,185); other specified causes (20,570) and other 
unspecified or ill defined causes (2,468). The gene- 
ral trend of the death rates per 100,000 live births 
for these causes has been downward. 


Chart 10 shows the percentage distribution of the 
ten leading causes of deaths among infants in 
Canada during the ten-year period 1931 to 1940, 
and reflects the heavy weighting of deaths due to 
premature birth, diarrhoea and enteritis, pneumonia, 
congenital malformations and congenital debility. 

The chief gains in Canada’s fight to reduce infant 
deaths, then, have been made by the prevention of 
communicable diseases, by an improvement in 
nutrition during pregnancy, and by an improvement 
in hospital and home facilities for care of the new- 
born. 


One fact is very clear, namely, that with an exten- 
sion of clinical knowledge and obstetrical care the 
work already well begun in Canada can be carried 
still further and the wastage among our Canadian. 
babies can undoubtedly be reduced to a far greater 
degree. 

Dublin® found that “babies have an imputed ca- 
pital value of more than $9,000 if they are boys and 
of $4,600 if they are girls’ —hence it would appear 
that on this basis the annual imputed capital loss in 
Canada from preventable infant mortality over the 
fifteen year period, (1926 to 1940) has been: 


Males Females 


Total 
annual 
Year | Deaths | Imputed | Deaths | Imputed imputed 
under capital under capital capital 
one value at one value at loss 
year $9,000 year $4,600 
$ $ $ 

1926 | 13,587 | 121,833,000 | 10,155 | 46,713,000 | 168,546,000 
1927 12,548 | 112,932,000 9,462 | 43,525,200 | 156,457,200 
1928 | 12,026 | 108,234,000 9,169 | 42,177,400 | 150,411,400 
1929 12,336 | 111,024,000 9,338 | 42,954,800 | 153,978,800 
1930 | 12,284 | 110,556,000 9,458 | 48,506,800 | 154,062,800 
1931 11,667 | 105,003,000 8,693 | 39,987,800 | 144,990,800 
1932 9,867 | 88,803,000 7,396 | 34,021,600 | 122,824,600 
1933 9,340 | 84,060,000 6,944 | 31,942,400 | 116,002,400 
1934 9,124 | 82,116,000 6,746 | 31,031,600 | 113,147,600 
1935 9,069 | 81,621,000 6,661 | 30,640,600 | 112,261,600 
1936 8,281 | 74,529,000 6,293 | 28,947,800 | 103,476,800 
1937 9,508 | 85,572,000 7,185 | 33,051,000 | 118,623,000 
1938 8,311 | 74,799,000 6,206 | 28,547,600 | 103,346,600 
1939 8,039 | 72,351,000 5,900 | 27,140,000 | 99,491,000 
1940 7,844 | 70,596,000 5,939 | 27,319,400 | 97,915,400 © 


8 Dublin, Louis I. Health and Wealth, page 9. 
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To summarize—this imputed capital wastage in 
Canadian babies during the review period has ex- 
ceeded the astounding sum of $1,915,536,000. 


Conservation of this human wastage should be one 
of the main planks in our Canadian policy. Much 


can be accomplished by an extended national pro- 
gramme of education in pre-natal, intra-natal and 
post-natal care and by placing within the reach of 
every Canadian mother every facility to enable her 
to produce a well-born, and well-cared-for, healthy, 
Canadian child. 


TABLE 23—INFANT MORTALITY RATES PER 1,000 LIVE BIRTHS IN VARIOUS COUNTRIES OF THE WORLD, 
1935, 1936 AND 1937. 


Country 1935 1936 1937 Country 1935 1936 1937 
New Zealand twien ieee one ncenee 32 31 31 Estonian: atin ites eet setae See 89 89 91 
Toeland yee ee Nene ae eval Maras 68 47 32 BLEW or he WaT UL AA MR ORR Ge Ce 107 117 106 
Australian ie) Sutin, i, oer ehuterets tales 40 Al 38 tal ys ou Su heirs ayers Sener ate ales pete ans 101 100 109 
Netherlands ani. eae es alata 40 39 38 JAMBICR ON Rie Wate ue e oihas 137 130 119 
OT WAY (ely. Ne AMIN, RD Tay Ee Ui 44 42 42 Lathuanial assis ete aera wee alates 123 128 120 
Sweden och asso tata gate te ee bed ai 46 43 46 @zechoslovakisivscn», 2-0 state cso ee 123 124 122 
Switzerland. Moe palewe sks eee as 48 47 47 Greece My yey NOR Myleene, cade 113 114 122 
United States (Reg. area)............ 56 57 54 Newfoundland and Labrador....... 119 113 123 
Union of South Africa (whites)....... 63 59 57 BUN gary ese Seta meee ae be 152 139 134 
England and Wales................. 57 59 58 Poland own May eevee eas A RECs 127 141 136 
Britishvisléss ese uh vane neha 61 63 62 Costa: Rica sos as noes, acre eras 157 153 142 
German yay ray eye a Tana Sule 69 66 64 Bulgaria ts sei hows me seas hy thehe wees 154 144 150 
Dp RKC eA AGU, Sa RCE ROMAN Ste 69 67 65 Palestinesis Bian. seem soa 131 122 153 
Denmarkerey nen usc ctanee te 71 67 66 Straits Settlements................ 165 171 156 
ne Ay STURM SP Sr le AAS FA) 67 66 69 CVO. Ue cneohe aie come feeds, | aac ree 263 166 158 
SATB TE J CUNDVETS ERAN) IPR Ark re EAR OY 68 74 73 British India anaus ase 164 162 162 
CANADA TR aN MA Le a fete 71 66 76 12014 0) PSO WARY A 8 mee OAD LED a 161 164 165 
Northern Ireland..................- 86 77 wes Roumania Wer naa ae eae te eee 192 175 178 
Scotland eye meni sina laU nil ek 82 80 Chile ged he Re ORO PARES Me 251 252 241 
Belgium eee ae cayatdisl Gy auetaverats ile ork a 85 86 83 Argentina Wnyacinoiieeh. sete ke 107 97 a) 
pt WS ALAC TMi is city AAR EE 4 79 80 85 TUQUAY Pdi cee setae nein aes 102 92 @ 
Astras Rae ee stuilal aie tht) AM aS . 99 93 90 


() Figures not available. 


TABLE 24—INFANT MORTALITY RATES PER 1,000 LIVE BIRTHS IN SOME OF THE PRINCIPAL CITIES 
OF THE WORLD, 1935, 1936 AND 1937. 


City Country 1935 | 19386 | 1937 City Country 1935 | 19386 | 1937 
Oslo Seay alee ate: INOLWAY sul cee ets 26 29 27 Shetield yas aise Fingland'sscpevron eer 52 60 55 
Wellington New Zealand......... 33 32 29 Hamburgers ssc Germanys... aa caeh 51 56 56 
Brandon percuy anc en anada, 57 80 30 Leipzigonsdoecuocwnn Germany are 66 56 56 
Adelaide eke. 3 Australian’ ies ae 35 29 31 Parisny etre wch.s ere! France wee ve bee 66 68 59 
Amsterdam........... Netherlands 28 31 32 Birmingham.......... England .#i..cecaaek 65 63 60 
WANCOUVER! Soo) eel ee Canada. is) 4, an ata 29 33 33 Breslat 27 eee Germany inane 62 60 60 
Stockholm............ Sweden josie. dese oe 35 28 34 Saskatoon............ Canada. Bs 5 gala 38 60 
Victoria 3 J) ent ine Cannda shins ences 27 27 36 LGU eae aca Canada. 68 54 60 
Aucklandinnte veipecseics New Zealand......... 41 34 37 Berlin veesacise swan oe Germanys. soe 63 61 61 
Tondon 6 dese. (Canada M62 Cae. ae 49 55 37 Washington..........| United States........ 60 72 61 
Melbourne............ Australian oie man ot 43 44 37 Johannesburg........ Union of South Africa.| 84 73 62 
Chicago) see aes ec United States........ 40 39 38 Samt John een) CNadas. ee sean: 62 69 62 
Hamilton? oan. ad Canada \atiay eau 49 42 38 Antwerp Belgiunret yee manicnes 41 69 66 
Sydney ee sce eee Australia to) aeeenen 36 42 39 Colognes yi. Germanys... cane 67 66 66 
Brishanes.decoss sues |p AUSGrAlIae. asco ee 42 38 40 Uniche career ee German siatniuoueke er 63 66 66 
Galgary.. dein crcl e Canada Ne Me tye ave ante: 53 41 Halifax: Oia Sleieoonie Canada ti. 4 Apes 63 59 67 
Berthactc more hatte ie ane, ANIStE Acad ee ae ee 40 44 42 din burgh orev res Scotland ferent 70 68 70 
Winnipeg a eel Canada.. Hee OIG EN: 9) 39 42 Manchester.......... Bngland) 5. doe acne 71 77 76 
NewYork a: 48 aie ese United States........ 47 45 44 Moncton’ aden ae Canadar ai ae von Aaa peso 47 81 
Capetown............. Union of South Africa.| 52 46 45 Tiverpool yes «292 Pinglandsei.sc sass yer 84 76 82 
Hobart. ane ese Tasmania. . M3 73 50 45 OGtawas:. Mule. ue CWarddawe nse shes oe 88 85 
Bdmontonins.) eee Canada Aerie uy eit 33 4] 46 Montreal ete Canada Niet Aa eS 81 87 
TRGTONtO NM etal te 1s Canada Se A eet OL 51 47 Corky etal ane gd Eire.. 78 79 | 108 
Dresden Wye es Germany a) une eee 48 48 48 Glasgow esau eee Scotland............. 98 | 109 | 104 
Windsoriis/)22 cues Canadas gi.euoscliy 49 Ad 51 Quebeeeey) .Miearen nes Canada: .\):ceemaeek ee 101 101 142 
Regina). UU awn lvee Canada, 5.1. creat 60 53 52 IBOMDAaAY 3. a npn India. . 245 | 250 161 
Copenhagen........... Denmark iti Woy jay cia 47 42 53 Madras eeu i British India......... 224 | 218 | 170 
Mondon ie Cunoe te bingland' sos 58 66 54 Frankfort-on-Main Germanyecn..cereene 51 51 a) 


@) Figures not available. 


a 


— 


241 


TABLE 25—DEATHS OF CHILDREN UNDER ONE YEAR OF AGE AND DEATH RATES PER 1,000 LIVE BIRTHS 
IN CANADA, BY PROVINCES, 1926-40. 


cawapa| P.E.L | N.S. | N.B. | QUE. ONT. 


MAN. | SASK. | ALTA. | B.C. 


INFANT MORTALITY 


1026 SS 23,692 123 882 1,095 11,666 5,302 1,122 1,681 1,233 588 
POTTS ere. 22,010 113 1,028 1,006 10,739 4,812 1,021 1,575 1,110 606 
BOSREAU eet. 21,195 92 865 960 10,332 4,880 972 1,370 1,200 524 
PE CRON 21,674 150 960 1,090 9,810 5,208 1,005 1,571 1,310 575 
ee ey il aa 21,742 132 937 1,048 10,045 5,260 1,035 1,601 1,122 562 
ee es Oe ea 20,360 128 914 9,443 4,83 924 1,463 1,197 514 
POSZae A ke... 17,263 132 849 774 7,744 4,133 836 1,321 997 477 
(Cee ee ae ae 16,284 118 791 821 7,270 804 844 1,231 966 439 
et ho ee 15,870 130 807 878 7,388 3,523 734 1,093 891 426 
cle eke Uae ani 15,730 145 838 866 6,939 3,515 837 1,194 936 460 
Wont. 04... xe... 14,574 137 781 806 6,220 3,416 779 1,030 940 465 
MOST ee ee 16,693 152 812 1,072 7,580 3,382 826 1,245 994 630 
TOSRO LIME, kes; 14,517 114 754 859 6,486 3,245 750 941 812 556 
(cy. ee en an 13,939 168 761 893 6,210 2,979 752 930 763 483 
rt ae, Ge ee 13,783 137 802 934 5,856 2,959 756 979 834 526 
RATE PER 1,000 LIVE BIRTHS 
i ap A Veen 102 70 80 106 142 78 77 gl 85 58 
| ea eae 94 67 92 96 129 71 72 75 75 60 
Bet ck, : 90 51 79 124 71 67 64 76 50 
Peas Ses nis. ae 92 90 90 106 121 76 71 73 77 55 
Oa ie Seen 89 75 83 99 120 74 72 73 64 52 
I Oi oe iat a 85 68 79 87 113 70 64 69 69 49 
TOs Br ee. 73 65 73 72 94 62 59 63 59 47 
“SEY SA a ane 73 61 71 82 95 60 63 61 60 46 
PIGEON TE Ne oS 72 67 71 86 97 57 55 55 55 43 
PORE RL ME, 71 72 72 83 92 56 63 61 58 46 
Tog ae... 66 69 66 77 83 55 61 54 60 44 
Pare a 76 73 70 101 100 55 64 67 63 56 
oe ee ee 63 58 62 75 83 49 56 52 51 45 
ho ud eae eae 61 79 64 79 78 46 55 51 46 39 
he rT 56 65 62 80 70 43 51 51 48 38 
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TABLE 26—DEATHS OF CHILDREN UNDER ONE YEAR OF AGE IN THE PRINCIPAL CITIES AND TOWNS OF 


CANADA, BY FIVE YEAR AVERAGES, SHOWING THE RATES PER 1,000 LIVE BIRTHS, 1926-40. 


City or Town 


Winnipeg, Maninies |. sibs. denver anit 
Hamilton) Ontsnoes. sbeanieerne ott we eens 


Calgary, Altas.81 000.00 (WAR 0 
Hdmonton, "Algacias:,)..< whl sieaie ss clare adele 
London; Ontens 286 soi vehc. steers cr cuts sheers 


Sane JON IN sBasecvseculsr donk eae pares 
Saskatoon; Sasi.) icis.k cise o's vier w triste 


Wictoria, (B:Coi Rd elo. ales se sae eee 
Trois-Riviéres, Que............--02000- 
Kitchener) Ontee oe ous ci eae seme 
Bal ae Ont 42s Raiaierrdshel enone 


Ce cy 


Fort William, Qa ee Re a2 a 
St. Catharines, Ontsiick. ays We). ha eee 
Westmount: Quek, ouch denis scslece eee 


Sydney Nay VC uve deo ai ole ae aes 
SaultiSte: Marie,’ Ont... oeeek ies 
Peterborough, Ont: i.) cis sae ecin tec 
Moose! Jaws oask. tyes iar yaeee stele aces ciate tee: 
GuelphtOntyiwncidoad oem alee Ong. 
Glace! Baye NS: 2.55 sane eerie an ane 
Moncton NeB ike. oie eiua eine 


Ponti ArthurniOnten 2s debian aes cilen 
Niagara Mallsn'Ont:). a. cuits ais acest 
Machine,“@Quera van. tticcis aint eee Le 
SudburyOnti ee eave pee ea ety 
Sarnia Ontss ihe 4)iy ae ete le 
Stratford; Onts.5 nausea ee con 


Brandon, Mansi. scse pee OR. aie ae 
StiBonitace, Many ier crn seventies 
North Bay, Onti ite ss acme s cael: 
Suelhomas.Ont.i55 26 aoe ene 
Shawinigan Falls, Que.................. 
Chatham, Ont. eon. ease e ney ellitie ie us 


Belleville, ONG Ae rea ea verses aoa: 
Wethbridge:vAltal 23/4 Meee eae aor 
SteHyacinthe, Ques... ./aaacuier sien 


Population 


Census 


1931 


Census 
1941 


818,577 903,007 
631,207 667,457 
246,593 275,353 
218,785 221,960 
155,547 166,337 
130,594 150,757 
126,872 154,951 
98,179 105,311 
83,761 88,904 
79,197 93,817 
71,148 78,264 
60,745 67,349 
59,275 70,488 
53,209 58,245 
47,514 51,741 
43,291 43,027 
39,082 44,068 
35,450 42,007 
30,793 35,657 
30,107 31,948 
29,433 32,947 
28,933 35,965 
28,641 30,751 
26,277 30,585 
24,753 30,275 
24,235 26,047 
23,439 30,126 
23,439 26,813 
23,089 28,305 
23,082 25,794 
22,327 25,350 
21,299 20,753 
21,075 23,273 
20,706 25,147 
20,689 22,763 
19,818 24,426 
19,046 20,589 
18,630 20,051 
18,518 32,203 
18,191 18,734 
17,742 17,038 
17,524 21,967 
17,082 17,383 
16,305 18,157 
15,528 15,599 
15,430 17,132 
15,345 20,325 
14,569 17,369 
14,200 28,790 
14,006 15,346 
13,790 15,710 
13,489 14,612 
13,448 17,798 


Deaths under one year 


Average 
1936-40 


Average 
1931-35 


Average 
1926-30 


Average 
1926-30 


40,000 POPULATION AND OVER 


2,735 1,862 1,321 135 
91 673 472 75 
173 117 117 46 
277 170 138 61 
200 167 106 6 
727 538 451 166 
327 257 211 110 
203 106 8 73 
113 74 63 63 
140 109 107 66 

91 77 70 66 
91 68 49 86 
127 119 105 87 
92 61 62 67 
113 91 75 99 
86 48 35 81 


20,000 TO 40,000 POPULATION 


33 23 27 46 
228 237 210 171 
43 35 35 58 
52 34 31 76 
132 102 89 132 
77 61 60 97 
8 5 2 65 
46 32 23 73 
40 27 28 67 
11 33 24 102 
59 38 42 99 
53 29 28 83 
40 26 17 77 
42 25 37 69 
39 35 34 67 
39 24 20 62 
23 20 12 59 
85 69 78 127 
40 24 31 76 


45 24 29 83 
31 21 14 66 
49 29 24 111 
54 66 80 108 
32 22 22 74 
21 19 14 55 
27 24 26 51 
26 18 16 67 
59 46 43 70 
35 23 23 85 
20 16 14 60 
103 53 39 157 
38 33 38 78 
60 57 57 123 
16 15 11 57 
27 20 28 72 
33 34 30 76 
55 42 31 166 


NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 


Average 
1931-35 


Rate per 1,000 live births 


Averag 
1936-40 


a ee 


SO 


ee 
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TABLE 26—DEATHS OF CHILDREN UNDER ONE YEAR OF AGE IN THE PRINCIPAL CITIES AND TOWNS OF 
CANADA, BY FIVE YEAR AVERAGES, SHOWING THE RATES PER 1,000 LIVE BIRTHS, 1926-40—Continued. 


Population Deaths under one year Rate per 1,000 live births 
City or Town 
Census Census Average | Average | Average | Average | Average | Average 
1931 1941 1926-30 1931-35 1936-40 1926-30 1931-35 1936-40 
10,000 TO 20,000 POPULATION—Continued 
OwenlSoundOnth..< 60.4. Aas cooks Sb 12,839 14,002 15 16 18 46 50 52 
@hanlottetown RE I:...6 ie oe shone es 12,361 14,821 30 26 32 105 72 73 
Chicoutimi, Quedy, . 2.1... Bh ..0 sabe ae 11,877 16,040 72 57 50 129 112 91 
MS yABQUe sf ANAS. os bogie Med sh bie 3, Se 11,724 11,991 37 25 19 120 96 82 
Walley field iQ ueyae «.:..<f305 Nis oc ol 6 «ath 11,411 17,052 40 31 20 126 87 57 
Woodstock, Ontsas..... 2. ci oe ae 11,395 12,461 14 12 13 58 51 46 
St-Jeam UCT ee oo acids Sea a ci ee 11,256 13,646 26 19 18 79 64 58 
CornwallWOnt.a aye 6. bs oo ek ode 11,126 14,117 48 38 42 102 79 69 
JoliettenQue wy kes sicds sates s secs auth 10,765 12,749 52 35 26 149 106 87 
Welland Onts75Gm 6.0 43 AER needa ote 10,709 12,500 20 19 18 69 66 51 
Thetford Mines, Que................... 10,701 12,716 52 32 29 113 91 85 
Granby iQue ge ook EE clones sche 10,587 14,197 29 28 23 96 79 69 
SOretOue, abet scents seer ok 6 eee 10,320 12,251 56 36 31 187 136 129 
Medicine Hat Alta... 94.0008. 26552 6 ae 10,300 10,571 23 18 14 59 51 40 
5,000 TO 10,000 POPULATION 
Prince Albert, Sask... 04... 68s... 60 6. ak 9,905 12,508 34 25 28 101 68 55 
Broekyille Ont. 20. cs) g auc Ohhs ss oe ee 9,736 11,342 RG, 13 16 75 53 54 
Nonguiere; |Que: mse. . 2. Gers, ws coh es By 9,448 13,769 67 32 37 128 73 78 
Rembroke Ont.) o08ols Ben «cee: 2 9,368 11,159 30 23 23 101 81 78 
MAEtMOULH EN Sass ar, certs eo iises cine sh sere 9,100 10,847 15 10 6 88 68 52 
SL erOmMeRQiC ri me eters nn eute. 8,967 11,329 42 22 17 123 82 66 
New Glasgow, oNS.ss'. 55: «cesta h totes 8,858 9,210 15 12 14 53 36 31 
Mredericton,eNeBe. 5 bis sme ee oe emai 8,830 10,062 14 12 15 68 64 60 
Cap-de-la-Madeleine, Que............... 8,748 11,961 69 31 22 170 104 78 
Norby Vancouver, B. Cis. : BR io. ak 8,510 8,914 10 « 5 54 37 24 
Riviére-du-Loup, Que.................- 8,499 8,713 26 17 15 101 He 78 
Orilign Ontae hee oes. s dr AR eg che odes 8,183 9,798 13 13 17 53 53 58 
Waterloo sOntotiss tani AME eps ates Ae 8,095 9,025 6 2 2 49 27 30 
PRTUTOMENG SRR NS 05 cave «MER oe hese 2 ae 7,901 10,272 14 16 14 76 85 60 
ay bnque cue mee ict. resis Me cea cls. 2 2. 7,871 7,919 33 28 15 115 106 63 
IBGE TERN OS Meee © ae ee ReOnE «2 aR a 7,776 9,725 10 10 8 58 50 33 
SvdeyieMines:. NS... 3c. dibe d ee oe 7,769 8,198 31 20 20 131 90 91 
INewnwWatertord.ON.§...0..dee 2... oi). G. 7,745 9,302 34 30 23 137 98 82 
TBR. 13 OAS BA Se siete eens ene 7,573 9,392 12 7 9 69 32 25 
WEINER a ONGs. MER oie akc ARE as he shee hs 7,505 8,403 11 12 14 63 65 56 
Am erst NAS eee isc cies MME a csalicee n> Se 7,450 8,620 10 15 15 75 99 78 
INewaLoronto, Ont... 05450 Bw... tens dy. 7,146 9,504 ij 4 2 59 41 30 
SuithsrlaliswOiste: ccc ga coihes cee tees 7,108 7,159 12 9 8 70 67 49 
EAT ZOTS COUGIe css A. 2... ABP 4,0 che os Se 7,084 7,877 22 17 11 101 96 80 
BVIATIIOULO PINGONE Ss 15 cceh eek oe 5 dos ob cu 7,055 7,790 18 12 9 104 70 46 
Mirdisend qOnbo sess elec oe. Me 6,920 6,800 20 16 11 100 80 53 
BVI O ws Ombey.: ENO. chk ss Me ose 0, abe oo hs 6,800 8,070 6 if 3 49 50 26 
Uconory (OTUSHE: 5 BiStetpineary | ceeeees earn 6,766 7,745 16 11 14 81 56 53 
INaneiMO BS! Ci. os 6 atk ecto he 6,745 6,635 9 5 6 48 36 34 
astriew ,OMt. Meio cii-<1 a io. c ate ee 6,686 7,966 25 16 10 134 91 62 
Drummondville iQue... ... b/s, 0. ..-+ 28. 6,609 10,555 44 38 22 147 112 88 
Portage la Prairie, Man................. 6,597 7,187 } 13 13 11 70 66 44 
Warmsppeliton, NSB: 2 2k. o hie ee ds oe 6,505 6,748 29 24 34 107 94 108 
Rort@olborne Ont... 3)... WM oo. 4. 2 e. 6,503 6,993 15 9 4 97 72 49 
Grand? Mere: Quek. os sce; sate 3s < ces ais 6,461 8,608 24 16 11 105 85 57 
Hdnamaston-sNeB. or) 6 eo Se ee 6,430 7,096 31 22 20 123 95 89 
DDE CHUL RINGO ay cies amt PERG ok. he 6,355 7,170 18 16 14 88 82 63 
Princer Rupert, .Bi@., «<0. PRRs as owe 6,350 6,714 iG 4 7 55 42 57 
LN Ee OAT eee Recs 5 aera ee 6,302 9,034 26 22 19 125 96 80 
preston Ont... 0a: & csc < RMR, vcs, . obs vn ee 6,280 6,704 6 4 1 61 57 20 
PEFENCON TORLEEMG ©: ys oP s ata eed 6,276 8,323 ln! il 8 86 82 57 
WactoravilteyOued..«.. ck ssctitek sect wos 6,213 8,516 21 19 21 113 90 97 
ECARUGOPS AS C8. 4 ae sce Ee oss hs 6,167 5,959 8 11 8 46 55 35 
PNOMCHES VATE seDNROs «5 fore cab ecis «te «oles 6,139 6,836 20 17 22 114 96 104 


ee ES SS, Se | ee 2 ee eee Se 


NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 26—DEATHS OF CHILDREN UNDER ONE YEAR OF AGE IN THE PRINCIPAL CITIES AND TOWNS OF 
CANADA, BY FIVE YEAR AVERAGES, SHOWING THE RATES PER 1,000 LIVE BIRTHS, 1926-40—Continued. 


Population Deaths under one year Rate per 1,000 live births 


City or Town 
Average | Average | Average | Average | Average | Average 
1926-30 1931-35 1936-40 1926-30 1931-35 1936-40 


5,000 TO 10,000 POPULATION—Continued 


Si-Lambert, Ques .c. ic5soeeen ack oe 6,075 6,417 4 2 2 66 42 31 
Nelson, (Bi CX. URN. oe Vac eeee ree ang 5,992 5,912 5 6 7 38 38 34 
North Battleford))Sask.7 ».e9ns os. ae . s on 5,986 4,745 14 13 12 60 56 42 
Rortabirie! Ontiier. .. nent. ae eee 5,904 6,595 @) 4 4 @) 40 39 
Cobourg"Ont.. 4 cn don eee ee oe 5,834 5,973 ve 8 6 57 60 36 
Collmg wood) Onte..... a) 4am ee a. ee 5,809 6,270 8 dl 5 70 61 32 
‘ranscona, Manian: sca meme ae ce, a 5,747 5,495 9 3 (3) 100 65 16 
Rimouski \Quectane «co: secret hae 5,589 7,009 29 Pps 14 122 105 68 
Brampton, Ont... p25 ee. ool ith 5,532 6,020 6 if 6 42 41 29 
Bortpiirancis/Ontewe a sr erate. 4). ae a ae 5,470 5,897 16 9 7 88 69 48 
Longueuil; Que. Ayes eee a a Me 5,407 7,087 19 8 6 123 69 68 
St-Uaurent (Quek sae ee eee 5,348 6,242 15 7 4 120 60 47 
Renfrew, Omtsyeen es ecko ee ees a 5,296 5,511 12 12 Us 83 74 41 
SwiltwCurrent \Sask... secs esas ok ae 5,296 5,594 11 9 10 67 56 47 
PngersollJOntyane nn iia ts wc eases ate oie 5,233 5,782 9 @ vs 83 60 48 
Simcoe, Ontemmeme ay ye aaah ls acon 5,226 6,037 11 16 17 61 68 51 
Hawkesburys Ontecs 2 . son sais Meth ee 5,177 6,263 24 16 17 125 96 80 
Whorold’s Omit cerse oi esuciss setec wales ahivaistonees 5,092 5,305 8 4 3 75 62 50 
Wihitby, Onbiisna: cosas ia ali eich ale 5,046 5,904 2 2 2 48 56 89 
Wiorkitony Sask ae. odes eee ll cae 5,027 5,577 11 15 16 72 88 61 
DundassOnts were. else. kk ae 5,026 5,276 3 3 2 49 62 68 
StellantonuNiS: MWe de. eed og: oboe 5,002 5,351 11 6 3 124 105 94 
Wieyvourn Sask 8a. o. ede. dee 5,002 6,179 9 6 5 65 56 44 
1,000 TO 5,000 POPULATION 

LesimingtonsOntse: os) is ess 06 ke Cae 4,902 5,858 6 6 6 57 54 35 
Portablopey Ont ea. 2.30. ee ce oa 4,723 5,055 5 4 5 44 44 46 
Wiestom On tian chit Mente ee dn) ee 4,723 5,740 5 3 2 74 41 18 
Kelowna tBiOs tas: ji outback. ce 4,655 5,118 6 9 8 40 58 36 
Buekinghamy Ques... 205. a eee kek ee we 4,638 4,516 18 12 8 117 87 57 
MontrealiN. Quel 2) 35). eee doa ee 4,519 6,152 12 9 5 132 95 65 
Kenorami, Queltitey <. 5 be tos oles sae 4,500 6,579 31 17 16 108 84 75 
Goderich Ont. us . occ. ees ols se 4,491 4,557 4 5 5 45 56 43 
Selkirk) Magy a°.-.,,0.. 080 L oe 4,486 4,915 11 12 17 93 75 81 
Riverside,(Ont, arte. ..s as tes aoe ee 4,432 4,878 6 5 1 61 66 27 
WallacebureyOnte:) .... yore oe eee 4,326 4,986 10 6 1 88 62 21 
Sturgeon P'alls)Ont. -). 2 9 sehen es ae 4,234 4,576 20 16 17 102 97 101 
Parnham, (Quella. eee ae 4,205 4,055 16 8 5 142 84 66 
St-Pierre, Que.s ses ie seen ee ae 4,185 4,061 8 3 4 82 47 64 
ParismOne. ks iis cheeks: Se ee ANN 4,137 4,637 7 3 2 80 32 22 
Carleton! Place, Ont.) 20.) Bek ics 4,105 4,305 4 4 2 58 71 61 
PerthyOntliy< Mee & «. c. tween ee aes ae 4,099 4,458 7 7 6 73 54 40 
Bowmanville: Ont: ... 008. sce once 4,080 4,113 5 4 6 44 39 45 
Pointe-Clatre, Que... uo) Mees ciede os 4,058 4,536 3 5} 1 51 51 28 
Costicook Quevie..- ok cee ioe 4,044 4,414 13 7 7 101 66 74 
Penetanguishene, Ont.................. 4,035 4,521 11 9 a 88 79 62 
ThetPasi\Man (i WAe. 60. 5.4520 ctor: ae 4,030 3,181 9 9 10 104 78 83 
ArnpriorsOnts) Maeno has te ee. ae 4,023 3,895 8 5 3 80 67 56 
Chatham, (NUBMtan i fon. . oheea ste ase 4,017 4,082 16 9 13 102 68 82 
Dalhousie NB aevs.. sea Rise alse 3,974 4,508 6 9 8 105 70 71 
Dauphin y Mang. occ eeis cacti. ae 3,971 4,662 9 11 12 76 71 51 
St-Joseph-d’Alma, Que................. 3,970 6,449 Q) 24 21 6) 98 76 
@ochranesOntawee tha eee ee oe ae 3,963 2,844 21 14 9 152 95 

‘Westville. NES Wat aig 8s APB is aks A 3,946 4,115 8 5 4 101 108 198 
Wernon wb Ooi meer. ccs wee et A oe 3,937 5,209 4 5 10 41 35 44 
Montmagny; Ques, oan. scntases ais bk 3,927 4,585 19 18 15 103 94 92 
Mépantion Quesaeyo. cic ee oko ec 3,911 4,560 15 13 Np 102 100 102 
Maeite: Ques fete...) hes Mb eeca delle. sate 3,906 5,310 16 10 8 149 94 69 
Melvitle (Sask- ew, 65) hy et keys. tats rs ee 3,891 4,011 12 9 6 105 86 56 
GobalthOnte.. trey. ol. ee eo ee 3,885 2,376 10 3 3 92 44 42 


() Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 
(2) Figures not available. 

(3) Less than one. ‘ 

NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 26—DEATHS OF CHILDREN UNDER ONE YEAR OF AGE IN THE PRINCIPAL CITIES AND TOWNS OF 
CANADA, BY FIVE YEAR AVERAGES, SHOWING THE RATES PER 1,000 LIVE BIRTHS, 1926-40—Continued. 


Population Deaths under one year Rate per 1,000 live births 
City or Town 
Census Census Average | Average | Average | Average | Average | Average 
1931 1941 1926-30 1931-35 1936-40 1926-30 1931-35 1936-40 


1,000 TO 5,000 POPULATION—Continued 


MRE MONG. oO los ote ted de o's he cards 3,857 4,115 3 1 1 51 10 25 
iMapuskasing, Onts.. 0.05 2.0 cence eek 3,819 3,431 () 11 11 a 70 79 
DUMVIADV Sy ONG M akc diy seW ede nate os as 3,802 3,635 4 4 1 63 69 22 
Bummersiae, Eoin... bP. cele Bs 3,759 5,034 10 10 11 113 72 71 
NewrearketsOnte ss... 5. 8G. scapes o. 3,748 4,026 4 6 3 36 38 15 
SCATNATNOIS, \Que™.’. 0). Noh. ee fe os 3,729 3,550 9 7 4 109 60 50 
KANAHOQUEHONR. .- bs othe oc s shee be 3,592 4,044 4 3 2 45 49 21 
PCCOT CONUS by, FR sce be ccttehe ware ys ¢ = he 3,580 3,901 4 5 9 50 45 51 
egy AQIS (Qn on 2 i ore 3,566 3,501 16 6 5 117 55 71 
Parthyesound, Ont?..... 25... ecw. he 3,512 5,765 8 10 10 55 55 42 
Nance; Ont. Oe... ocd 5 Ais ws ce de es Oe 3,497 3,405 2 1 2 57 31 50 
mohentN BR ....)..88....)...8. 3,437 3,306 11 10 12 74 70 57 
Pe ONG Is sch cewek sca oss wets 3,405 4,028 di 5 3 75 56 26 
PlisOmOUr gy ROM Gites... sista «stele oieis.e aheie svers 3,385 4,002 4 6 ll 50 51 49 
IIGWERSLICONG SAR. a4 557.66 SER econ these os 3,383 3,781 12 8 11 107 86 79 
tard on ahts INS eS eee, 6 aI Aa 2 3,300 3,554 10 9 14 92 83 84 
BLOENOTESE QUES. sb. uke eee ee the 3,292 4,659 21 8 4 137 106 50 
HSMBeWALCIMIN OO: fo oct AME. ek alee oe 3,262 3,445 4 v( 9 65 111 73 
VIDEOS SING) 3 ee See a 3,259 3,593 6 6 10 79 71 79 
RCRUDOLE DOUG: fete c sce. Ste oo chess he 3,242 3,725 @) 18 i (1) 156 106 
[OUI ODES GR se nee) Sei oe 3,225 8,808 @ 16 18 1) 116 78 
IOREECAIBWE HCQUC) 2. ob iiss scale cat 3,190 3,474 @ — (8) 45 =: 500 
Copper Cri OMG ic. 5. AWE oe eee es 3,173 3,732 5 4 3 70 59 64 
ea WESD 6 J A ER = renee ee 3,152 3,069 zt 5 3 85 88 56 
IANOWED MONG. APR oc et cicctle s wh saps wes 3,077 3,290 5 5 3 83 73 39 
colepiel sreeal ic, 2 OF 5 ed ene ae 3,067 2,568 8 1 (3) 64 30 182 
PSOE PCOIAONGNE. . cs cee es ee ate 3,046 3,815 3 ] 1 87 4] 48 
IGrrey LE ONES 3,033 3,928 2 3 4 48 65 51 
RVAMIASOD NES SAE. Gs Reis ee secede othe 3,032 3,436 if 7 12 78 72 75 
PramahetlerAltas. ©...5.. 008... 0.6.5. 2,987 2,748 13 10 8 48 38 32 
PeACOLL Ont. come... ose oc seles wee yas wl 2,984 3,223 4 2 2 94 51 
Pointe-aux-Trembles, Que.............. 2,970 4,314 10 19 81 147 319 1,578 
Cel ne Oa A a ee 2,964 3,016 4 2 4 51 25 
Ste-Agathe-des-Monts, Que............. 2,949 3,308 11 5 5 116 73 67 
SUC ATI SASK Mies sthta. . ies oss cee fe 2,936 2,774 8 5 6 77 58 52 
HAVEENCSS INS otis in ot ce de sa es 2} 2,975 11 9 ll 137 77 72 
Newariskeard, Ont..........0. 1... ed. 2,880 3,019 4 5 1 39 56 22 
Iegl oth, UG eo ene ee 2,868 3,751 7 “Gi 4 97 110 63 
iMowe ntel 1Ck: i Seine... aoa ore Ie 2,848 3,657 3 2 3 59 32 36 
DORMBION WE NGON ok ooh te dened. 2,346 3,279 “ 6 8 214 209 221 
PAG ICIMOUC Knee chs Cece ss cae 2,835 3,115 4 5 3 60 73 51 
PimeevalOmOntween. . 8 «5 tae cee dae the 2,817 2,800 7 5 2 77 71 23 
Easley buryiOnters «<b. ote cs aad 2,813 2,268 8 7 Us 102 106 103 
BlndeRivers Ontwic...--. sca. cn ets 2,805 2,619 11 11 9 120 90 90 
HDGEUIUG ROCs AN... ss felis css cs. bi 2,778 3,454 9 5 2 87 61 32 
WADISITIONOUGL EE. .. 0... Mes occ ge ee 2,774 2,936 14 6 4 136 74 75 
openvalnGQue we. ke ae den le 2,770 3,220 16 ll 9 106 103 81 
SmMberstbure OM... >. Bie... c lees 2,759 2,853 5 2 3 88 50 89 
HeanelensOnt-seee. >. 1 0... ee 2,752 3,058 3 2 1 63 59 33 
Wammppellford Ont:.. 2)... dhe sci ogee. 2,744 3,018 4 3 4 72 67 61 
ROVEISLOKE;EIS. Glen rec cc hs cede hs 2,736 2,106 3 2 2 47 38 31 
ORGY ACL 6s Ai a, of Ar ere 2,732 2,545 4 2 2 47 40 35 
loaner any? NS) A re a 2,727 2,856 3 3 3 82 63 70 
BNUSODMOVRO TONS <0 sh lke sos 5 wes 2,720 3,368 14 9 5 133 107 60 
Laval-des-Rapides, Que................. 2,716 3,242 5 1 1 158 61 33 
BPIRtOWOINONESS EEE o 0. ale ss bees 2,676 3,013 2 4 5 40 54 56 
Minerpool NS: aiye sos ee es ee le 2,669 3,170 vi 5 4 143 59 40 
DURECONAACQUECHE . oijch. 5 eis ss ces 2,631 3,064 13 8 5 111 89 58 
Meeatord Onts er. .s..» ooblee ce doc sb 2,624 2,662 3 2 2 60 49 34 
OrangevillopOnti........0.6.......08- 2,614 2,718 6 (f 5 87 85 45 
PETONGOM NGS: ee hi. fo. ccc s danse 2,613 2,699 5 5 3 97 116 106 
chmondstiuewt:. oko Ne. 2,596 3,082 5 3 3 79 82 65 
BEtrONATONtMMERE csc AM. nee dae ke 2,596 2,801 5 3 5 64 40 41 


EEE ——————————————————————— 
@) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 
(3) Less than one. 
NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 26—DEATHS OF CHILDREN UNDER ONE YEAR OF AGE IN THE PRINCIPAL CITIES AND TOWNS OF 
CANADA, BY FIVE YEAR AVERAGES, SHOWING THE RATES PER 1,000 LIVE BIRTHS, 1926-40—Continued. 


Population Deaths under one year Rate per 1,000 live births 
City or Town 
Census Census Average | Average | Average | Average | Average | Average 
1931 1941 1926-30 1931-35 1936-40 1926-30 1931-35 1936-40 
1,000 TO 5,000 POPULATION—Continued 
AurorayOntes. .ohte |. ot ceckis bre ot habeas 2,587 2,726 2 1 1 67 34 83 
Mernittons Ont: lair. iis. ne sete atin 2,523 2,993 1 1 (3) 38 55 28 
Prinees George, Bi. i. Guieen acta daa 2,479 2,027 4 4 4 AT 41 40 
Bagotville, Questin  ...0 0 tdbkle ce udi oae 2,468 3,248 24 10 9 143 100 74 
Kincardine Ontyn(éa sens. ae belie tone 2,465 2,507 6 2 1 81 143 316 
Chilliwack, BiCoap . .'..d is eee as chlnce sae 2,461 3,675 6 5 3 52 43 236 
Bracebridge) 'Ontay. 00 Rit, 5 lo es 2,436 2,341 5 4 5 66 48 54 
Berthier) Ques eee as bi. aes ool ieee 2,431 2,634 12 9 6 133 103 85 
Walkerton, Ontsiee ss.) hues acct 2,431 2,679 3 4 6 45 54 60 
Ste-Anne-de-Bellevue, Que.............. 2,417 3,006 5 3 2 64 49 35 
Almonte; 'Ontis Fes Aa ocd Si. one 2,415 2,543 2 3 2 25 34 19 
Biggar, Saske, My steht ec alaekieni ends nie 2,369 1,930 4 3 2 44 39 26 
Louiseville,"Quely.. oc. itic) Woa liye oe ee 2,365 3,542 13 10 5 147 85 48 
La, Salle, 'Que..900 fo, os ee sao nae 2,362 4,651 @) 3 2 q@) 59 49 
PortiAlbernt) Ba@ey. ens Tn ee 2,356 4,584 . 4 3 6 70 35 31 
RedtDeer, AlGa tes sc sais Gee ose ae 2,344 2,924 5 5 6 45 49 44 
Portralfred i Quek... 2 ee 2,342 3,243 18 11 10 121 104 88 
Georgetown, Ont!........0.0...0....8 2,288 2,562 2 1 80 59 38 
Aylmer, Ontie eee. hie Be eb es ae 2,283 2,478 (8) 1 1 14 24 24 
Camrosion Alta Siu. ocd tees abou 2,258 2,598 ll 6 if 85 54 41 
Sussex UN BE MRE aS ts ee 2,252 3,027 1 3 92 36 64 
INoranaa: Quierta. <5 cf tee se cakes 2,246 4,576 @ 8 20 Q) 62 86 
Montreal He Quen!) . 05 Se 2,242 2,355 6 3 5 192 64 95 
Sackville; NEB: Ges, 2 80>, ame eae ee 2,234 2,489 2 1 2 44 27 49 
Grimsby, Ont lee) fats. deeds sao 2,198 2,331 @) 1 2 q@) 40 36 
Waterloo, QuelBhy 0. b5)b ee oa Sanne 2,192 Sle 7 6 7 111 77 107 
Kingsville Onteee ss. 3) cee. eae 2,174 PASSE 4 3 (3) 77 64 12 
Mont-Royal, Ques... .)..). Bhi. oes nc ie 2,174 4,888 @ — (3) Q) = 28 
Bimira, Ont, 99)... hae ek Oe 2,170 2,012 @) 1 ) a) 31 14 
Blacksltake!Quew 5) .4: othe. oeee 2,167 2,276 16 . 4 7 165 73 80 
HAINORY QUEL ACS Mees 2 5 Loe Sy ae ae a 2,153 2,862 a) 14 9 Qa) 96 60 
Tecumseh, Ont.ih. .0 2 el cee 2,129 2,412 @) 2 it a) 37 17 
Wetaskiwin, Altay, 05.5.0 95255 0 ee 2,125 2,318 9 7 8 87 56 43 
Rockland. Ont. o4.c0.< thls athens ease ee 2,118 2,040 10 6 3 124 117 73 
Sioux; Lookout, Ontey. 04. ons sis 5 ae 2,088 1,756 5 3 4 43 54 
Kampack, Saskves. sic isct i teat 2,087 1,792 6 5 4 116 85 69 
Dorval" Que ae oe Re ec a ae 2,052 2,048 3 2 1 97 120 40 
Wolbeau, Que. Wyss Lee ae 2,032 2,847 a) 8 9 (a) 72 78 
Alexandria Ontiee . 256. aii ol alec eee 2,006 2575, 7 4 3 127 99 53 
Tilbury, Onts, eee. 10k ee 1,992 2,155 3 2 1 67 57 48 
Marieville, Ques .55).5. Re... den ee 1,986 2,394 4 3 2 70 47 61 
Devon NB. ame ta tee lee nae) aie 1,977 2,337 2 3 3 54 81 75 
St-Eite; Que. sks RR ah ae 1,969 2,385 12 10 4 95 104 49 
Wingham) Ontowe.. 2 a4, see eae ee 1,959 2,030 4 2 3 69 37 43 
Terrebonne) Quew..:)00 bia ieee 1,955 2,209 6 6 1 101 126 22 
HSsex ONG. Asc GMS cic sae bic MUR eos sd te 1,954 1,935 3 2 (3) 88 63 18 
Ridgetown, ‘Onti!. . 4: SMe i ide anes 1,952 1,944 2 1 2 rite 35 82 
Wiarton, ‘Ont. iiee c?. sk os tee: ar es 1,949 1,749 2 3 2 38 56 53 
Lennoxville,'Quem..3: 0) 0 Fehr eisouiates 1,927 2,150 2 (3) (3) 92 22 15 
Parrsboro,,.NS. Whoo sche deel ido ee 1,919 1,971 3 3 3 70 90 76 
Neepawa, Man Mie i !05.. mae bie oe 1,910 2,292 5 4 4 67 55 37 
umiboldt; Gasket.) 200. ae eae Nene 1,899 1,767 6 1 (3) 67 54 28 
Shediac; IN. Bs.e, sb aoe fees 1,883 2,147 8 5 3 181 115 97 
Gravenhurst, Onti!....... 7240... 0B. 1,864 2,122 3 2 2 75 50 51 
Témiscamingue, Que.........'.......... 1,855 2,168 a) 5 5 a) 98 80 
Raymond, Altade «2. susie ciel nee 1,849 2,089 5 4 1 61 60 64 
Duncans B: C2. Meer cae. Waele cco sca ae 1,843 2,189 4 5 6 43 46 32 
Milton Ontes RR) ee Reo at ee 1,839 1,964 2 1 (3) 79 29 12 
Mrois-Pistoles, Que..:. 0 1. Ag. eds ete 1,837 2,176 9 5 3 102 65 44 
Wiolfiville; NISY AR. 8. ci Aah ka eae 1,818 1,944 6 5 4 112 70 36 
Quebec West, Que. ......05.........%. 1,813 3,619 @ 7 5 a) 111 59 
Melfort) Sask." 08.) Wied cd. ee 1,809 2,005 - 8 7 10 72 64 79 
Mount: Forest)\Ont,,,. ss... 4ae nes don 1,801 1,892 1 3 1 30 Ze 25 


@) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 
(8) Less than one. F 


NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 26—DEATHS OF CHILDREN UNDER ONE YEAR OF AGE IN THE PRINCIPAL CITIES AND TOWNS OF 
CANADA, BY FIVE YEAR AVERAGES, SHOWING THE RATES PER 1,000 LIVE BIRTHS, 1926-40—Continued. 


Population Deaths under one year Rate per 1,000 live births 
City or Town 
Census Census Average | Average | Average | Average | Average | Average 
1931 1941 1926-30 1931-35 1936-40 1926-30 1931-35 1936-40 
1,000 TO 5,000 POPULATION—Continued 

Meta: Cae ins hee he del Soe 1,790 4,581 @ 6 6 ay 67 58 
Olingons Ontas eeeewee eerie lela sclae & 1,789 1,896 2 7. 3 35 43 38 
PRTERIZONISN IN cece sob veer ye.s shee ous 1,764 2,157 5 10 9 49 72 42 
SHAUNA VON SASK esi a chistes miele 1,761 1,603 13 a 5 92 52 25 
PRCUOIT Vi SIO QU e's. oink: sititagers cs go ee 1,753 2,366 iby 7 6 127 83 79 
perm ersurns: OG coe sie «hi sseletege sl ates ascites 1,750 1,700 74 2 2 47 31 33 
LED yeh eh ka a ae ee eer 1,737 1,952 2 1 (3) 55 56 18 
RICO WN ONCE ey ae as chi ctiniaa so te ders jar ! 1,735 1,876 2 2 (3) 81 87 16 
WolomanWAltac cacao slags oo ee aa 1,704 1,870 4 4 3 70 70 46 
@hesiey, One.ci. . scents mas asco Se > eee 1,699 1,701 2 1 1 oe 29 16 
ROOROEH OM be crane iecers oink ott 5 Sete ty & 8 funn 1,686 1,668 2 3 4 42 43 49 
WporeolyOMbsc ent s seat ace anise ws as 6 1,684 1,641 6 3 2 97 68 62 
IMaymedosa, | Man... ....<)cad sae dees 1,680 1,636 4 4 4 65 68 44 
MB OMEVILIE CIC ey cine meade oicits he sas 1,678 2,011 4 3 3 91 62 61 
MO ATUSLON HAUGH scpe dicrei sks araehe <sdes dies eas 1,672 1,864 7 7 6 46 45 35 
SUITES HVA ATE Se oe lore ta ete siebaatons cuales so) ies 1,661 1,346 a 2 3 80 48 53 
MLE PRCOSE NS OOUGH nn, © witelehs sitar vars covets 1,661 2,292 6 3. 4 223 106 129 
MerTeVaTeN AILA tris «clue clintat.s «bind neat 1,659 1,696 13 8 8 BY 42 35 
PC SHMON ON bee) si. sok aleeoueies sh ctveld a sim'ss 1,632 1,316 “4 4 4 79 57 60 
Ptr awe Ot. ce © vouch onside ene cm tans 1,631 1,971 7 6 9 101 80 111 
PSIaIFEOTE A lta nc) Gite Aiwa gicik nam toate 1,629 1,731 4 2 1 112 54 AT 
Muntingdon, Quel sic. cf cesscece 2 ee es» 1,619 1,952 (@) 2 2 @) 53 61 
Greenheld: Park’ Que.sshiNa4.. se cece: | 1,610 1,819 1 @) (3) 57 18 32 
MrtBe aka, Ques..ciscs ells cee e sees 1,608 1,883 6 6 6 100 96 119 
POA ONY LRT stots ale teenthe Metanae’ s saaytre 6) aye > 1,590 1,619 4 3 3 58 58 39 
MRT e ly Oni ts 5 ere aisle ops scheiege io cis ach sve. 1,588 alerirhrg 1 1 1 64 40 
WeAssomption, Que, J...) sisi. 5m. ses See « e- 1,576 1,829 12 i 5 199 120 111 
RUANSOM ING OH-ce sie sic cts biucke sa0% 5 6s sip 1,575 1,418 4 2 2 104 58 49 
PS EEOLG CUES. satis = oil ey seleedes Seis his evew.s 1,570 1,697 4 2 2 79 37 49 
rand Haliss NBs. sock cies cee. ss cin 1,556 1,806 6 4 4 95 78 86 
LORE LOW DSRS eps siiee eierps ojos eae was 1,553 1,470 @) 3 4 @) 22 33 
PIA SOTMPA LUE as bce aieicis derstngnaee, roleveie ese, ray, 1,547 1,499 5 4 5 98 60 55 
emerscOne Ontos. : schraseccys seas eas 1,543 1,418 1 2 1 39 65 35 
LONE Giny LOR ie Sateen, Ale, 5 ano einai Ree 1,529 1,662 2 2 J 89 90 55 
St-Michel-de-Laval, Que................ 1,528 2,956 @) & 2 @) 88 46 
Broniptonville, Que... dees \ce she eee W527 1,672 1S} 4 4 136 63 87 
DABS VINO MIN Bite < y5)cidelorcisues: sc le ee sree = 1,512 1,651 3 1 1 85 26 42 
ETA AEDs inte oo ce Meretarsudhay se faaaia! seus 1,490 1,622 8 6 4 57 54 34 
BGULHAINPULOM, Ont. acta salar e-nltts-s © + sys 1,489 1,600 2 2 1 85 68 49 
[Deayeest gy QO) ekt oe pees len ae) ea a a 1,480 1,570 1 (3) (3) 54 24 12 
WD ERCLONLO FONG oy crs qalotss snide dd eeceiaee 1,476 1,261 3 2 il 121 113 42 
Hroquois) Halls, Ontos. cho cce es ose dete: 1,476 1,302 4 4 3 69 79 46 
SSHEMIITME MING Sates l yale ote taass fb cnk eee 1,474 1,605 2 2 2 69 56 61 
TANCE PEAITIC PAILAs:s ot sie nets =n o eise een 1,464 1,724 @) 6 é Q) 41 38 
TI HBIRIVEDTAtAN. <5 \cchditaes ss 4 od eso 1,459 1,430 4 4 4 35 34 29 
PABSINITDOIAW OAS Kaeo 'c dvalsss eres fiend ele see 1,454 1,349 6 3 3 83 42 32 
Lier eare VN GE) 9 eee G8 eee ee oe 1,447 1,912 2 2 2 43 34 40 
DEGAS, 1B Oh enemy athe ae ana aaa 1,443 1,706 3 1 1 58 56 36 
Wndianv lend, Sask: si <cb: cee. se seed wes 1,438 1,349 5 3 3 78 60 42 
Selah) G55 46.5 cee eee a 1,434 2,008 6 4 3 138 88 57 
Gem AtIM ONG ME) nic chet kane «ae. oto. mane 1,422 1,481 1 —— —_— 4l —_— — 
on SG, | aa ore 1,418 1,455 6 5 5 60 53 39 
Wart ern IN ENT ool GR Re ee 1,416 1,427 4 3 2 48 35 32 

op REE eda RN nn 1,412 1,657 4 3 7 116 51 66 
BER CSST PICETA NG SEAS Keays fen opel reay on ouawstlevarowonror est avons 1,412 1,149 3 5 5 59 68 59 
eninyahiversOnts, . 06 a< see s.o e200 He 1,402 1,205 2 3 2 44 74 24 
WanklecksHill Ont... vi lengcccei seme. 1,380 1,435 3 4 4 70 100 95 
PNTRLOMMOMN US Tots i eseicrire Sickie o.a!ssveereig seed 1,355 1,733 2 3 4 55 56 42 
PONG tes iis 64 p55 foi ea sees ss 1,326 1,641 4 3 9 54 39 73 
USM aaa ey (Cr eae 1,325 1,406 @) 1 1 1) 76 57 
Port Coquitiany.B.C........ 6.006 0555-- 1,312 1,539 ® . 1 14 24. 500 
So eee ee 1,303 1,138 2 1 1 53 43 30 
(Cisping | 1 teva 3 80 CLA aa a Sea 1,298 1,259 2 2 2 47 55 40 


(@) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 
(3) Less than one. 
NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 26—DEATHS OF CHILDREN UNDER ONE YEAR OF AGE IN THE PRINCIPAL CITIES AND TOWNS OF 
CANADA, BY FIVE YEAR AVERAGES, SHOWING THE RATES PER 1,000 LIVE BIRTHS, 1926-40—Concluded. 


Population Deaths under one year Rate per 1,000 live births 
City or Town 
Census Census Average | Average | Average | Average | Average | Average _ 
1931 1941 1926-30 1931- 35 1936-40 1926-30 1931-35 1936-40 
1,000 TO 5,000 POPULATION—Continued 
Marriston Ont iedaceis tec ne 1,296 1,305 1 3) @) 32 18 14 
IMerritteis: Cio men ass ty ack beaten eee 1,296 940 3 2 2 59 58 45 
Wedgeport,IN.Sotcc oisasals eagle’ ooute sien 1,294 1,327 3 1 1 104 46 50 
Lgurentidessi@ues. sic. sstpscls euteome 1,284 1,342 15 8 4 188 162 107 
aber vAltawiar ns Walch toeieuas an pockenees 1,279 1,331 7 4 1 101 67 71 
Wermilion: “Altai isc os-n ua ci abelian eine ile 270 1,408 6 5 5 62 48 38 
Porte Moody Bui vcsss.ccih sis cep ews Rae L 260 1,512 (3) (3) (3) 42 45 250 
Eacombe yr Altacgatrpu chaste ace: aor y 259 1,603 7 5 5 77 72 45 
Niagara MOnbs i eeanicie tr cepa us eat eke ee 1,228 1,541 1 3) 2 64 8 60 
Magrath tA lala aie, So kercccpera vi occtitoeee 1,224 1,207 2 1 1 47 40 39 
IWallote Sake eee clei iba damepereves ec Pee 1,222 1,232 @ 4 3 a) 48 33 
Courtenay BON bya. c: he's tare nake odolene 1 219 1,737 @) —_— (3) a) _— 143 
Stettler sAl tan eccies ar pig we ote meee 1 "219 1,295 4 4 5 54 44 
Englehart) Ontinan es cn octane hc ke eee 1,210 1,262 @) 5 4 @) 59 43 
StaAndrewstyNe bec je ieee ce tee 1,207 1,167 1 1 1 94 67 200 
Redcliffe, Alta.......... ToC Ee al arte 1,192 1,111 (a) 1 @) a) 47 (@) 
Dcotstownl | Oues vs. oo wade isu beans 1,189 1,273 (1) 2 2 @) 65 70 
CanorauSask tein lun. Gelcicies dee 1,179 1,200 6 3 12 70 39 64 
mbuxedo Mam Aeiie. othe chewy: crtede tne Tees} 735 (1) 3) (3) a) 333 1,000 
Montreal SOUEY ) o5,. leech en aacte~ tae 1,164 1,441 1 2 1 77 114 67 
ClareshoinrWAl tan aisctis.s Sip tele ane 1,156 1,265 @ 2 2 @) 42 32 
POTION AO UCN fess cee io tcas tere eh hese eae 1,155 1,292 @) 1 (3) Q) 53 9 
Maple! Creek; Sask, «0.0.4.1: case se wets sas 1,154 1,085 a) 5 5 (1) 57 39 
Cache Bay Ontan iu o.ebhee sl eee Va5). 1,004 (1) 3 1 (1) 92 45 
Pucherlandsiisasice, <4), )t cae a okey 1,148 888 (a) 3) @) @) 38 @) 
WiainwrightscAlta. s.).:. dsc cedaes is ethers 1,147 980 @) 4 4 a) 56 52 
‘aBeausejour) (Manne oi hss eaeah one edie 1,139 1,161 @) 1 1 @) 80 59 
Gravelbourg! (Sask.. .)4..\sctosi oe tus eae 1,137 1,130 6 4 qa) 103 68 a) 
OXfOrd SENSE. stent icisnihio 5 aie Sine eae 1,133 1,297 1 1 1 67 44 42 
Bridgetown VNeSsieng oy hie bees eee eae 1,126 1,020 1 1 1 55 53 63 
IMoosomins Saskic so; iste vdeiesa ans soe 1 119 1,096 2 3 2 49 70 58 
Beverley Altair: scnb asduetoe ln deen Ce L, 111 981 @ (8) @) (a) 43 i) 
Little:Current;\Ont... hn. Gn dn ae 1,101 1,088 1) 1 2 (1) 56 99 
Rigaud uQuete Meelis oe cress aes kee 1,099 1,222 (1) 4 2 @) 144 94 
BattlefordGaskiess cin) asec meee 1,096 1,317 2 2 1 107 92 69 
St. George, INES ios sus. lhc Be ARR Se ae 1,087 1,169 1 2 1 52 102 47 
Pisdale; Sask: ey. os ce cee hoi ere 1,069 1,237 1) 8 8 a) 63 47 
ChAéteauguay, Que.................005. 1,067 1,425 @) 2 1 @) 66 42 
Mahone Feet INES eats Ciera cates tack eal ame 1,065 1,025 (3) (3) (3) 30 36 57 
Sotisis ss Pig Web eee) ae 1,063 1,114 a) 1 2 (1) 95 83 
Olds Alta, 3b entra sed tees YES os aoe 1,056 1,337 (1) 5 4 @ 67 47 
Wiytiyard’ Sask 5 tc ..cisbaiccttoe once heige 1,042 1,080 @) 1 1 @) 74 33 
MindersleysSasky cc's 6 apes fics eee 1,037 990 (1) 4 3 ay 46 46 
Stonewall; (Man eee co. bu sae eueode eee 1,031 1,020 1 1 1 48 52 16 
Parkhill sOnG yaoi ssh sepa Glatn he og 1,030 947 1 (3) (3) 65 17 24 
anistailwAlta: ance obi tbaers scene 1,024 1,223 (@) 6 5 @) 48 33 
Pincher Creek, Alta) cok tebe eet te ew 1,024 994 @) 2 a 1) 53 a) 
StaymerOntii a. ous cr sae Sees Werte 1,019 1,085 @) @ @ @) 10 10 
Fort; Hawkesbury, NSot ogee sos. cee 1,011 1,031 (1) —_— 1 (1) _ 161 
Herbert.) Sask’ avers tcc bs tae oioc hee oe 1,009 875 @) 2 1) a) 42 a 
Radville, Saaksserye ret, Grete a Meee 1,005 813 a) 1 (1) (1) 51 @) 
Killarney. Manian 0.5. b cco iesic dulce 1,003 1,051 a) 1 @) a) 50 a) 
Fort Saskatchewan, Alta................ 1,001 903 a) 1 @) @) 18 a) 
JOR RMISUINE SES Were GP semis ae Le ee 1,000 1,109 2 1 1 85 58 47 


@) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 
(®) Less than one. 


NOTE: The populations are based on the distribution as enumerated in the Census of 1931. 
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Neo-Natal Mortality 


It has been shown in the previous chapter that the 
greatest proportion of Canadian children die in the 
first month of life or in what is known as the ‘“‘neo- 
natal period”. In Chart 11 it will be seen that of 
this group of infants by far the greater number, from 
1931 to 1940, died during the first week of life and 
that, roughly speaking, 50 per cent of these infant 
deaths occurred before the end of the day upon which 
they were born. Thus, the chart indicates that for 
the Canadian child, even during the first month of 
its existence, the expectation of life is greater as the 
child ages. 


The numerical distribution of neo-natal deaths by 
five-year averages from 1926 to 1940 was as follows: 


Averages 
Age at Death 
1926-30 | 1931-35 | 1936-40 
Undermiidays 2). 0.50 aan cee 4,003 3,057 2,607 
1 day and under 1 week.......... 3,471 2,995 2,771 
1 week and under 2 weeks.......| 1,264 1,051 844 
2 weeks and under 3 weeks....... 946 733 555 
3 weeks and under 1 month....... 846 671 519 
Wnder'l-month?/2-... +. ere ree 10,530 8,507 7,296 


Although there has been a marked decline in the 
total infant mortality in most countries of the world, 
it has been stated that any improvement has taken 
place almost entirely between the ages of one and 
twelve months, while the trend under one month has 
remained relatively stationary, but the figures in 
Table 29 tend to discredit this statement insofar as 
the experience in Canada is concerned. In 1926 
the neo-natal crude death rate per 1,000 live births 
was 48 and during the fifteen years there has been a 
generally maintained downward trend in the rate 
curve to 30 per 1,000 live births in 1940. Except in 
the Maritimes where the rate has tended to fluctuate 
considerably, it will be seen that the provincial ex- 
perience has followed closely that of the country as 
a whole. For instance, Manitoba had a rate of 40 
in 1926 which had reduced in line to 24 in 1940; 
Saskatchewan had a rate in 1926 of 40 which by 1940 
was reduced to 26; Alberta with a rate of 48 in 1926 
experienced a steady decrease to 25 in 1940, while 
Quebec with a rate of 59 per 1,000 live births in 1926 
likewise maintained a steady decrease to 35 in 1940. 


During the review period some 131,668 Canadian 
babies died before reaching the age of one month, 
or an average annual wastage of 8,778. 
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CAUSES OF DEATH. — The causes of death during 
the first month of life are for the most part attribut- 
able to the so-called “congenital diseases’’—prema- 
turity, malformations, debility, diseases resulting 
from infections transmitted through the mother and 
the other conditions peculiar to early infancy and 
childbirth. 

In Table 30 are shown the number of deaths of 
children under one month of age in Canada, classi- 
fied by cause of death together with the crude rates 
per 100,000 live births for each cause, from 1926 to 
1940. It will be seen that Premature Birth causes 
by far the greater proportion of deaths in the first 
month of life but that a very decided improvement 
has been evidenced over the review period. In 
1926 there were 4,736 deaths from this cause with a 
rate of 2,035 per 100,000 live births, as against 2,900 
deaths and a rate of 1,187 in 1940. The second 
principal cause of neo-natal deaths at the beginning 
of the review period was Congenital Debility with 
1,496 deaths or a rate per 100,000 live births of 643 
in 1926; however, by 1940, among the very young 
infants this cause of death had dropped to fifth place 
with a total of 729 deaths or a rate of 298 per 100,000 
live births. Other Diseases Peculiar to Early In- 
fancy was the third principal cause of neo-natal 
deaths in 1926 with 1,196 total deaths and a rate of 
514, and although this group of diseases has shown 
an improvement over the fifteen-year period the rate 
of 392 or a total of 958 deaths in 1940 placed them in 
second ranking place among the chief causes of neo- 
natal deaths. 

The fourth principal cause of neo-natal deaths in 
1926 was Congenital Malformations with a rate per 
100,000 live births of 421 or a total of 980 deaths. 
This cause of death has remained in fourth place and 
has tended to show a number of variations during the 
fifteen years, with a general downward tendency to 
1940 when the total deaths stood at 879—and a rate 
of 360 placed this cause in fourth ranking position 
at the end of the review period. The fifth principal 
cause of death among infants in the first month of 
life in 1926 was Injury at Birth with a total of 928 
deaths and a rate of 399 per 100,000 live births. 
Although the rate stood at 367 for a total of 896 
deaths in 1940, placing it in third place, the rates for 
this important cause of mortality have shown a 
remarkable tendency to fluctuate very considerably 
during the review period, as instanced by the rates of 
497 in 1980; 507 in 1931; 422 in 1934; 374 in 1936 
and 415 in 1988. 


Gina r yt 


NEO-NATAL MORTALITY 


Deaths under one month 
Ateach age period 
1931-1940 


10,000 


Under 3 weeks 


Under 2 weeks 


Under | week 


193} 1935 1940 


In 1926 Diarrhoea and Enteritis caused the deaths 
of 383 infants with a death rate of 165 per 100,000 
live births. The figures for the review period reflect 
the advances in bacteriology and the improvements 
in general hospital techniques for the newborn by the 
very marked decrease in the death rates from this 
disease, for, with one single exception (1937), the 
rate dropped rapidly to 61 per 100,000 live births in 
1940 or a total of 150 deaths. Pneumonia has 
shown some improvement during the review period 
as a cause of neo-natal deaths; in 1926 the rate stood 
at 127 for a total of 296 deaths and in 1940 there 
were 250 deaths with a rate of 102 per 100,000 live 
births, but three peak years are evident in the table 
(1927, with a rate of 185; 1929, with a rate of 182; 
and 1931, with a rate of 149). 

Other causes of death of infants during the first 
month of life which have shown an improvement 
from 1926 to 1940 are Influenza (from 51 to 25 per 
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100,000 live births); Convulsions (from 79 to 22 per 
100,000 live births); Whooping cough (from 22 to 
14 per 100,000 live births) and Diseases of the 
Stomach (from 31 to 9 per 100,000 live births). 


The Vital Statistics of Canada indicate that many 
of the conditions causing infant deaths during the 
first week of life are closely related to the condition 
of the baby at birth and are due for the most part to 
pre-natal and intra-natal factors. While the figures 
and Charts tend to show a general improvement in 
neo-natal mortality for the country as a whole they 
stress the urgent need for further improvement in 
facilities for the care of the Canadian child during the 
first week of life, as well as prior to, during, and im- 
mediately after, delivery. It is most evident that a 
national pre-natal and post-natal programme would 
go far towards reducing infant deaths in this early 
and extremely dangerous period of human existence. 


TABLE 29—DEATHS OF CHILDREN UNDER ONE MONTH OF AGE AND DEATH RATES PER 1,000 LIVE BIRTHS 
IN CANADA, BY PROVINCES, 1926-40. 


Year CANADA | P.E.I. | N.S. | N.B. | QUE. | ONT. | MAN. | SASK. | ALTA. | B.C. 
NEO-NATAL MORTALITY 
PLD he, Beene Cen 11,091 61 421 476 4,824 2,935 590 838 620 326 
1927.. 10,532 38 445 456 4,512 2,778 528 839 602 334 
LOZR Rea iss  seeletsic.« 2 10,349 42 427 441 4,467 2,705 531 788 646 302 
1929.. 10,430 55 409 495 4,266 2,849 510 885 660 301 
1930. . 10,247 62 412 455 4,263 2,761 524 859 623 288 
LOS eye \ oleh are rege ote 9,897 53 468 454 4,130 2,585 511 771 647 278 
Een OBE cs 06 eee 8,845 61 440 392 3,567 2,380 447 753 547 258 
LOS SPs. 5s, ceoeane 3s 4 8,271 68 409 400 3,334 2,144 421 695 534 266 
1934. 7,777 71 436 384 3,215 1,953 381 627 489 221 
TBS 4 ae +3 i 7,747 72 414 379 2,966 2,122 419 613 514 248 
LOB G ites cos Bene se 7,393 74 369 412 2,988 1,935 381 543 466 225 
1937. 7,527 72 357 470 2,964 1,931 371 592 492 278 
1938. 7,268 48 363 430 2,970 1,887 369 484 425 292 
OBO TER 5). | oneness). 7,038 83 348 416 2,885 1,777 391 485 380 273 
LOSO Maes. 5 Bategnl «22s 7,256 71 390 453 2,954 1,805 356 497 434 296 
RATE PER 1,000 LIVE BIRTHS 

11) Cees 6 22) ee 48 35 38 46 59 43 40 40 43 32 
DAS Pg fo, a 45 22 40 44 54 41 37 40 40 33 
1928.. 44 23 39 44 53 39 37 37 41 29 
LOO rere ia\e, eremmneiate te 44 33 38 48 52 42 36 41 39 29 
LOSO ers scree rete 42 35 36 43 51 39 36 39 35 27 
A Dee. <5. Meaney. « «.s 41 28 40 42 49 : 37 36 36 38 27 
QS Zips ss << Beruee. ta. 38 30 38 36 43 36 32 36 32 25 
BSB ects ees oo oe 37 35 37 40 43 34 32 34 33 28 
NOGA Ree... Meieeedes ss 35 37 38 38 42 31 29 32 30 23 
LOD) tien ios SW Benerte sv asast 35 36 36 36 39 34 31 31 32 25 
te ea oR oP OO 34 37 31 39 40 31 30 28 30 21 
OS eens. (i: eee =, 34 34 31 44 39 31 29 32 31 25 
1QSR Oe: . Seng 2 28. 32 29 30 38 38 29 27 27 27 23 
U5 32k ees 3 ae 31 39 29 37 36 28 29 27 23 22 
LOGON... aerate... « 30 34 39 35 26 24 26 25 21 
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Maternal Mortality 


Deaths during the pregnancy period are accidental 
in character, being due to infections, injuries or some 
abnormal condition in the mother. A goodly pro- 
portion of maternal deaths may be attributable to 
diseases contracted during the childhood of the mo- 
ther which have resulted in deformities of the pelvis 
_ and other conditions, thereby complicating normal 
delivery of the baby. 


Rosenau! says that the death toll of women during 
the hazards of child-bearing does not reveal the 
_ whole story because— 


“..every death from sepsis represents 
about ten mothers who become infected but 
recover with varying degrees of disability’. 


During the review period, 6,058 deaths of Cana- 
dian mothers were caused by puerperal sepsis, so 
that if Rosenau’s estimate is a fair index of the true 
situation, then our Canadian maternal wastage 
should be increased by some 54,000 from this one 
cause alone over the fifteen years 1926 to 1940, as 
this number of Canadian mothers will have suffered 
to some degree from the effects of infections con- 
tracted during childbirth. In the public health 
sense, puerperal infection is considered a communic- 
able disease. Given ideal conditions and with an 
_ intelligent vigilance during the natality period, many 
of the causes of puerperal sepsis could be eliminated. 


INTERNATIONAL COMPARISONS. — Table 31 
shows the maternal mortality rates per 1,000 live 
births for some of the countries of the world for the 
three year period 1935, 1986 and 19387. Of the 28 
countries for which maternal mortality statistics are 
available, Canada ranked twentieth in 1935, nine- 
teenth in 1986, and twenty-first in 1937, with respect 
to a low maternal mortality rate. This would seem 
to indicate that there is considerable room for im- 
provement in Canadian maternal mortality when 
considered in relation to what is being accomplished 
in other countries. 

Maternal mortality is the statistical measurement 
of deaths during the child-bearing period in the lives 
of our Canadian mothers. Child-bearing, for every 
healthy-born woman, is a physiological process. 
Yet, according to the figures in Table 32, from 1926 
to 1940, 17,678 mothers died during childbirth or 
from conditions which developed during the preg- 
nancy. period — an average annual wastage of 1,179. 
The causation factors of death among females during 
the reproduction period are commonly referred to as 
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“puerperal causes’. Puerperal deaths over the fifteen 
year review period averaged 1 per cent of all deaths. 
Much of this maternal wastage of our Canadian 
mothers is preventable and even though impressive 
results have crowned the concerted efforts of the 
public health departments and the private welfare 
agencies in this direction, the maternal mortality 
rate in Canada is excessive. Maternal wastage is 
usually measured by the ratio of deaths from puer- 
peral causes to every 1,000 children born alive in a 
community each year. 

The fifteen year trend in Canadian maternal 
mortality experience is illustrated in Chart 12 and 
shows that the maternal death rate for Canada re- 
mained fairly stable for the first five years of the 
review period, although there was a slight upward 
trend to 1980 when the rate stood at 5.8. Since 1931 
there has been a decided improvement except for the 
years 1984 and 1936 when two peaks (5.3 and 5.6) 
appeared in the downward trend. Since 1937 the 
downward trend in Canada’s maternal mortality 
rate has been most striking and encouraging. The 
rate per 1,000 live births in 1926 stood at 5.7 (based 
on 1,317 maternal deaths to 232,750 live births), 
while the 1940 rate of 4.0 was the lowest ever recorded 
in Canada. There was a 30 per cent decline in the 
rate from 1926 to 1940. 

There has been a wide variation in provincial com- 
parisons from East to West over the fifteen year re- 
view period from a high rate of 7.8 in 1929 for Prince 
Edward Island to a low of 3.1 in British Columbia in 
1939 and 1940. Table 32 shows the distribution of 
maternal deaths and maternal mortality death rates 
per 1,000 live births in Canada by provinces, for the 
years 1926-40 inclusive. 


RURAL AND URBAN DISTRIBUTION. — The 
distribution of maternal mortality, as between rural 
and urban (cities, towns and villages in excess of 
1,000 population) was not tabulated for individual 
places in Canada, prior to 1941. It was found that 
the incidence of maternal mortality in cities of less 
than 40,000 population was too small to warrant 
the extensive computations required for the detailed 
distribution by individual localities. 

The Census of 1931 showed that there were sixteen 
cities in Canada where the population was in excess 
of 40,000 people. Table 33 shows the number of 
maternal deaths and the rate per 1,000 live births 
within these urban areas of population, by five year 


1 Rosenau, Milton J. — Preventive Medicine and Hygiene, Page 610. 


averages, 1926-30; 1931-35 and 1936-40. Montreal, 
Canada’s first city in size of population has shown a 
decrease in its maternal mortality rate for each 
successive quinquennial period. An average of 126 
deaths yearly from 1926 to 1930 gave the city an 
average rate of 6.2, but in the quinquennial period 
1936 to 1940 the yearly average of 98 deaths showed 
the rate reduced to 5.4. Toronto recorded an annual 
average of 95 deaths or a rate of 7.8 during the period 
1926 to 1980, while the yearly average of 50 deaths 
from 1936 to 1940, gave Canada’s second largest 
city an average maternal mortality rate of 4.8. On 
the Pacific Coast, Vancouver, the third city in size 
in population in the Dominion, from 1926 to 1930 
had an annual average of 26 deaths or a rate of 6.9 per 
1,000 live births, but by 1986 to 1940 the average 
annual rate had dropped to 8.5 or 14 deaths. This 
downward trend is generally reflected in the other 
larger centres. In fact only two cities in the group 
indicate reverse tendencies. 


The figures in the following table show the distri- 
bution of rural and urban maternal mortality for 
Canada, by provinces for 1989 and 1940. 
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It will be seen that for Canada as a whole, mater- 
nal mortality in urban areas was 108 in 1939 and 114 
per cent higher in 1940 than in the rural areas and 
that in the rural areas of Quebec and British Colum- 
bia roughly the same proportions hold true. In 
Ontario the variation is far greater as urban maternal 
mortality exceeded the rural maternal mortality by 
311 in 1939 and 279 per cent in 1940. This was also 
the case in Nova Scotia where urban exceeded rural 
by 208 in 19389 and 188 per cent in 1940. In the other 
provinces the variations were less marked. 


AGE GROUP INCIDENCE. — Table 34 shows the 
number of deaths of Canadian mothers by age at 
death in five-year age groups, together with the 
percentage distribution for each group from 1926 to 
1940, while Chart 18 illustrates that the majority of 
maternal deaths over the past fifteen years have 
occurred between the ages of 25 and 39. The chart 
shows that over the fifteen year period there is very 
little variation between the three groups 25-29 
years, 30-34 years and 35-39 years; that each age 
group claims annually, roughly 22 per cent of all 
maternal deaths. In the age group 20-24, the annual 
average has been around 17 per cent. 


CAUSES OF PUERPERAL DEATHS. — The six 
major groupings of causes of puerperal deaths, as set 
forth in the International List of Causes of Death, 
are: ““Toxaemias of Pregnancy’, ‘Puerperal Sep- 
sis’, ‘‘Abortions’’, “Puerperal Haemorrhage’’, ‘‘Other 
Accidents of Childbirth’, and “Other Causes of 
Puerperal Deaths”. The percentage distribution of 
maternal deaths by the six main groups of causes 
from 1931 to 1940 was as follows: 


SIX MAJOR CAUSES OF PUERPERAL DEATHS 


1932 | 1933 | 1934 | 1935 


Year | Canada PEINS |B Que. | Ont. Man| Skala B.C, 
RURAL 
1939 314 10 | 12} 29] 114] 54] 21 | 34 | 23 | 17 
1940 311 2 | 16] 21/118} 53] 18 | 35 | 34 | 14 
URBAN 

1989 653 6 | 37 | 25 | 256 | 222) 26 | 25 | 36 | 21 

1940 667 4 | 88} 35 | 259 | 201 | 39 | 27 | 35 | 29 
Group Causes 1931 
146, 147 | Albuminuria and eclampsia and other toxemias.| 23.9 
Puerperal sepsis se sock. helen hitter aL be 36.5 
140 (2), Duertotabortion a iE pete sree siete oun 10.2 
142a, 145 (b) -Notidue tovabortion seas ie cases: 26.3 
141 Abortion =— Non=sepoic, eee simples rales ate) «oc 4.0 
144 Puerperal hemorrhages tical eae ea eee ee 11.3 
149 Other accidents of childbirth.................. 7.2 
MATL other GAUses..) ichisi sis) ol aie ars ae eRe inLe s) seele 17.2 
142b Ketopice gestation ai) tia. aes © fede 2.5 
143 Other accidents of pregnancy............... 0.9 
148 Phlegmasia alba dolens 3!) Se, ae LEG 
150 Other unspecified causes................4- 2.2 

MD OW AL ee sah iets sett aes ORE ere ENE oe 100.0 j1 
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Chart 14 shows the percentage distribution of the 
six group-causes of death among Canadian mothers 
during the child-bearing period, from 1926 to 1940. 
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The most hazardous of all conditions which may - 


be experienced by Canadian mothers is the highly 
infectious puerperal septicaemia (sepsis). Nearly 
all public health authorities consider this infection 
to be a communicable disease and quite often sepsis 
has assumed the characteristics of an epidemic. 
To quote Oliver Wendell Holmes?: 


“The disease known as puerperal fever is 
so far contagious as to be frequently carried 
from patient to patient by physicians and 
nurses’. 


PUERPERAL SEPSIS.—This is the chief cause of ma- 
ternal deaths. During the ten-year period 1931 to 
1940, the percentage of total maternal deaths due to 
puerperal sepsis has decreased from 36.5 per cent in 
1931 to 28.8 in 1940, with a relatively high conse- 
cutive four-year period (1934 to 1987) when the pro- 
portion was close to 36.0 per cent. (See Chart 15) 

It will be seen in Chart 14 that puerperal sepsis 
was largely responsible for the sudden rise in the 
maternal mortality rate in 1986. It is worthy of 
note that the 1936 increase was coincident with the 
advent of the sulphanilamide drugs in the treatment 
of septic conditions. Whether there is any relation- 
ship between the use of sulpha drugs, and an increase 
or decrease of deaths from septicaemia is a debatable 
point, but it is revealed in Chart 14 that there has 
been a marked decrease in the death toll from puer- 
peral sepsis since sulpha drugs have been more 
generally used. 

Deaths from puerperal sepsis are usually divided 
into two categories—(a) those due to abortion and 
(b) those not due to abortion. The former group is 
shown in Chart 15 to be responsible for 32 per cent 
of all deaths from puerperal sepsis during the ten 
years, 1931 to 1940, with a total wastage of 3,776 
mothers, or an annual average of 378 deaths. 


TOXAEMIAS OF PREGNANCY. — During the ten- 
year period, 1931 to 1940, toxaemias of pregnancy 
(which include albuminuria, eclampsia and other 
toxaemias) claimed an annual average of 24 per cent 
of all deaths from puerperal causes (see Chart 15). 
This, however, does not mean that there has been no 
improvement in the death rate from toxaemias of 
pregnancy as Chart 14 shows that for the fifteen 
years, 1926 to 1940, with the exception of 1936, there 
has been a decided downward trend in the rate. In 
1926 the rate stood at 149 per 100,000 live births and 
by 1940 the rate had dropped steadily to 96. In 
the one peak year (1986), the rate was 139 and it is of 


more than passing interest to note that the rise in the 
rate for toxaemias was ccincident with a similar rise 
in puerperal sepsis and puerperal haemorrhage rates 
in the same year. 

During the review period, 1926 to 1940, 4,322 
Canadian women died as the result of toxaemias of 
pregnancy, or an annual average of 288. Toxaemias 
of pregnancy rank second to sepsis as a cause of 
maternal deaths, but if for the ten years, 1931 to 
1940, septic abortion were excluded from the sepsis 
group (with 2,597 deaths), toxaemias would then 
(with 2,583 deaths) become the first ranking cause 
of maternal deaths. 


Many toxaemias could be avoided if our Canadian 
mothers received adequate pre-natal care. It was 
revealed by the Manitoba Pregnancy Survey? that 
only 25 per cent of the mothers received what is 
considered the recognized minimum of pre-natal 
care (using five or more visits as a standard); more- 
over, the percentage was only 17 if the quality of 
care received is considered (that is, the taking of 
blood-pressure, weighing of the patient, urinalysis, 
blood tests, pelvic measurements, etc.). Some 
authorities claim that if the haemoglobin percentage 
is kept high through good nutrition and/or medica- 
tion, toxaemias of pregnancy are much less likely to 
occur. It has been suggested that the encouraging 
reduction in deaths from toxaemias of pregnancy is 
the result of better organized relief in necessitous 
cases, and the establishment of a greater number and 
variety of services. 


PUERPERAL HAEMORRHAGE. — This group of 
puerperal deaths is the third largest contributing 
factor to maternal mortality in Canada. During the 
ten years (1931-40) the percentage of deaths from 
haemorrhage to the total maternal deaths has ranged 
from 11.3 in 1931 to 16.5 in 1939. (See Chart 15) 
It will be noticed in Chart 14 that from 1926 to 1940 
there was very little improvement in the maternal 
mortality rate from haemorrhage. Several peak 
years appeared during the 15 year period, notably 
1927 (78); 1982 and 1983 (79); 1934 (76); and 1936 
and 1939 (70). There seems to be little satisfactory 
explanation for the advances in the rate during these 
years. The total Canadian maternal wastage from 
puerperal haemorrhage from 1926 to 1940 was 2,393, 
an annual average of 160 deaths. 


The Manitoba Pregnancy Survey brought out the 
fact that there was an insufficient use of blood- 
transfusions in combatting this chief of the accidents 
during childbirth. The establishment of blood- 


2Holmes, O. W. — On the contagiousness of Puerperal Fever — 1843. 

2 A survey inaugurated in May, 1938, under the joint auspices of the Rocke- 
feller Foundation, the Governments of Manitoba and Canada and the Canadian 
Medical Association to study all conditions associated with pregnancy in Manitoba. 
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banks for emergency maternity cases would undoubt- 
edly prevent an appreciable loss of life and improve 
the general health of Canadian mothers, subsequent 
to delivery of their babies. 

Special studies: and nutritional surveys have re- 
vealed that good nutrition during the pre-natal 
period reduces the danger of haemorrhage during 
childbirth and the use of a special vitamin (K) has 
been established as a routine procedure during the 
course of labour by some of the larger hospitals in 
Canada. 


NON-SEPTIC ABORTION. — The percentage of 
puerperal deaths due to non-septic abortion during 
the decade 1931 to 1940 has ranged from 4.4 per cent 
in 19388 to 2.8 in 1983, as shown in Chart 15. 


The trend in the death rate per 100,000 live births 
for non-septic abortions for the fifteen-year period 
is shown in Chart 14. The figures reveal a general 
downward swing from 23 in 1926 to 16 in 1940. 
For this condition a peak appears in 1936 and is the 
only change worthy of note. 


During the ten-year period, 1931 to 1940, 1,571 
potential Canadian mothers died as the result of 
interference with the normal process of reproduction 
(septic and non-septic abortions) an average annual 
wastage of 157. 


OTHER ACCIDENTS OF CHILDBIRTH. 
During the decade 1931 to 1940 this group of mater- 
nal deaths, which includes Caesarean section, dys- 
tocia, instrumental delivery, rupture of uterus in par- 
turition and other accidents of labour, has maintained 
fourth place among the important group-causes of 
maternal wastage. In 1931 the percentage of 
“other accidents of childbirth” of the total maternal 
deaths was 7.2 and in 1940 it was 8.3. Chart 14 
reveals that the death rate per 100,000 live births 
during the fifteen years, 1926 to 1940, has fluctuated 
very considerably, although, even in this varied 
group of diseases, a general improvement is apparent. 


ALL OTHER CAUSES. — There has been a wide 
variation in the proportion of deaths in this residual 
group of causes of maternal deaths during the ten 
years, 1931 to 1940; viz. from 11.6 in 1936 to 21.4 in 
1940. This group includes—ectopic gestation (with- 
out mention of septic conditions), other accidents of 
pregnancy, phlegmasia alba dolens and other un- 
specified causes. 


Phlegmasia alba dolens (including embolish or 
sudden death) was responsible for the greater pro- 
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portion of pregnancy deaths in this group, being in 
fact wholly responsible for the 1940 increase shown 


‘in Chart 15 (see also Table 35), when 16.0 per cent 


(156 deaths) of all the maternal deaths were attri- 
butable to phlegmasia alba dolens. Chart 16 reveals 
the interesting fact that mortality from this cause 
does not run a parallel course with puerperal sepsis, 
but quite at variance with the death rate from child- 
birth infection. 

Table 35 further reveals the fact that phlegmasia 
alba dolens had its highest death rate for the fifteen- 
year period in the year 1940 (64 per 100,000 live 
births), whereas the rates for all other conditions of 
childbirth, except accidents and abortions (non- 
septic) were lowest in that year. 

During the ten years, 1931 to 1940, maternal 
deaths due to puerperal sepsis, toxaemias of pre- 
gnancy and puerperal haemorrhage were responsible 
for an average of 72 per cent of Canada’s maternal 
mortality. The total maternal wastage over the 
fifteen-year review period was 12,773, an annual 
average loss of 852 mothers. 

The improvement in Canada’s maternal mortality 
trend may be attributed, among other factors, to the 
multiplication of pre-natal clinic services, better hos- 
pitalization facilities, an increased tendency to seek 
hospitalization and an improved obstetrical tech- 
nique. A very considerable proportion of the de- 
crease in maternal death rates from a number of the 
specific causes has been coincident with the rise of 
bacteriology—particularly has this been true in the 
reduction of child-bed fever (puerperal sepsis). 
Education has played a considerable part in reducing 
the maternal mortality rate in Canada. The Mater- 
nal Mortality Survey of 1926 and 1927, conducted 
by the Department of Health, Canada, demonstrated 
in particular the value of factual knowledge in the 
maternal mortality programme. This survey has 
proven a corner-stone in the Canadian maternal 
child welfare programme and has done much to pro- 
mote the educational policies which have been carried 
on at all levels of government. Another step in this 
direction has been the publication of “The Canadian 
Mother and Child’, which is distributed by the 
Department of Pensions and National Health. 

The Canadian Welfare Council has, for a number 
of years, published valuable educational material on 
maternal and child care in the form of a pre-natal and 
post-natal letter service to every Canadian mother. 
Distribution of the letter service has been made 
through the Provincial Departments of Health. 
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TABLE 31—MATERNAL MORTALITY RATES PER 1,000 LIVE BIRTHS IN VARIOUS COUNTRIES OF THE WORLD, 
1935, 1936 AND 1937. 


Country 1935 1936 1937 Country 1935 1936 1937 
FAN COGN cei olscpske tre ace Riccar 2.3 2.1 qa) FROUIMADIA eh es cite) erreeeney arate tay alesis 4.4 4.5 4.3 
Netherlands........ 3.0 3.0 : Union of South Africa............. 4.7 6.1 4.4 
JAPAN « sic ¢ wisis: sre Risre a isie oe Otte olok as 2.6 2.6 @) Switzerland! A eden aisese eco be or 4.5 4.4 4.5 
Eta feet, eats sek Bear eitagila ae iene hate rere 3.0 3.0 2.7 WAvistrabati’. Ri 0. dele aries erste leet 5.3 6.0 4.6 
NOT WA YEH e 6 ORs ie stn nee tee ne 2.8 2.6 3.0 Newfoundland and Labrador....... 3.2 6.3 4.6 
SWEMEN di.osicc cies s ore Sesser Spl Stal (a) Scotland sae ie oa ieciee segs » 6.3 5.6 4.8 
England and Wales................. 4.1 3.8 3.3 CAIN ATDIANT aes) UOR ees tore sutchers 4.9 5.6 4.9 
Denmarks ses aeirah si coke Mm euaae 4.0 3.9 oo Czechoslovakia. -.wcgecm ect nalts 4.6 4.9 @) 
Te Rb bog: ha Guana ge Sembee Ain hnaintns BUA Arde 4.2 4.3 3.5 United |Statest 3. See ee ceiene 5.8 5.7 4.9 
Irish) Free'Statet.........0 5. Reem 4,7 4.7 3.6 Northerntlrelandse ja. cass e cere 5.5 6.1 5.0 
New Zealand: yeucn a er 4.2 SHé 3.6 THthUania. lek nec Fos Sera se 7.1 6.1 5.8 — 
Uruguay eran aba ees 2.9 IMG 32 Costa, Rica. ee4ea es uteamee 6.6 6.0 6.4 
Belgian. 6.) eee ent ee ee 4.2 4.6 3.8 Be OSA 5 RUMEN Cone Beek S'S Soon 8.5 8.5 9.9 
Greece. «2. citeeaite lk. « seer Sere 4.7 4,2 4.3 Ceylonitataing servi os Eh ce ekees 67s 26.8 21.6 19.9 


@) Not available. 


TABLE 32—MATERNAL DEATHS AND MATERNAL MORTALITY RATES PER 1,000 LIVE BIRTHS IN CANADA, 
BY PROVINCES, 1926-40. — 


Year CANADA | P.E.I. | NS. | N.B. | QUE. | ONT. | MAN. | SASK. | ALTA. | B.C. 


MATERNAL MORTALITY 


LOZO Majer te omens thes 1,317 8 51 66 427 381 87 147 85 65 
DZ dete, e crete, ois sare tore oe 1,300 4 76 65 403 403 72 114 95 68 
AQZS efits chia sectors 1,331 11 57 58 444 396 74 124 106 61 
TOZO er Neel cisyoere ania 1,341 13 45 75 430 368 97 132 123 58 
LO SO Ee tguistatlas tes sy oe 1,405 5 76 57 463 440 75 112 114 63 
LOS UE Misa, ss) crates 1,215 13 55 60 400 372 69 93 87 66 
MOSZE LR iva wstaeye Oe 1,181 13 53 63 421 343 68 102 64 54 
VOSS ike on sieieeh sik te 1,111 8 52 60 381 346 54 92 73 45 
NOSE ove eh eae es 1,167 10 71 52 418 348 51 86 81 50 
1935 1,093 8 62 48 405 313 56 80 69 52 
GSO Petey te an srl ane 1,233 Il 51 69 450 355 70 86 91 50 
NOS Te aticeras rane sae 1,071 12 35 39 397 319 55 86 77 51 
NOB creed orc, cela ates =e 9 5 51 52 408 251 39 46 68 48 
1 51 See aA 967 16 49 54 369 276 47 59 59 38 
LOAD Pe es Bina lane 978 6 54 56 377 254 57 62 69 43 


RATE PER 1,000 LIVE BIRTHS 


ROQZG) 1c ecn's taisvee-oya crave 5.7 4.6 4.6 6.4 5.2 5.6 5.9 7.1 5.9 6.5 
OZ ielsie:tis eraereie le niees 5.6 2.4 6.8 6.2 4.9 6.0 5.1 5.4 6.4 6.7 
OZR es sux cis a'efenss sal oa ats 5.6 6.1 5.2 5.8 5.3 5.8 5.1 5.8. 6.8 5.9 
LO ZO rere istiercientits!- 5.7 7.8 4.2 7.3 5.3 5.4 6.8 6.2 7.3 5.6 
1S U5 Surbinia oars AOS 5.8 2.9 6.7 5.4 5.5 6.2 5.2 5.1 6.5 5.8 
TOS Lorie erctes stan yates ie 5.1 6.9 4.7 5.6 4.8 5.4 4.8 4.4 5.0 6.3 
NOS 2 ey sere oceiiete aerate 5.0 6.4 4.6 5.8 5.1 5.1 4.8 4.9 3.8 5.3 
LOSS islets cutee wate ees 5.6 4.1 4.7 6.0 5.0 5.4 4.1 4.6 4.5 4.7 
BOSS Meriecion fieiite ty <0 5.3 5.1 6.2 5.1 5.5 5.6 3.8 4.4 5.0 5.1 
OSD Ses tate )aieneye Mialal'sie' 4.9 4.0 5.3 4.6 5.4 5.0 4,2 4.1 4.3 5.2 
ROSE Ses iocoie ici tieiers ies 5.6 5.6 4.3 6.6 6.0 5.7 5.4 4.5 5.8 4,7 
MOST Matracie a chen «isis 4.9 5.7 3.0 3.7 5.2 5.2 4.3 4.6 4.8 4.5 
VOSS ioe sys ss cta's eieie lovers 4,2 2.5 4.2 4.5 5.2 3.8 2.9 2.5 4.3 3.8 
1 5 SR Pee 4.2 7.5 4.1 4.8 4.6 4.3 3.5 3.3 3.6 3.1 
LOE esis) svsts sree eeras 4.0 2.9 4.2 4.8 4.5 3.7 3.9 3.2 4.0 3.1 


TABLE 33 — MATERNAL DEATHS IN THE CITIES OF 

CANADA OF 40,000 POPULATION AND OVER BY FIVE 

YEAR AVERAGES, SHOWING THE RATES PER 1,000 LIVE 
BIRTHS, 1926-40. 


Number of deaths Rate per 1,000 live births 

Cities havieate aumento de: 

Average] Average|Average|| Average| Average! Average 

1926-30]1931-35]1936—40)|1926-30]1931-35] 1936-40 
Walgary. ccs a+ 14 8 9 ¥,7.8 4.7 5.2 
Edmonton... mee isth wt 854 68. | uk 
PIAMEAK A. cal... 10 10 Z 6.9 6.1 4.0 
Hamilton...... 24 17 16 7.9 5.7 5.5 
London....... 10 10 Gi 7.2 7.3 4.4 
ee Sak: 126 107 98 6.2 5.6 5.4 
Ottawa....... 19 21 15 6.4 (ie 4.7 
Quebec........ 26 28 27 5.9 6.8 6.8 
Regina........ @ 8 5 @ 6.3 3.8 
Saint John..... 9 8 7 7.9 6.7 5.4 
Saskatoon..... a) 8 6 a 8.4 6.5 
Toronto....... 95 69 50 7.8 6.0 4.8 
Vancouver..... 26 15 14 6.9 4.5 3.5 
Verdun........ 4 5 6 3.8 4.9 7.3 
WINdSOP.. ...1- ; (2) 16 13 @) 7.9 6.0 
Winnipeg...... 26 20 17 5.7 5.1 4.5 


() Not tabulated — The Census of 1931 showed for the first time a population 
of 40,000 or over for these cities. 


(2) Not available for the present area of Windsor. 
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TABLE 34—MATERNAL DEATHS IN THE CHILDBEARING FEMALE FIVE YEAR AGE GROUPS, SHOWING PERCENTAGE 
DISTRIBUTION IN CANADA, 1926-40. 


NUMBER OF MATERNAL DEATHS 


1932 1933 1934 1935 1936 1937 1938 1939 1940 


1931 


Age Groups 


Cp MeO eo Tk ae) 
7 ae: “eae a = @ 
at No. Gallet, entre 


et. een AS pete a 


PPbiig: 
gi ities 
ee eaas 
RESS SBS 
o Qatar 

SAAD >~>@o 
(=| i") 
Beadde & 


1,181 1,111 1,167 1,093 1,233 1,071 968 967 978 


1,215 


Total. . 


PERCENTAGE DISTRIBUTION 


EIR Soe Sods Pl 


Cae Cale api et) 


Ser g Sr 


40 years and over 
Age not stated... 


25-29 years..... 
30-34 years..... 
35-39 years..... 


Under 20 years. 
20-24 years..... 


100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 


100.0 


Motaly. cc.:07 


00F IGP (64 98h 09¢ FOP LES 667 T0¢ gog¢ LLg OLS c9¢ gg¢ 999 
L 4 z g g ¢ € g 9 II IZ 0Z 1x6 8T 8% 
$9 bY LY bP €P 6€ OF 15) SP 6¢ 6¢ Tg 8& gé 9€ 
4 9 9 8 € 4 g 4 9 ee 8 8 Il Or II 
or 6 €1 IT ia! €1 ST €T a’ ai OL ai LI CT cT 
98 co 89 89 G9 09 69 OL €L 18 POT 16 06 82 16 
€€ 8€ (44 1g 6¢ 9¢ €9 a) &¢ 9€ cP cg (44 GP 67 
9¢ OL 8¢ 8¢ OL €9 9L 6L 6L LS tL 92 €L 82 89 
9T ial 61 rat iG 61 8I él (ai 0Z ai ST al 61 &@ 
€IT Set vEl CLT £02 LLY 06T TZT GLI P8T 902 961 S8T 161 98T 
96 TOL c0T E31 6&T 6IT LIT SIT 601 Ter LET 6&1 8ST LPT 6F1 
SHLUYIG AAIT 00000! UAd SALVY 
826 196 896 TLOT | SEZ'T | S60'T | LOTT | TIT‘T | TST‘T | STZ‘T | SOP‘T | Tve‘T | Teer | OST | ZTS‘T 
8I Or 4 Or II Or 9 2 a LG 0g LY 9¢ €F 99 
9ST TOT LOT 16 g6 98 88 FIT GIT Trl €Fl I@I 06 18 €8 
Or La! cal ST 9 8 él 8 €1 IT 02 81 9% &@ 9% 
GZ 0Z 0€ GZ 1€ 8% && 63 vé 0€ OV 6¢ Iv ge 9€ 
602 SFI SST OST erI oI 6&T LST ELT 606 E96 G1Z €1Z é8T 184 
18 88 96 GIT 62T Za 681 Ter a 18 60T (eal 66 66 SIT 
8éI O9T PET 821 FST 6ET 891 GLT L81 LET 6LT 6LT ELT €81 6ST 
6€ o& &F 93 €¢ (a4 OF 9% 8% 6h 62 Gg vE vP vg 
LLG Org LOE S8E LYt c6E IGP I8€ SIP &vP TOS COP 6EF StF (67 
VES GES €&% 016 LOE $9G 092 TS% 992 062 PEE 8ZE €LE PPE 9FE 
SaHSNVO 'Tveadddand WOU SHIVA 
OF6T | 6E6T | SE6T | LEGT | SECT | SECT | FECT | ESET | GEGT | TE6T | O€6T | 626T | 8Z6T | L261 | 9Z6T 


“**"gasneo peyloedsun 10 104909 
"***"-"sugfop Bq[® BIseUlda[yg 
‘+ Aouvuseid Jo syuepi9e 10430 
eee eee eee “001989803 o1doyoq 
Reo aoe sesnvo 10440 [IV 


"+ UIGp]TYo Jo syueprooe 10490 
soreses > 98equsowesy [erediang 
reese + odas-uou—uonoqy 
POR, LeBeee sisdes perodrong 


+++ >< ggruroexoy 10440 
pus svisdugpe pus viimurmundqry 


"***gasneo poytoedsun 10 10499 
Sas Seb sus[op Bq]e BIseUse[yg 
*- ouvuseid Jo syuepiooe 18y3O 
seeeee cee eee u01384S03 aidoqony 
Sie Sta a OES “sesneo 10430 ITV 


SSS zIqpLee ge *10ep10I8 4559) 
Sihosders Rep aseyiowesy [eredieng 
tosses > + o19das-uou—uol10qy 
ORES cH - NIE sisdos perodiong 


Fee seseses s+ geruraexog 10930 
pues visdurepo pues eiumurwndyry 


yyeeq jo sesneg 


‘0F-926I “VAVNVO NI GLVLIS TVEdduand AHL GNV HLYIAaTIHO 
‘AONVNDGUd ONIUNG SASNVO dNOUD Ad ‘SHLUIA AAIT 00000! UAd SALVY ALITVLUOW AGNV SHLVAC IVNUALVN—SE ATAVL 


OST 
SFT 
€F1 
qerl 
671 
trl 
TrI 


SPL “8ZPI ‘OFT 


LUT ‘OFT 


OST 
SFT 
eI 
qerT 
6FT 
vPl 
TrI 


SFL ‘8CPT ‘OFT 


LVI ‘OFT 


“ON 489] “FUT 


CuapTer VIII 
Deaths 


Death registration might be termed the corner- 
stone of the modern world system of Vital Statistics. 

In 1662 Captain John Graunt, F.R.S., compiled the 
first known Vital Statistics of London (England) 
when he claimed to have reduced the large volumes 
of death statistics of London into a few perspicuous 
tables. Captain Graunt based his calculations upon 
his observations of the “London Bills of Mortality’, 
which had been established for the city of London as 
early as 1592. The Bills of Mortality were weekly 
budgets of births and deaths which were prepared 
for the city of London. These Bills were later 
brought into prominence by William Farr, the father 
of our present Vital Statistics Laws. It was mainly 
through the efforts of Farr and his contemporaries 
that the Bills of Mortality assumed great importance 
as statistical records of mortality in the Metropolis 
and that they were later replaced by the present 
form of death registration under the Registration 
Act of England and Wales. 

Death registration thus introduced was primarily 
of statistical import, but during the succeeding years 
the registration system of deaths has developed as- 
pects of legal, economic, and social significance. 
Death registration assists in the prevention and 
detection of crime. It establishes the basis of genea- 
logical study. Death certificates are invaluable in 
establishing proof of death in the probate courts for 
the settlement of estates and to insurance companies 
when judging life insurance claims. 

Insofar as completeness of registration is con- 
cerned, death registration has very few defects. 
Failure to register is at a minimum, chiefly because 
the registration laws in most countries of modern 
registration concepts strictly require that a burial 
permit must be obtained by the undertaker prior to 
the disposition of the body of a deceased person. 
The undertaker is therefore responsible for the regis- 
tration of a death and he must obtain from the 
physician last in attendance at the death, or the 
coroner who holds an inquest or inquiry into cir- 
cumstances surrounding a death, a Medical Cer- 
tificate duly attested. For this reason, death regis- 
tration is more complete than birth registration In 
the case of deaths from other than natural causes, the 
inquest or inquiry by the coroner provides the 
means of detecting deaths under criminal circum- 
stances. 

The facts of death of an individual are provided 
from two distinct sources: (a) personal particulars, 
by the immediate family and (0) the nature of dying 
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(Medical Certificate), by the last attending physi- 
cian or the coroner. 

Statistically, death registration data have been 
used by health authorities as one of the most useful 
weapons in the study of disease and its cause, and 
have thereby been the means of bringing about an 
improvement in the general health of the people 
and of lengthening the span of human life. 

The general death rates of communities and nations 
have, from time to time, been violently disturbed by 
periodic outbreaks of epidemic diseases. Many com- 
municable diseases have their favorite haunts, 
wherein they become epidemic, while in other local- 
ities these particular diseases may never appear. 
An infectious disease is said to have become pan- 
demic when it becomes world wide in extent. 

Plague is an infectious disease which, during the- 
history of the world, has caused a high mortality. 
Originally the term “plague” was used to define any © 
disease of epidemic nature which caused a high mor- 
tality. Today, however, the term “plague” is ap- 
plied to a disease cause by a specific parasite or 
bacteria. 

Primarily a disease of the rats and other rodents, 
such as the ground squirrel, marmot, etc., the modern 
plague is transmitted to the human through the 
medium of rat fleas. History records many plague 
epidemics of varying severity during the ages, among 
the most devastating during the past six or seven 
centuries being that great cycle of plague deaths in 
the 14th century, commonly known as the “Black 
Death”, which is said to have wiped out one-quarter 
of the population of Europe, roughly 25,000,000 per- 
sons, and the “Great Plague of London’”’ in 1664-65 
which according to the “Bills of Mortality” claimed 
a total of 68,596 victims in a population estimated 
at 460,000, an astounding mortality rate of 149.1 per 
thousand of population. 

The date and origin of smallpox is unknown, but 
history records a severe epidemic in Iceland during 
the 18th century, while its first recorded appearance 
in Europe was during the 15th century. Smallpox 
epidemics became progressively more common in 
the 16th and 17th centuries, attaining the maximum 
of frequency and extent during the 18th century. 
The “Bills of Mortality” revealed that over a period 
of 10 years (1681 to 1691) smallpox deaths in the city 
of London exceeded an average of a thousand deaths 
ayear. The United States and Canada, in the latter 
part of the 19th and early years of the 20th centuries, 
experienced severe outbreaks of smallpox, yet today 


vaccination has reduced this great scourge in most 
European and North American countries to an al- 
most negligible quantity. 

In modern times, cholera, dysentery, typhus and 
bubonic plague, are most prevalent in hot countries. 
These infections are said to be Asiatic in origin. 
Isolated epidemics of diphtheria, typhoid fever and 
similar infections are of fairly common occurence 
even today, but none of these diseases has, during 
recent years, reached pandemic proportions. 

The Negro is said to have been responsible for the 
introduction of malarial fever to the southern United 
States. The Negro is said to have carried the virus 
in his blood and thus transmitted the disease to the 
white population who, not being immune to the 
disease, immediately fell victims. Science has now 
conclusively established that the transmitting agent 
in the spread of malaria is a specific type of mosquito. 

Measles, whooping cough, and other so-called 
minor infections are known to have ravaged certain 
areas of the globe with a fierceness and a mortality 
rate unknown to modern times. 

The advance in the study and application of bac- 
teriology has been a factor in reducing the death rates 
from many of the infectious diseases to an almost 
negligible quantity. 

An infectious disease which during the last 40 
‘years has reached pandemic proportions is influenza 
in its various types. The 1890 epidemic travelled 
around the world within three to four years, and 
from 1917 to 1919 it again circled the globe. In- 
fluenza first became apparent in epidemic propor- 
tions in Canada early in October of 1918 and reached 
its peak in December and January, subsiding gra- 
dually towards the end of March and the beginning 
of April, 1919. 

The following figures, taken from Provincial An- 
nual Reports of Vital Statistics, reflect the 1918 
epidemic of influenzal-pneumonia in Canada. 


CRUDE DEATH RATES PER 1,000 poruLATIon, 1917-20. 


1917 1918 1919 1920 
Prince Edward Island....... 10.4 We 7, 8.3 14.4 
INOVa COLA). SoM luee Bete 14.99] 17.9] 17.9] 14.5 
Quebecs Peek Mek eevee 15.8 20.6 4.5 16.4 
Ontarioises rhs he ynmeeny iy 12.0 15.3 11.9 13.9 
Wianitoba nadie sclse cele pene 9.8 13.7 13.0 122 
Saskatchewan.............. C0 OG Has 7.4 
Ailbbertastecnuenay: . es eam Mara 8.1 13.9 9.3 10.0 
British Columbia........... i WA 13.9 113 10.7 


(1) Year ending September 30th. 
Notre: — Figures not available for the Province of 


New Brunswick. 

Ontario, the most populous of the provinces, in 
1918 recorded a death rate per thousand population 
of 15.3 as against 12.0 in 1917; 11.9 in 1919; and 
13.9 in 1920; while Quebec the second geographical 
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unit of Canada in size of population recorded crude 
death rates of 15.8 in 1917; 20.6 in 1918; 14.5 in 1919; 
and 16.4 in 1920. 


During recent years there has been a distinct im- 
provement in the reporting of cases of communicable 
diseases. Previously, death statistics had, of neces- 
sity, to be used extensively as the most effective 
means of measuring sickness tends, particularly in 
the case of non-reportable (non-infectious) diseases. 
The statistician must, however, always bear in mind 
the admonition of Sir Arthur Newsholme! that 


“The registration of deaths gives a very 
imperfect view of the prevalence of disease.”’ 


Nevertheless, death records have been of extreme 
value in the study and suppression of epidemics and 
other preventable diseases. (See also Chapter X— 
Communicable Diseases.) 

War has a distinctly disturbing influence on Vital 
Statistics. Marriage rates and birth rates fluctuate 
as the various stages in conflict are reached while 
the normal civilian death rate is subsequently 
affected by the reduction in the population of men in 
the military age brackets (19 to 45). A thousand 
and one questions have arisen regarding the war 
disturbance in vital statistics and many of these 
questions still lack a satisfactory solution. Generally 
speaking, however, when dealing with death rates in 
countries of European civilization, it has been fairly 
standard practice to disregard the effects and after- 
maths of war in measuring the effects of death upon 
the civilian population. Keeping this fact in mind, 
the past century has seen a marked decline in the 
crude death rate for all countries. Perhaps the most 
impressive decline is furnished by the mortality 
statistics of Sweden, where vital statistics have been 
kept with a high degree of accuracy since 1750. 
Sweden’s crude death rate declined from an average 
rate of 27.4 per thousand in the decade 1751 to 1760; 
21.7 in the decade 1851 to 1860; 16.4 in the decade 
1891 to 1900; to 12.1 from 1921 to 1980. 

A decline in the crude death rate per 1,000 popu- 
lation for England and Wales and Scotland is re- 
flected by the following figures: 


Years 
England and Wales Scotland 
LS TZOZ2 IED As nee 22.3 22.3 
1880-2... bce 5. Neate 19.7 19.7 
PSO 22 oh tae tigen ai cranes 19.7 19.7 
19002200.) Ee TSE, SES 17.2 17.9 
Ua eee Actran cue: 13.8 15.1 
O20 <2). alo cea cu erence 12.4 14.2 
TOSO- 20 Es, Sa ee, 11.9 13.4 


1 Newsholme, Sir Arthur — Vital Statistics. 
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, 
Crude death rates per 1,000 population i 


In the United States the average crude death rate 
in the first decade of the present century was 15.5; in 
the second the rate declined to 14.0; in the third to 
11.7 and in the fourth to 11.0 


INTERNATIONAL COMPARISONS. — Table 36 
lists the death rates of forty-three countries for the 
years 1935, 1936 and 1937. The table reveals that 
in all three years three countries recorded crude 
death rates under 10.0 per thousand population, 
namely, the Netherlands (8.7, 8.7 and 8.8); New 
Zealand (8.2, 8.8 and 9.1); and Australia (9.5, 9.4 and 
9.4). Canada in both 1935 and 1936 recorded a 
crude death rate of 9.7. As compared with the 
other countries, Canada holds a relatively good posi- 
tion in low-ranking death rates, namely, fourth in 
1935, fifth in 1986, and fifth in 1987. The Union of 
South Africa (whites) in 1936 and 1987 held fourth 
place with rates of 9.6 and 10.1 per thousand popu- 
lation, respectively. It will be seen, therefore, that 
some of the lowest crude death rates recorded among 
the nations of the world are those of Canada and 
other members of the British Commonwealth of 
Nations. 


GENERAL MORTALITY. — Total deaths and crude 
death rates for Canada, by provinces, are shown in 
Table 37. It will be seen in Chart 6 that, while the 
death rate experience for Canada is recorded over a 
relatively short period of time, from 1926 to 1940, 
the trend is reflected as generally downward. In 
1926 the death rate stood at 11.4 but by 1940 it had 
declined to 9.8. During this period five years re- 
corded lower rates than that of 1940; particularly 
1934 and 1988, with rates of 9.4 and 9.5, respectively. 
A peak appeared in the line trend in 1929 when the 
rate stood at 11.3. 

The provincial crude death rates show a wide 
variation from East to West with the Western Pro- 
vinces recording consistently lower rates. Saskat- 
chewan held the low spot during the whole 15 year 
period. In 1926 the rate was 7.4 and except for the 
years 1929 and 1987 when the rates were 7.6 and 7.4, 
respectively, there was a steady decline until 1939 
when the rate stood at 6.4. In 1940 the rate rose 
again to 7.0. 

A decided improvement is indicated in the deaths 
and death rates for Quebec. In 1926 the rate stood 
at 14.3 and by 1940 had steadily declined to 10.1; a 
reduction of some 29 per cent in the crude death rate. 
The crude death rates for the other seven provinces 
generally reflect a parallel course to the Canadian 
trend, but in the year 1939 the death rates showed a 
tendency to increase for each province, except 
Saskatchewan, Alberta and British Columbia. In 
1940 Quebec and the Maritimes recorded decreases 
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in the death rates, but for Ontario and the four 
Western Provinces the rates generally increased. 


SEX DISTRIBUTION OF DECEDENTS. — The 
figures in Tables 38 and 39 (taken together) show the 
sex distribution of decendents each year in the various 
age groups in Canada. It will be seen that for every 
year of the review period males suffered a much 
higher proportion of deaths than did females, and 
particularly in the younger age brackets. The sex 
ratio of males to every 1,000 females for each year 
was as follows: 


RATIO OF MALE DEATHS TO 1,000 FemaLe DEATHS IN CANADA, 
1926-40. 


Ratio of Ratio of Ratio of 
males males males 

Year to 1,000 Year to 1,000 Year to 1,000 

females females females 
1926 1,129 1931 1,178 1936 1,170 
1927 1,148 1932 1,164 1937 1,201 
1928 1,156 1933 1,158 1938 1,225 
1929 1,158 1934 1,191 1939 1,221 
1930 1,178 1935 1,183 1940 1,240 


The above figures reveal that, generally speaking, the 
male ratio is on the increase as in 1926 it was 1,129 
to every 1,000 female deaths and by 1931 it had 


‘ reached a ratio of 1,178. For the next two years 


there was a slight decline but increased to 1,191 in 
1934. During 1935 and 1936 the ratio dropped again 
but 1987 and 1938 showed increases to 1,201 and 
1,225, respectively. In 1939 there was a very slight 
drop but in 1940 the ratio reached 1,240 males for 
every 1,000 females, so that in spite of these fluctua- 
tions during the period the percentage increase in 
the ratios was 9.8. 

Table 40 shows that in the matter of broad age 
groups the male points of age in the quartiles are 
consistently lower each year than the female. This 
indicates that the mortality rate in Canada for men 
is much higher than it is for women. 


AGE DISTRIBUTION OF DECEDENTS. — A study 
of deaths by age groups in a number of countries has 
revealed that the reduction in death rates, for the 
most part, has been in the younger age groups and 
that the rates for ages over sixty years have not 
diminished but have actually increased quite rapidly. 
This is true in the United States and particularly so 
in Canada. The Vital Statistics show by the in- 
creased death rates among the older population that 
after fifty years of age people succumb to conditions 
which are more closely related to the vicissitudes of 
later life. This would seem to be a most satisfactory 
state of affairs and would appear to indicate a nation 
of healthy virile citizens living to a ripe old age; but 
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it must be remembered that the human element in 
the country needs replenishing. In order to accom- 
plish this the death toll among the children of Canada 
which is far too heavy, must be reduced to a mini- 
mum. 

~ Tables 38 and 39 show the absolute distribution of 
deaths (Table 38 for males and Table 39 for females) 
by age-groups in Canada from 1926 to 1940. The 
numbers show, in general, a pronounced shifting in 
the age incidence of deaths from the younger to the 
older age groups and reflect, particularly, the strik- 
ing reductions in deaths for single years of age 
under 5. The figures in Tables 38 and 39 when con- 
sidered with Chart 17, which shows the percentage 
distribution of deaths in Canada by broad age- 
groups, reveal some very striking facts: (1) that the 
proportion of deaths under one year to the total 
mortality has decreased year by year—this is partly 
due to the declining birth rate; (2) that the propor- 
tion of deaths between the first and fifth birthday 
have shown an even more pronounced downward 
trend—this is also partly due to the declining birth 
rate, particularly in the younger ages; (3) that the 
upward trend in ages over 60 years has become more 
pronounced each year—this reflects and is due in 
large measure to the ageing of the population. 

The declining birth rate, however, cannot be 
wholly responsible for the reduction in deaths and 
death rates of children which occur before the fifth 
birthday. Many surveys and studies have proven 
fairly conclusively that much has been accomplished 
in this direction through the united efforts of medical 
practice and public health—as instanced by the 
rapid advances which have taken place in laboratory 
techniques and the reduction of deaths from infec- 
tious diseases. It must be remembered that deaths 
from diphtheria, smallpox, whooping cough and 
typhoid fever have been all but eliminated as major 
factors in mortality since the turn of the century. 

The following figures reveal that even with mor- 
tality under 5 years of age omitted from the picture, 
the shifting to the older ages is evident over the 
greater part of the period. The percentages shown 
are those which deaths over 40 years of age formed of 
deaths from 5 to 39 years. 


PERCENTAGE OF DEATHS 40 YEARS OF AGE AND OVER FORMED OF 
DEATHS AT AGES 5 TO 39 YEARS OF AGE, CANADA, 1926-40. 


Year | Percentage || Year | Percentage || Year | Percentage 
1926 307.9 1931 341.2 1936 434.6 
1927 291.0 1932 380.9 1937 436.9 
1928 309.7 1933 413.3 1938 473.9 
1929 310.4 1934 430.4 1939 518.6 
1930 318.6 1935 424.5 1940 554.2 
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It will be noted that the upward trend in the pro- 
portion was halted in 1927 when the figure dropped 
from 307.9 in the previous year to 291.0, and, except 
for a slight drop in 1935, the percentage has steadily 
increased in favour of the older group. The two 
variations in the upward trend may have been the 
result of (a) a change in the age composition of the 
population, and/or (6) a disturbance in the normal 
trend of the proportion between the death rates for 
the two groups. 

Another fact worthy of note in Tables 38 and 39 is 
the steady increase in the ratio for 75 years—which 
would seem to indicate that with all the vicissitudes 
of a rugged life, running the gamut of disease and 
death, Canadians are increasingly living to ‘a ripe 
old age’, and that this fact is just as true of the 
Canadian woman as it is of her mate. 

Table 40 shows the male and female decedents for 
each year from 1926 to 1940 arranged according to 
age divided into age quartiles. The figures reveal 
(1) that in the first quartile the point of separation 
for females prior to 1940 is consistently much higher 
than it is for males, and reflect the higher death rates 
among males in the first year of life; (2) that in the 
second quartile the point of separation for females is 
only slightly higher than for males each year, in- 
dicating that at this age period deaths in point of 
age for both sexes are almost equal; and (8) that in 
the third quartile the separation point for females 
again rises above that of males each year, indicating 
that females generally have a higher life expectancy 
as they become older than do males. The fact that 
in 1940 the two age points in the first quartile are 
almost level for both sexes is no doubt due in some 
measure to the absence of a large portion of the male 
population on active service, as well as an improve- 
ment in the death rate for younger male Canadians. 
The truly remarkable fact revealed by this table is 
the tremendous shift upward of the separation points 
for the first quartile for both sexes over the review 
period, as in 1926 one-quarter of the decedents was 
under 1.83 years (1.34 for males and 2.85 for females) ; 
in 1981 one-quarter was under 5.73 years (3.82 for 
males and 8.65 for females) ; in 1936 one-quarter was 
under 24.54 years (23.75 for males and 25.32 for 
females) and in 1940 one-quarter of the decedents 
was under 382.84 years (82.87 for males and 32.80 for 
females). The point of separation for the second 
quartile (one-half of the deaths) has likewise ad- 
vanced each year from 45.50 years (45.16 for males 
and 45.89 for females) in 1926 to 62.57 years (61.74 
for males and 63.75 for females) in 1940. The point 
of separation for the third quartile (three-quarters 
of the deaths) has fluctuated to some extent during 
the review period, but nevertheless has advanced 


steadily from 70.70 years (70.05 for males and 71.51 
for females) in 1926 to 75.73 years (74.59 for males 
and 76.98 for females) in 1940. This very definite 
steady increase in the average ages of the decedents 
in Canada when taken in conjunction with the falling 
birth rate is evidence of the ageing of the population 
and the lengthening of life expectancy. The Vital 
Statistics of Canada? and the Canada Year Book® 
give tables which show the distribution of the 
decedents by deciles. The deciles divide the dece- 
dents into ten equal groups, giving a more detailed 
picture of the age distribution and stressing even 
more forcibly the facts concerning the ages of dece- 
dents revealed by the above figures. 

The crude death rate in all countries is highest at 
the two extremes of life’s span—among the very 
young children and the aged persons within the popu- 
lation. But in the public health sense and as such 
phenomena affect the population growth of a nation, 
the very high death rate under 5 years of age is of 
relatively more importance and significance than the 
increasing death rate for 65 years of age and over. 
The former group represents the most fertile field in 
which death prevention measures can be applied 
with a degree of success—for it is within this partic- 
ular group of deaths that the greater portion due to 
preventable diseases are to be found, and wherein 
preventive measures can be expected to have a telling 
effect upon plans to bring about a nation of healthy 
and robust young citizens. When a man reaches the 
age of 65 years he enters that period of existence 
when his usefulness within the State begins to decline 
and he looks forward to the years of retirement. 


The greater proportion of deaths due to wearing- 
out or degenerative diseases and such diseases as 
cancer, will be found to emanate from the population 
over 65 years of age, for it has been shown by studies 
of age incidence in relation to causes of death that 
the enormous increase in cancer deaths is greatest 
in the upper age brackets. An ever inereasing num- 
ber of deaths due to diseases of the heart and ar- 
teries, myocarditis and other such diseases which are 
attendent upon the wearing-out of a well preserved 
and long-lived human being is also found among 
decedents over 65 years. 


DEATHS BY OCCUPATIONS. — During recent 
years the study of the relationship between occupa- 
tion and disease has received a good deal of attention, 
particularly along the lines o. industrial hazards and 
for particular diseases. In some of the Annual 
reports on Vital Statistics for Canada deaths of 
males from certain ‘causes have been classified by the 
age and occupation of the decedent, but the con- 
clusions which can be drawn are very narrow, being 
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confined mainly to the proportionate distribution 
of causes when the required adjustments have been 
made for age at death. When more significant 
analyses are attempted by bringing the figures ob- 
tained from death transcripts into relationship with 
data from the Census for the purpose of computing 
mortality rates by occupation, a number of dif- 
ficulties arise which tend to obscure the conclusions 
which can be drawn. In the first place, with the 
exception of industrial accidents, and to a lesser ex- 
tent, of industrial diseases, the difference between 
occupational groups in mortality from a given cause 
cannot always definitely be considered as resulting 
from the occupation followed or the social or econo- 
mic conditions which it connotes, since in many 
cases the choice of occupation has been to some 
extent determined by certain tendencies which have 
already been evidenced in the individual before the 
choice was made, or by the general ruggedness or 
delicacy of the individual constitution. Again, the 
death transcript requires only one occupation, pro- 
perly the last occupation, for each decedent, and it is 
quite possible that in a number of cases where mor- 
tality has been affected by the occupational condi- 
tions, these conditions pertained to an occupation 
prior to the last one followed. Some information on 
this subject is obtainable from the death registration 
which is collected by the provinces of Canada, as it 
calls for the date the deceased last worked at the 
occupation given and the total years spent in this 
occupation, although these questions are frequently 
left unanswered, and it is not considered feasible at 
the present to insist that the additional information 
be given. A great deal of thought, however, has 
been given to the problem of securing useful ‘‘occu- 
pational mortality statistics’ and a decided im- 
provement is evidenced in the material now being 
received in the Dominion Bureau of Statistics and 
the occupational and industrial codes for Vital 
Statistics used in 1942 have been brought into closer 
uniformity with the 1941 Census classifications. 


Table 41 which has been drawn up from informa- 
tion contained in the death transcripts for 1940, 
shows the number of deaths of males between the ages 
of 20 and 64 in certain occupations, classified accord- 
ing to age groups. It will be seen that by far the 
greatest number of male deaths in Canada was to be 
found among farmers, and that nearly 50 per cent of 
these deaths were in the age group 55 to 64; that the 
second largest number of deaths was among common 
labourers in all industries other than agriculture, and 
that of these about 38 per cent were in the age group 
55 to 64; third in point of numbers were the deaths 


2 Vital Statistics of Canada, 1925 to 1928. 


3 Canada Year Book, 1931 to 1942. 
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among owners and managers in all walks of life and 
here again the large proportion of over 53 per cent 
was to be found in the upper age group; in fourth 
place are to be found the office workers and public 
officials, with roughly 48 per cent of the deaths in the 
upper age group; the professional workers came 
fifth, doctors, lawyers, clergymen, professors, en- 
gineers, and so forth, with some 49 per cent to be 
found in the age group 55 to 64; while in sixth place 
were to be found the general workers in personal 
service, including cooks, with only 44 per cent in the 
age group 55 to 64 years. 


Of the 21,876 male deaths shown in the table, the 
proportional distribution for the five age groups 
given was: 


Age Group Deaths Per cent of total 
20-24 years 1,185 Dae: 
25-34 years 2,349 10.7 
35-44 years 3,101 14.2 
45-54 years 5,685 25.8 
9,606 43.9 


55-64 years 


MORTALITY FOR THE PRINCIPAL CITIES AND 
TOWNS. — Table 42 shows the number of deaths 
in the principal cities and towns of Canada, over 
1,000 population, by five-year averages, from 1926 
to 1940. The figures shown are for deaths within 
the municipal unit of “occurrence’’. Special studies 
on births and deaths by “place of residence” were 
published for the years, 1931-32, 1985 and 19386. 
Owing to the unreliability of the statement of resi- 
dence on the transcripts for small towns and the ten- 
dency of rural residents to give the post office 
address instead of the actual residence, ‘‘urban resi- 
dence’ in studies was restricted to cities and towns 
of 5,000 population and over. Rural and urban 
classification of deaths is a problem which presents 
many complicating factors which have yet to be 
solved satisfactorily for vital statistics cross classi- 
fications. 


CAUSES OF DEATH. — The death rate for any 
disease should be stated in relation to the population 
subject to the risk of death. Crude death rates are 
affected to some extent by the sex and to a very great 
extent by the age distribution. To eliminate the 
influences of these factors ‘‘adjusted’’ or “standard- 
ized” death rates have been obtained for the whole 
of Canada and for each province. These rates pur- 
port to show what the mortality would be if Canada 
and each of its provinces had a population com- 
posed as to age and sex like that of England and 
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Wales of 1901. As already stated only crude rates 
have been used in this section on Vital Statisties— 
this is mainly due to the fact that in the absence of 
definite figures as to the composition of the age 
grouping of the population for inter-censal years no 
high degree of accuracy could be claimed for the 
adjusted rates for years other than Census years 
when the age and sex distribution of the population 
are definitely known. For some purposes adjust- 
ment (or standardization) of death rates is not only 
desirable but essential, particularly for comparative 
purposes. In the present instance the main objec- 
tive is to measure the death loss within the nation at 
large and not to present a statistical study of mor- 
tality in comparison with other countries, therefore, 
crude rates were thought to be satisfactory. The 
Vital Statistics of Canada‘ contain standard- 
ized tables which reveal some of the inequalities due 
to variance in the composition of the population as 
between the provinces. 


The science of classification of disease is called 
“nosology’’. Dr. William Farr® was one of the first 
medical statisticians to recognize the importance of 
a systematic description and classification of diseases 
and in 1850 used one of the first lists for the classifica- 
tion of diseases, a copy of which is given in detail in 
the 16th Annual Report of the Registrar-General of 
England and Wales. 


Mainly through the efforts of Dr. Jacques Ber- 
tillon of France, the first International List of 
Diseases and Causes of Death was used in 1893. 
This list was revised and amended during the years 
following and provision was made for decennial 
revisions by an International Commission. Accord- 
ingly revisions were made in Paris in 1900, 1909, 
1920, 1928 and 1938. England and Wales first 
adopted the International List in 1911 for the classi- 
fication of deaths by cause and about the same time 
it was adopted by the provinces of Canada which 
collected and analysed death registrations. The 
decennial revisions are necessary because of the 
changes in the definitions of diseases which are in- 
evitable as medical science advances, and such 
changes must be universally recognized in order to 
maintain comparability of Mortality Statistics. 

The International List of Causes of Death is 
divided into classes, which have varied in number 
from fourteen (Revision of 1909) to eighteen at pre- 
sent (Revision of 1988); the list is divided into some 
200 single or group causes of death, known as rubrics 
and each rubric is numbered for the convenience 


4 Vital Statistics of Canada, 1921-40. ; 

5 See Annual Reports of the Registrar General, England and Wales, prior te 
1910. ’ 

6 No revision of the list was made in 1919 owing to the war, but a convention 
representing national governments met in Paris, Oct. 11th to 14th, 1920; this was 
known as the Third Revision. 


reference and mechanical tabulation. The revisions 
tend to disturb the sequence of the rubrics and require 
shifts of certain diseases from one class to another; 
this makes comparison over a long period of time 
extremely difficult and one must be on guard when 
making comparisons to ensure that the figures used 
in studying the effects of diseases are strictly com- 
parable. The figures regarding causes of death in 
Tables 48 and 44 have been adjusted in order to 
correct as closely as possible demographic errors, as 
between the requirements of the Revisions of 1920 
(used in Canada from 1926 to 19380) and 1929 (used 
in Canada from 1931 to 1940). 


From 1926 to 1940 over 87.12 per cent of all 
registered deaths from specified causes in the nine 
provinces of Canada were due to the thirty-one 
main causes of death listed in Table 48, which gives 
the numerical distribution of decedents by cause of 
death and by years and Table 44 gives the crude 
death rates per 100,000 population by causes and by 
years. In general the figures reveal that some very 
striking decreases have taken place among the causes 
of death, particularly among the communicable 
diseases due to bacteria and parasites. The reduc- 
tion in this class of diseases is coincident with the 
advances in bacteriology and laboratory techniques, 
which have likewise had a telling effect upon the 
death rates for pneumonia, diarrhoea and enteritis, 
and diseases of early infancy and maternity. The 
diseases which are directly associated with advancing 
age have shown some equally striking increases in 
both numbers and rates. 


As already pointed out, in any analysis of the 
relative importance of causes of death it must be 
remembered that the Canadian population is an 
ageing one—that is, the average age is being ad- 
vanced year by year owing to the long term influences 
of a falling birth rate, falling specific death rates for 
certain diseases and the almost complete absence of 
immigration. The population is gradually moving 
up the age scale and this movement has been accel- 
erated by improvements in sanitation and health 
conditions in Canada generally, so that the average 
age at which death occurs has been pushed gradually 
higher. All these factors tend to thrust those causes 
which are commonly associated with advancing 
years to the fore. 


THE TEN LEADING CAUSES OF DEATH. 
Table 45 presents a resumé of the ten leading causes 
of death in Canada from 1926 to 1940, placed in order 
of rank in 1940 and indicating— 


(a) the rating for each year; 
(b) the total number of deaths for each cause; 
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(c) the ratio of each cause to the total deaths; and 


(d) the crude death rate per 100,000 of population 
for each cause. 


The leading causes of death for the fifteen years 
(1926 to 1940) has been ‘“‘Diseases of the Heart’’. 
In 1926 ‘Diseases Peculiar to the First Year of Life’’ 
ranked second; in 1930 this group dropped to third 
place and to fourth place in 1934. Since then the 
group has ranked sixth and seventh on three occa- 
sions; ‘‘Pneumonia”’ (all forms) ranked third in 1926; 
from 1927 to 1939 it varied from fourth to sixth 
place, dropping to seventh in 1940; “Tuberculosis’’ 
(all forms) varied in rank between fourth and fifth 
place, from 1926 to 1938, while in 1934 and 1935 it 
dropped to seventh, rising to sixth for the next two 
years and dropping again to eighth place from 1938 
to 1940; ‘Cancer’ (all forms) was fifth in rank 
in 1926, rising to third place for the next three 
years and from 1930 to 1940 retained second place; 
“Violent or Accidental Deaths” ranked sixth from 
1926 to 1929, rising to fifth place for the years 1930 
and 1931. For the next two years the group stood 
at seventh place and from 1935 to 1940 varied in 
rank between fourth and fifth place; “Nephritis”’ 
ranked seventh in 1926, and except for one year 
(ninth in 1929) held eighth place from 1927 to 1937; 
for the next three years this disease rose to seventh, 
sixth and fifth places, respectively; ‘‘Diseases of the 
Arteries” ranked between eighth and seventh from 
1926 to 1981, rose to sixth in 1982, to fourth in 1933, 
and was in third place from 1934 to 1940; “Influenza” 
(all forms), except in 1929 when it ranked seventh, 
has, generally speaking, retained ninth position 
although for four out of the fifteen years it ranked 
tenth; “Intracranial Lesions of Vascular Origin” 
(cerebral haemorrhage) ranked tenth for eleven 
years out of the fifteen and for the remaining four 
years stood in ninth place. 

Public health must approach mortality statistics 
with two aims in view—(1) the causes of the disease 
and its eradication and (2) the means for establishing 
measures of prevention and control. With this in 
mind the causes of death in Tables 43 and 44 are 
analysed in the following pages individually, in order 
to focus the statistical spotlight upon some of the 
more salient facts surrounding the main causes of 
death in Canada. 


DISEASES OF THE HEART. — Heart Disease in 
1940 in Canada ranked first among the ten leading 
causes of death. In nearly every country heart 
disease is far in the lead among the causes of death 
and in a broad sense it includes a number of highly 
diverse diseases with their varying conditions, i.e., 
pericarditis, acute endocarditis, chronic affections of 
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the valves and endocardium, diseases of the myocar- 
dium, diseases of the coronary arteries, angina 
pectoris, functional and other diseases of the heart. 
Death from heart disease is said to be twice as 
common among men as among women. Heart disease 
is primarily a disease of men over forty-five years 
of age. 

Emerson estimated that between 2,330,397 and 
3,665,062 persons, or from 1.9 to 2.9 per cent of the 
population, were suffering from some form of heart 
ailment in the United States in 1931. While special 
surveys of selected groups of the population—such 
as industrial workers and applicants for insurance 
policies—have revealed that heart disease has a 
morbidity rate of around two per cent of the total 
population examined, school surveys have shown 
roughly one per cent of the children examined through 
medical services are afflicted with heart disease. 
Heart disease is more prevalent among certain groups 
of the population, owing to the high frequency of 
hypertension and syphilis, and besides its high death 
toll, is a leading disabling disease. Some indivi- 
duals appear to be under the false impression that 
all lesions of the heart are fatal. With good medical 
guidance and physical care many “heart sufferers” 
live far beyond their allotted “three score years and 
ten’. 

Most heart conditions are due to underlying causes 
and may be the results of heredity, obesity, occupa- 
tion, worry, fatigue and other diseases such as dia- 
betes. 

The main types of heart disease which most readily 
respond to the application of preventive measures are; 

(a) the thyroid group—wherein results of treat- 
ment are often dramatic; disability may be 
prevented, life prolonged, and in a number of 
cases the patient restored to his economic 
status; 
the syphilis group (aortic aneurysm and in- 
sufficiency)— “life shortening’’ caused by this 
form of heart ailment may be prevented by 
prompt and intensive treatment of the infect- 
ed person; 
the rheumatic group (resulting in mitral 
stenosis and diseases of the valves)—strict 
medical care of the victims of rheumatic fever 
and chorea will prevent much of the early 
wastage from heart trouble in later life; 
focal infections (peri,-myo,-endo-carditis) — 
the prevention and correction of focal infec- 
tions, which not only attack the heart and 
vascular system but endanger many organs 
of the body, can do much to reduce the num- 
ber of deaths in this group during the earlier 
ages; 


(0) 


(c) 


(d) 
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(e) in the maternal group—many women with 
cardiac conditions can be guided safely 
through pregnancy by modern medical care, 
although in some cases therapeutic abortion 
is the only safeguard. Such decisions lie 
solely within the jurisdiction of a first-class 
obstetrician; and 

the athletic heart—some authorities question 
the fallacy that athletics cause heart disease 
but presuppose that the great danger lies in 
over-burdening a previously damaged rheum- 
atic or congenital heart. The danger may be 
prevented by periodic physical examinations, 
either during or before engaging in strenuous 
competitive sports. 

The other two types of heart disease are: 

(a) the congenital hearts—very little has been 
accomplished by treatment, and the preven- 
tion of congenital heart disease is unknown. 
The main platform is one of adjustment to the 
disability and the prevention of infectious 
conditions; while 

the degenerative group—it is doubtful wheth- 
er the degenerative changes that appear 
during later life can be prevented, although 
good medical care and treatment are known 
to have prevented early disabilities. 

To sum up the situation’ 

“We know that life can be prolonged and 
made more efficient for some of those persons 
having these conditions, with less of suffering 
and distress, if the diagnosis is made early in the 
course of the disease and if the patient under- 
stands his limitations and is under suitable 
medical supervision. As in cancer, the key- 
stone of any programme for the control of heart 
disease is the practicing physician.” 

The crude death rate per 100,000 population, for 
diseases of the heart, has shown an increase of 47.5 
per cent from 1926 when the rate was 120.9 to 1940 
when it reached 178.8. The rate increased steadily 
until 1934 when it was 151.3; dropping to 147.1 in 
1935, but has since resumed its steady rise. (See 
diagram in Chart 18). The figures in Tables 48 and 
44 reveal that coincident with the increased rate for 
diseases of the heart there was a very marked decline 
in the rates from senility and a slight improvement 
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the effects of the shifts in the age composition of the 
population. 


7 Smillie, Wilson G. — Public Health Administration in the United States, 
page 333. 


During the review period deaths from diseases of 
the heart totalled 228,537 or a yearly average of 
15,286. The following figures give some idea as to 
the distribution of these deaths by each specific cause 
in the group: 


Percentage of total deaths 
from heart disease 
Cause of death 


1931 1936 1940 
IPGTiCATGIUS wae reetie critics: 6 2 fis 
Endocarditis, acute................. 1.6 1.5 1.3 
Endocarditis, chronic, valvular disease.| 24.8 18.9 14.0 
Myocardium diseases................ 35.5 30.7 29.4 
Coronary arteries and angina pectoris.| 20.8 36.3 45.5 
Functional and other................. 16.7 12.4 OT, 


The above figures indicate that the bulk of the 
increase is found in coronary artery and angina pec- 
toris deaths, for which the proportionate distribution 
increased from 20.8 per cent in 1931 to 45.5 per cent 
in 1940, while the proportions for the other specific 
causes in the group show decreases, particularly for 
chronic endocarditis and valvular disease which 
dropped from 24.8 to 14.0 during the ten year period. 


The total number of deaths of decedent males over 
45 years of age together with the annual percentage 
distribution to the total deaths from heart disease 
for both sexes for each year from 1926 to 1940 was 
as follows: 


Number of | Per cent of 
male deaths | total deaths 


Number of | Per cent of 
male deaths | total deaths 


Year over 45 from heart |} Year over 45 from heart 
yearsofage| disease years ofage| disease 

1926 5,147 45.1 1934 8,387 5173 
1927 5,486 46.6 1935 8,244 6153 
1928 5,867 46.5 1936 8,645 52.6 
1929 6,252 47.3 1937 9,009 53.5 
1930 6,231 47.7 1938 9,462 54.5 
1931 6,693 48.7 1939 10,176 54.8 
1932 7,500 48.9 1940 11,287 55.7 
1933 7,652 49.4 


These figures indicate the upward trend of the 
“heart deaths’? among men over 45 and show that 
the percentages have steadily increased during the 
fifteen years from 45.1 per cent in 1926 to 55.7 per 
cent in 1940, a proportional increase of 23.5 per cent 
during the review period. This would seem to indi- 
cate that the Canadian male is no exception to the 
rule that diseases of the heart are primarily to be 
found in males over 45 years of age. 


CANCER. — Second ranking cause of death in 1940, 
“Cancer” is a general term used to designate all 
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malignant growths, and includes carcinoma and 
sarcoma. Cancer is said to be more of a disease of 
civilization than of racial stocks, although the 
evidence is somewhat conflicting, as the reported 
death rates tend to indicate that the disease is less 
prevalent among aboriginal races. 


Extensive studies indicate that cancer is on the 
increase. Dr. F. L. Hoffman, in a number of mono- 
graphs dealing with the incidence of cancer, partic- 
ularly ‘‘The Mortality from Cancer throughout the 
World’’s demonstrated this fact, fairly conclusively, 
while the statistical reports from various countries 
would likewise appear to support the theory. But 
whether or not the increase is real, or due to a num- 
ber of particular factors is a debatable question, 
although the convincing analysis by Schereschewsky® 
endeavours to show that the increase is real and not 
apparent. Statistics reveal that cancer is being 
more frequently reported as a cause of death. This 
may be due to the fact that it is no longer considered 
a disgrace to die from cancer, while the rapid im- 
provements in X-ray facilities, and the general ad- 
vance in medical practice and cancer research have 
made diagnosis of the disease more accurate. The 
widespread publicity that has been given to the 
disease and the extension of clinical facilities have no 
doubt led people.to seek medical advice and care 
earlier, and physicians are said to have become more 
“cancer conscious’. 


It must be remembered, however, that cancer is 
primarily a disease of adult life, although it is found 
as the cause of a number of deaths in the first ten 
years of life The advancing age of the population 
is no doubt bound to increase the death rates from 
cancer. 


The reports of the Registrar-General of England 
and Wales regarding the proportion of cancer deaths 
to total deaths give some idea as to the rapid growth 
of the disease as a cause of death in that country as 
indicated by the following figures: 


Cancer Deaths Cancer Deaths 


Year per 1,000 Year per 1,000 
Total Deaths Total Deaths 
18387 Tap 1910 71.6 
1850 1395 1920 93.7 
1875 20.9 1930 100.0 
1900 AbKS 1940 118.5 


8 Hoffman, F. L. — The Mortality from Cancer throughout the World. 
Prudential Press, Newark. 


® Schereschewsky. — U.S. Public Health Bulletin, No. 155, 1925. 


The following figures taken from “Mortality 
Studies’’”° indicate the rapid increases in the incidence 
of cancer in the United States since the turn of the 
century: 


Rate per 100,000 Rate per 100,000 

Year estimated Year estimated 

population population 
1900 64.0 1925 92.0 
1905 (304 1930 97.4 
1910 7O(2 1935 108.2 
1915 80.7 1940 12005 
1920 83.4 


The figures in Tables 43 and 44 show the steady 
increase both in the number of deaths from cancer 
and the crude death rate per 100,000 population 
in Canada from 1926 to 1940, while the diagram in 
Chart 18 indicates the trend of the disease during the 
review period. In 1926 the death rate was 80.7 and 
by 1940 it reached 117.2, an increase of 45.2 per cent. 
During the fifteen years there was only one year 
when the upward trend tended to falter, i.e., in 1934 
when the rate dropped to 97.9 from 99.9 the pre- 
ceding year. The total death toll from cancer during 
the review period for Canada was 155,520, an annual 
average of 10,368 deaths. 


Cancer control is known to have its limitations, 
and the problem of reducing the ever-increasing 
death rate is probably the most baffling to medical 
science. It is doubtful whether much can be ac- 
complished in the way of prevention, for the actual 
cause of the disease is unknown. Extensive research 
in every country of the civilized world has failed to 
reveal the causative agent, but, on the other hand, 
early diagnosis, use of the X-ray and radium for 
treatment and removal of the growths in their early 
stages of development have established some very 
remarkable and permanent cures. Only the clini- 
cian and diagnostician is fully qualified to suggest 
the means or the extent to which preventive measures 
may be instituted. Smillie” suggests that: 


“the essentials of any community plan for 
cancer alleviation are: 


a. A dissemination of information to all the 
people concerning the early symptoms of the 
disease. 


b. Provision for early diagnosis by competent 
specialists. 


c. Adequate facilities for treatment.” 


DISEASES OF THE ARTERIES. — Diseases of the 
arteries ranked third among the ten leading causes 
of death in 1940. For the most part this is a disease 
of the upper age brackets, although a few deaths are 
recorded each year in the age group 20 to 45. The 
main specific cause of death included among the ar- 
terial diseases is arteriosclerosis with its forerunner, 
hypertension. Osler has said “A man is as old as 
his arteries.”” Thus a man of 30 may have a condi- 
tion of the arteries similar to that of a man of sixty 
years of age. Just how long the arteries will last 
depends in the first place on the quality of arterial 
tissues which a person inherits. Whole families 
may show an early tendency to arteriosclerosis. In 
the second place, a man having received good equip- 
ment from his forebears, may subject his body to 
bad treatment—over-indulgence in intoxicating li- 
quors, over-eating, continual high-pressure work 
under nervous strain, and over-work of the muscles, 
all of which tend to increase the blood pressure. 
These in turn cause a breakdown of the tubes con- 
taining the blood. Syphilis, one of the most impor- 
tant underlying causes of diseases of the arteries, is 
discussed under the heading ‘‘Venereal Diseases’’. 

Diet and rest will lengthen the span of life, but just 
as a rubber band will not regain its lost elasticity, so 
too hardened arteries cannot be rejuvenated and must 
be accorded the same care given all worn out ma- 
chines. 

Sex appears to have very little bearing upon 
Diseases of the Arteries as males and females are 
affected in almost equal proportions. The figures 
in the following table show the total number by sex 
of deaths over 45 years of age, together with the 
annual percentage distribution to the total number 
of deaths assigned to diseases of the arteries from 
1926 to 1940, and reveals the heavy weighting in the 
older age brackets. 


Per cent of Per cent of 
deaths over 45} total deaths deathe over 45} otal deaths 
from Diseases m Diseases 


Year | Years of age | F the Arteries||Year | Yea"S Of 8€e oF the Arteries 


Male] Female] Male} Female Male| Female] Male] Female 


1926 | 2,759} 2,226 | 54.0} 43.5 || 1934} 3,698] 3,514 | 50.1) 47.6 
1927 | 2,832} 2,292 | 53.8} 48.5 || 1935) 4,100) 4,063 | 49.4) 48.9 
1928 | 3,208} 2,527 | 54.6) 43.0 || 1936| 4,544) 4,429 | 49.9} 48.6 
1929 | 3,298) 2,742 | 58.1) 44.2 || 1937} 4,749} 4,685 | 49.4; 48.8 
1930 | 3,704} 3,004 | 53.8) 43.6 || 1938] 4,902) 4,879 | 49.2} 48.9 
1931 | 3,061} 2,771 | 51.4) 46.5 || 1939] 5,423) 5,266 | 49.8] 48.4 
1932 | 3,421] 3,249 | 50.3) 47.8 || 1940) 5,798) 5,739 | 49.4] 48.9 
1933 | 3,604) 3,206 | 51.9} 46.1 


10 United States Mortality Summaries, Vol. 16, No. 13. 
11 Smillie, Wilson G. — Public Health Administration in the United States, 
page 330. 
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The figures in Tables 48 and 44 show the total - 


number of deaths from all diseases of the arteries 
annually from 1926 to 1940 together with the death 
rates per 100,000 of population. The diagram in 
Chart 18 reveals the steady upward trend which has 
taken place since 1931. In 1926 the crude death 
rate was 54.2 and there was a sharp rise to 1980 
when the rate was 67.6; in 1931 it dropped to 57.5 
and rose very sharply to 103.3 in 1940, showing an 
increase of 79.7 per cent in nine years. 


The total deaths due to diseases of the arteries 
during the review period was 116,048, an annual 
average of 7,737 deaths. 


VIOLENT DEATHS. — Deaths from violence, in- 
cluding suicides, homicides and accidents, ranked 
fourth among the ten leading causes of death in 1940. 
The following figures show the annual percentages 
of deaths from suicides to total violent deaths from 
1926 to 1940. 


Per cent of Per cent of Per cent of 

Year violent Year violent Year violent 

deaths deaths deaths 
1926 11.6 1931 14.0 1936 12.4 
1927 WS 1932 15.4 1937 33! 
1928 10.8 1933 14.8 1938 BYP. 
1929 ila Lays 1934 14.3 1939 13.6 
1930 1325 1935 1391 1940 12.8 


The stronger sex resorts to suicide more frequently 
than does the weaker. Women resort, generally 
speaking, to the more passive forms of self-destruc- 
tion such as poisons and drownings, while the male 
is more violent and prefers to quit this transitory orb 
by the means of firearms and hanging. The occupa- 
tional incidence of suicides shows a very considerable 
variation, and the highest death rates are usually 
found between the ages of 35 and 70 in Canada. 
Suicide is usually the termination of physical or 
mental illness, economic depression, worry and fear; 
to sum up in the words of Dublin and Lotka” 


“Tt does represent, however, a heavy toll 
and a very real social wastage, much of which 
undoubtedly can be prevented. In dealing 
with suicide we are considering a complex phe- 
nomenon, the frequency of which is influenced 
by three factors: all manner of extraneous situa- 
tions over which the individual has no control; 
the group attitudes which prevail in the partic- 
ular society in which a person lives; and the 
character and temperament of the one who takes 
his own life. In the last analysis, it is an action 
indicative of a badly integrated personality— 
one unable to withstand the ordinary strains 
and stresses of life. It is, on the whole, the end 


result of personal maladjustments and frustra- 
tions which can often be avoided were the in- 
dividual in question helped, before it is too late, 
to solve his conflicts in a more constructive 
fashion.” 


Tables 43 and 44 give the total deaths and the 
death rates per 100,000 population for deaths by 
suicide from 1926 to 1940. The figures show that 
there has been a fairly wide variation in the Canadian 
trend, with a final tendency to increase slightly dur- 
ing the long term. In 1926 the crude death rate 
was 7.2, the lowest recorded during the period while 
the highest rate during the fifteen years was 9.9 in 
1930. In 1940 the rate was 8.3. Suicidal deaths 
during the period totalled 13,597, an annual average 
of 906 deaths. 


Homicidal deaths are a relatively minor factor for 
consideration, being responsible annually for roughly 
only 2.5 per cent of all deaths due to violence. 


By far the greatest proportion of violent deaths are 
directly due to accidents. Accidents were for many 
years considered the main concern of police depart- 
ments, accident prevention societies, highway traffic 
officials, etc. Accident prevention in view of its 
relationship to disease and disease prevention has 
now become one of the major problems in the field 
of public health. Much study of this problem has 
revealed quite conclusively that accidents are largely 
due to a combination of environmental and personal 
factors, and that there is just as much organization 
needed for the prevention of the underlying causes 
of accidents as for the prevention and control of 
tuberculosis, venereal diseases, and a host of other 
public health problems. It is for this reason that 
most modern health depatrments today have estab- 
lished Divisions of Industrial Hygiene to study the 
causes of sickness, accident and death in the industrial 
plants of the country. 


While complete and detailed national statistics 
regarding injuries from accidental causes are lacking, 
mainly due to the difficulty of collection, attempts 
are being made to collect such data concerning acci- 
dents among certain specific groups of the population. 
As revealed by the following figures which have been 
assembled by the Transportation Branch of the 
Dominion Bureau of Statistics, from material re- 
ceived through various agencies of the provincial 
governments, the information deals only with cer- 
tain specific types of accidents which occured on the 
highways of Canada, as the result of motor vehicle 
transportation. 


122Dublin, Louis I. and Lotka, Alfred J. — Twenty-five Years of Health 
Progress, page 407. 


FATAL AND NON-FATAL MOTOR-VEHICLE ACCIDENTS IN CANADA, 


1936 To 1940.1 
1936 | 1937 1938 | 1939 1940 
Accidents......... 29,119 | 39,982 | 40,934 | 40,812 | 49,967 
Persons killed... .. 1,257 1,581 1,447 1,469 1,656 
Persons injured....| 23,207 | 25,703 | 24,585 | 25,104 | 29,504 


1 Canada Year Book. 


tatistics of fatal industrial accidents are compiled 
by the Department of Labour of Canada. The data 
are obtained from provincial Workmen’s Com- 
pensation Boards, the Board of Railway Commis- 
sioners for Canada and various other governmental 
authorities, through the medium of departmental 
correspondence, and from press clippings. The 
following figures give a resumé from 1926 to 1940: 


FATAL INDUSTRIAL ACCIDENTS IN CANADA, BY INDUSTRIES, 
1936 To 1940.1 


Industry 1936 | 1937 | 19388 | 1939 | 1940 
“A orICuIGUTeL amie as eet: 127 156 156 162 127 
Dogoing eat. Wa yelyaltia a 133 149 143 148 177 
Fishing and trapping.... 57 52 30 29 34 
Mining, non-ferrous 
smelting and quarrying) 181 201 253 168 175 
Manufacturing......... 112 157 136 110 144 
Construction. ...)..... 6: 105 170 154 133 173 
Electric light and power. 14 23 19 25 25 
Transportation and 
public utilities........ 240 227 166 181 236 
Br adewee ® scc)tciteaee ees 45 46 44 44 51 
DenvaCel eet. wth vote es 89 65 66 70 65 
Miscellaneous.......... 4 1 — — 1 
Totalsaw woes cal eeOd de Lee dol eee Lege LOCO: | ul 208 


1 Canada Year Book. 


Statistics of railway accidents are compiled by the 
Transportation Branch of the Dominion Bureau of 
Statistics. All injured passengers are included in 
the following figures, but for employees, only those 
cases which were kept from work for at least three 
days, during the ten days following the accident, are 
recorded. 


FATAL AND NON-FATAL MOTOR-VEHICLE ACCIDENTS IN CANADA, 
1936 To 1940.1 


Steam Railways Electric Railways 
1936 | 1937 | 1938 | 1939 | 1940 || 1936 | 1937 | 1938 | 1939 | 1940 

Passengers 

Kaede se 6 5 4 1 6 —_| — 1 1 1 

Injured). 252870 691} 426} 351) 362} 378]/1,503| 1,566] 1,712] 2,039) 2,263 
Employees 

BGT Kaveri af west Olt Aa aeoat | OS) 200 2 Z 1 3 2 

Injured....... 6,338] 5,774] 4,961/5,170|6,231]| 280} 364) 314) 353] 363 
Others? 

Kalledi.. ce 282) 265) 2387] 240) 235 41} 43) 34) 33) 39 

Injured....... 703} 729) 568) 583} 606]} 651) 679} 605) 764] 847 
Total 

Killed 381} 347} 295} 299} 300 AS en 4olpneeGl oO OT| 4a 

Injured cers 7,732| 6,929] 5,880] 6,115] 7,215|| 2,434) 2,609) 2,631] 3,156) 3,473 


1 Canada Year Book. 
2 Includes trespassers walking along tracks, stealing rides, etc., also persons 
crossing tracks at level crossings. 
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That the whole accident problem is one for serious 
consideration is instanced by the following figures 
taken from reliable sources concerning the situation 
in the United States. In 1940" accidental deaths 
(all) had risen to fifth place in frequency as a cause 
of death in the United States, although the death 
rate tended to fluctuate considerably from 1900 
when the rate was 72.3 per 100,000 population. In 
1910 the rate was 84.5; in 1920 it dropped to 71.0; 
in 1930 it increased to 80.4, while in 1940 it was 73.6. 


The National Safety Council, Inc.,“ recently 
published the results of its annual nationwide Survey 
of Injuries and Deaths in the United States in 1941. 


The report shows among other things that: 

“£200,000 soldiers, sailors or marines could have 
been supplied with war equipment produced in 
the time lost through accidents in 1941. 
“460 million man-days was the loss at 1941 
accident rates. This includes standard time 
charges for deaths and permanent disabilities. 
It was the labour equivalent of 1,500,000 
workers.” 


and that: 
40,000 were killed by motor vehicles; 
81,500 were killed in the home; 
18,000 were killed in industry; and 
15,000 were killed in public places (exclusive of 
automobile accidents). 


and that, during a ten minute safety speech: 
“2 persons will be killed and 180 injured... 
Total accident costs will amount to $76,000.” 


The following table constructed from the same 
source summarizes the man-power and economic 
costs as estimated for 1941. 


ACCIDENTAL INJURIES AND THEIR COST IN 1941. 


Public 
Severity of Injury | Total Motor |(not Motor} Home | Occupa- 
Vehicle | Vehicle) tional 
All injuries....... 9,400,000 | 1,450,000 | 1,800,000 | 4,700,000 | 1,600,000 
Deaths.c.o- sper die 102,500 40,000 15,000 31,500 18,000 
Non-fatal injuries. .| 9,300,000 | 1,400,000 | 1,800,000 | 4,650,000 | 1,600,000 
Permanent 
disabilities....... 350,000 110,000 50,000 130,000 70,000 
Temporary total 
disabilities...... 8,950,000 | 1,300,000 | 1,750,000 | 4,500,000 | 1,500,000 
Cost $000 $000 $000 $000 $000 
Potalwas Maas. 2,700,000 950,000} 400,000 600,000} 850,000 
Wage loss.......... 1,950,000 660,000} 310,000] 440,000} 560,000 
Medical expense....| 300,000 50,000 70,000 140,000 90,000 
Overhead cost of 
insurance........ 450,000 250,000 10,000 10,000 190,000: 


13 United States Mortality Summaries. Vol. 16, No. 41. 
14 Accident Facts. — 1942 Edition. 
16 Ibid. page 58. 


While factual data regarding accidental injuries 
are not available, upon which to construct similar 
estimates for Canada, there is no reason to suppose 
that the situation is any better in this country. 

Practically no improvement is seen in the death 
rate per 100,000 population for violent deaths, ex- 
clusive of suicides, from 1926 to 1940. The diagram 
in Chart 18 reveals that violent deaths as a group 
tended to increase quite rapidly from 1926 when the 
rate was 62.2 to 1930 when the rate reached 73.3. 
The increase is found in both the deaths exclusive of 
suicides, and among suicides when taken as a unit. 
’ It is worthy of note that these years cover the pros- 
perity period of the late twenties and the pre-depth 
depression years. From 1930 to 1938 there was a 
straight line trend of decrease when the rate dropped 
to 58.8. The decrease is evident in both sections 
of the group, and is due no doubt to economic factors 
related to the depth of the depression when travel 
had been reduced quite considerably and the first 
effects of the 1929-1930 financial slump had worn off. 
In 1934 the rate was 59.8 and by 1986 it had increased 
to 67.8, the rise being found in the section exclusive 
of suicides. From 1986 to 1940 when the rate was 
65.2 the trend tended to fluctuate slightly. During 
the review period the total deaths from violence 
totalled 103,708, an annual average of 6,914 deaths. 


NEPHRITIS. — Nephritis in all its forms ranked 
fifth among the ten leading causes of death for 
Canada in 1940. Acute nephritis is due to the action 
of a foreign agent upon the kidneys, such as bacillary 
infection, and removal of the causative agent usually 
clears up the nephritic condition. However, should 
the acute condition continue over a period of time, as 
frequently occurs in such cases as scarlet fever, it 
may degenerate into a chronic condition. 

Chronic nephritis is an incurable affection and the 
pathological conditions upon which it depends are 
quite beyond the reach of medicine. In many cases 
the onset is insidious and the patient will have no 
symptoms whatsoever to warn him that a very 
serious condition exists. Chronic interstitial neph- 
ritis is almost invariably associated with arterio- 
sclerosis and hypertrophy of the heart. Though 
nephritis is said to be incurable a victim of the 
disease may still live a normal life from ten to fifteen 
years, if a proper dietary course is followed and life 
regulated so as to throw the least possible see 
upon the heart, arteries and kidneys. 

The Vital Statistics of Canada show that ote 
is a disease of the upper age brackets and is most 
prevalent among men and women over 45 years of 
age. The figures in Tables 43 and 44 give the total 
deaths from all forms of nephritis together with the 
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crude rate per 100,000 population. The diagram 
in Chart 18 reveals that since 1983 an upward trend 
in the number of deaths assigned to this disease is 
apparent; this may be caused to some extent by the 
advancing ages of the population. The crude death 
rate in 1926 was 54.4, while 1937 was the peak year 
when the rate was 58.8; the lowest rate during the 
fifteen year period was in 1931 when the rate declined 
to 49.9; in 1940 the rate increased to 60.1. During 
the review period deaths from nephritis amounted to 
88,280, an.'annual average of 5,825 deaths. 


DISEASES OF EARLY INFANCY. — Sixth rank- 
ing cause of death in 1940, the prominence of deseases 
of early infancy indicates the importance of infant 
mortality to the total number of deaths each year in 
Canada. It should be pointed out, however, that 
deaths of infants under three months for which it 
was reported that no doctor was in attendance and 
for which no cause of death was assigned are included 
in this group, under the specific title “Other diseases 
peculiar to early infancy”’. 


The group for diseases of early infancy comprises 
such specific titles as “congenital debility”, ‘“pre- 
mature births’, “injuries at birth’”’ and “other dis- 
eases peculiar to early infancy’. 


The trend for diseases of early infancy as indicated 
in Chart 18, was consistently downward from 1926 
when the rate per 100,000 population was 104.9, to 
1939 when the rate dropped to 54.6, with a slight in- 
crease to 55.6 in 1940. It will be seen-that during 
the fifteen years the rate has been almost halved. 
During the review period the total mortality from 
diseases of early infancy was 116,924 or an annual 
average of 7,795 deaths. 


The significant features concerning diseases of 
early infancy in the Vital Statistics of Canada are 
covered in detail in Chapter V—Infant Mortality. 


PNEUMONIA. — Pneumonia was seventh among 
the leading causes of death in 1940. Of all the acute 
diseases pneumonia is the most prevalent and fatal. 
As a cause of death much of its wastage is not appa- 
rent to the casual observer, because it does not re- 
present a single entity as the title ‘““Pneumonia”’ 
would appear to indicate in Tables 43 and 44. It 
must be borne in mind that the total deaths assigned 
to pneumonia as the sole cause does not include 
those in which the infection was merely a terminal 
condition resulting from some other cause, such as 
measles or influenza. Pneumonia mortality figures 
are unsatisfactory owing to the difficulties of diagno- 
sis, classification and tabulation. It has been esti- 
mated that ten per cent of all deaths in the United 
States from 1900 to 1920 were due to some form of 


pneumonia. Some authorities assert that it is im- 
possible to say whether pneumonia is increasing or 
declining. Although according to the United States 
Mortality Statistics!® and the Vital Statistics of 
Canada it appears to be receding, this may be ano- 
ther instance where the trend is more apparent than 
real. 

Pneumonia is peculiar to no climate, but shows a 
distinct tendency to seasonal prevalence. It is 
most frequent in Canada and the United States 
during the winter and early spring months. Neither 
is pneumonia a respecter of ages, as it attacks young 
and old, rich and poor, with equal severity, but the 
incidence is more marked at the extremes of life. 
Of pneumonia Osler’ said 


“Pneumonia may well be called the friend 
of the aged. Taken off in an acute, short, not 
often painful illness, the old escape those ‘cold 
gradations of decay’ that makes the last stage 
of all so distressing.” 


Pneumonia is seldom epidemic of its own volition, 
but as a secondary condition the disease may become 
epidemic when influenza, measles, whooping cough, 
etc., are prevalent in widespread proportions. Over- 
crowding, as in barracks and industrial plants, etc., 
is said to develop a susceptibility to an excessive 
prevalence of pneumonia, particularly when a spe- 
cific type of the infection is present. 

The figures in Tables 43 and 44 and the diagram 
in Chart 18 reflect the situation in Canada when 
pneumonia is recorded as the main cause of death. 
In 1926 the death rate per 100,000 population for 
pneumonia deaths was 89.3 and in 1940 it had de- 
clined to 53.9, indicating a general downward trend 
during the review period with an actual percentage 
reduction of 39.6. The curve in the chart shows 
some variations up until 1929, then a steady decline 
is indicated to 1985, when an increase in the rate is 
evident for the next three years and a more rapid 
decrease for the last three years of the review period. 

It is interesting to note that the increase in the 
crude death rate from 1935 to 1987 was coincident 
with the advent of sulphanilamide drugs in the treat- 
ment of many types of infections, while the very 
marked decrease from 1938 to 1940 would on the 
other hand seem to indicate that the more general 
use of such drugs is having an effect at least upon 
pneumonic infections. A similar trend is evident 
in the case of puerperal sepsis among Canadian 
mothers, where the use of the sulphanilamides is 
apparently having a like effect in the reduction of 
maternal deaths from this cause. During the re- 
view period deaths from pneumonia totalled 109,881, 
a yearly average of 7,325. 
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TUBERCULOSIS. — Tuberculosis in all its forms 
ranked eighth among the ten leading causes of death 
in 1940, and is one of the major problems in public 
health. 


“Tuberculosis is the most damaging and 
widespread of all the major infections. It is a 
disease of cattle in barns, not on the range; 
chickens in coops, not birds in nature; monkeys 
in zoos, not in the jungle; man in houses, not 
primitive races. Since the beginnings of written 
history tuberculosis has taken a greater toll of 
human life than any other disease. It kept first 
rank on mortality tables in almost all countries 
until the last fifteen or sixteen years, since which 
time the situation has been steadily improv- 
ing.’’!8 


Tuberculosis takes its heaviest toll during the in-_ 
dustrial years in the span of life between the ages of 
16 and 65 years. The world toll in this age bracket 
is in the neighbourhood of 30 per cent of all deaths. 
Twenty-five years ago, one-eighth of the total world 
mortality was due to the ravages of “man’s most 
universal scourge’—tuberculous infection. It is 
more prevalent among the poorer classes than among 
those in the upper economic levels. Many people 
infected with tuberculosis recover spontaneously and 
civilized man is said to have developed a distinct 
resistance to the disease. Even before the nature of 
the infection was known, tuberculosis began to 
decline. It has already become a class disease and 
prevention of tuberculosis is today a medical-social 
problem. Early diagnosis is an important factor, 
both to the infected person and to the community. 


On the North American continent, during the past 
fifty years, reductions in the death rates from tuber- 
culosis have been truly remarkable. Inthe United — 
States the tuberculosis death rate dropped from 249 
per 100,000 of population in 1890 to 46 in 1940, a 
reduction of 82 per cent. The public health cam- 
paigns for the prevention of tuberculosis have been 
particularly successful in the fight against this ori- 
ginal ‘“‘Captain of the Men of Death’. Yet, during 
the past fifteen years 1926 to 1940, over 106,192 
Canadians died from the effects of tuberculous infec- 
tion. The majority of these deaths could have been 
prevented by (1) avoiding infection, and (2) improv- 
ing resistance. An improvement in nutrition, better 
housing, the elimination of over-crowding, over-work 
and worry, greatly improves the resistance to the 
disease. Science has gone a long way in demon- 
strating the pattern for eradicating tuberculous in- 


16 United States Mortality Summaries. Vol. 16, Nos. 26, 27 and 28. 
17 Osler, Sir William. Principles and Practice of Medicine, page 79. 
18 Rosenau, Milton J. — Preventive Medicine and Hygiene, page 27 (1935). 


fection, but it remains for society generally to apply 
the full programme of the preventive measures. 


The Canadian tuberculosis death rates in com- 
parison with four other countries are shown in Chart 
20. The countries chosen for comparison were 
selected upon the basis that the method of diagnosis 
and classification of causes of death is fairly uniform, 
and in which other factors, such as clinical techniques 
and standards of living are relatively favourable. 
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The chart reflects a general downward trend of the 
tuberculosis death rate per 100,000 population in all 
five countries. It indicates that the death rate was 
approximately halved during the twenty year period 
under review and shows an amazing uniformity in 
trend which is in fact almost parallel. At the 
beginning of the first decade, Canada’s death rate 
ranked third, but in 1927 it crossed above that of the 
United States, although the trend continued steadily 
in a downward direction. The slight hump in the 
curve around 1935 to 1987 may have been occasioned 
by the extension of preventive control facilities which 
were inaugurated by the provinces about that time. 
A resulting improvement in diagnosis may be the 
reason for the rise in the death rate. 


Pulmonary infection claims by far the highest 
percentage of tuberculosis deaths each year. The 
aggregate of 87,307 deaths from pulmonary tuber- 
culosis, over the fifteen year review period, 1926- 
1940, gives a yearly average of 5,820 deaths or an 
average percentage of 82.2, which is indicative of the 


21 
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constant norm for tuberculosis of the respiratory 
system. ‘Tuberculosis of the meninges and central 
nervous system was second in importance, with an 
average percentage of 7.2 on an aggregate of 7,640 
deaths, or a yearly average of 509. In third place, 
with 4,000 deaths, came tuberculosis of the intestines, 
producing a yearly average of 267 deaths or a ratio of 
3.8 per cent. The deaths from all other types of 
tuberculosis infection were a negligible factor. In 
no case did any of these contribute more than two per 
cent of the total fatalities in any year. In most 
instances the ratio of deaths from these types of 
infection constituted a fraction of one per cent. 


In Chart 21 the fatalities from tuberculous infec- 
tion are classified by sex in two groups, namely: 


(1) the single group—persons dying from tuber- 
culosis who had never been married; and 
(2) the married group—persons dying from tuber- 


culosis who had been married at some time prior to 
death. 
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This chart reveals that at the beginning of the fif- 
teen year period, 1926-1940, the proportion of deaths 
in the single group for both sexes was much higher 
than that in the married group; that the proportion 
of deaths among married females was far in excess 
of the proportion among married males; and that 
by the end of the period the downward trend in the 
single groups was more marked than in the married 
groups. Particularly was this so during the last 
three years. At the beginning of the fifteen year 
period the single female deaths exceeded the single 


male deaths, but by the end of the review period the 
situation was reversed. In the case of married males 
and females the same trend is evident to*an even 
greater extent. 


Cne might, at this point, digress for a moment to 
consider the probable influence of social factors upon 
the marital death sex trend. It is possible that the 
so-called “emancipation of women’, with all that it 
implies, has had some effect in reducing the female 
death rate from tuberculosis. This line of specula- 
tion is, of course, analogous to that which would 
ascribe the higher death rate among the coloured 
eroups in the United States to their position in the 
social fabric. 

It is regrettable that Canadian death certificates 
do not show the marital status of the deceased at the 
time of infection by the tubercle bacillus, for if this 
information were available, susceptibility to the 
infection might be measured in relation to marital 
status and the truth of the statement which is some- 
times advanced, namely, ‘‘that married persons are 
more susceptible to tuberculous infection than single 
persons” could then be tested. 


Chart 22 shows the number of deaths in each five 
year age group under seventy years of age, by sex 
distribution. 
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Owing to the difficulty of obtaining reliable inter- 
censal estimates of population by age groups, the 
chart is based upon the yearly average of deaths from 
tuberculosis for the fifteen year period, 1926-1940. 
The outstanding feature of this chart is the peak 
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which indicates the heavy death toll from tuber- 
culosis infection in the age group 20 to 24 years. 
Another significant feature is the large proportion of 
female deaths which comprises 61.2 per cent of all 
deaths in the age group. In the 25 to 29 year age 
group the females accounted for 58.6 per cent of the 
deaths. Female deaths exceeded male deaths in the 
younger age groups, but within the age group 35 to 
39 the situation was reversed. In the upper age 
groups the males showed an increase over the fe- 
males. It will be observed that in the chart broader 
age groups have also been indicated, namely, under 
15 years of age, 15 to 29 years, 30 to 34 years, and 
45 to 69 years. The Table following shows the 
deaths in these five broader age groups, together 
with the sex distribution and percentages in each 
group. 


TusBERcuLOsIS Dratus in SpectAL AGE Groups, 
BY SEX AND PERCENTAGE. 


Males Females 
Total 
Age Group Deaths 
Deaths | Per cent | Deaths | Per cent 

Underoath 1,048 507 48.4 541 51.6 
L5 toj2 Olen ene, 4. 2,020 982 38.9 1,545 61.1 
SOWO AL oe ws 1,684 858 51.0 826 49.0 
AB TOGOO uae eeais 1,529 956 62.5 573 Wie 
70 and over....... 291 157 54.0 134 46.0 
Totalbeseseueer 7,079 3,460 48.9 3,619 61.1 


Under 30 years of age the percentage of deaths of 
females was higher than that of males. Under 15 
years of age the female percentage was 51.6, while 
in the age group 15 to 29 years the females claimed 
as high as 61.1 per cent of the total deaths in the age 
group. 

Over 30 years of age the reverse is observed and the 
deaths of males exceed those of females. In the age 
group 380 to 44 the males claimed 51 per cent of the 
deaths. In the age group 45 to 69 males claimed 
62.5 per cent. Over 70 years of age the males claim- 
ed 54 per cent of the total deaths. Of the total 
deaths below 30 years of age females accounted for 
58.3 per cent of the deaths, while above 30 years 
of age the males claimed 56.8 per cent. Of the 
average yearly deaths from tuberculous infections 
for the 15 year period, deaths under 80 years of age © 
were slightly in excess of deaths over 30 years of age, — 
with 50.5 per cent of the total deaths from tuber- 
culosis. 

The Vital Statistics of Canada demonstrate then — 
that if tuberculosis is in the main wholly prevent- 
able, and that if Canada is to completely eradicate 
this social scourge or even maintain the present rate 
of decrease, there must be an extension of and a 


closer co-ordination of the present tuberculosis pre- 
vention services throughout the country. 


Rosenau” says: 


“The prevention of tuberculosis depends 
upon the same general principles as the preven- 
tion of other communicable diseases, but in 
tuberculosis the application of these principles 
is more complex. Certain factors, such as age 
and race, may predispose to infection; certain 
occupations and diseases appear to lower indi- 
vidual resistance; environmental factors may 
both diminish resistance and favor the trans- 
mission of infection. Consequently any com- 
prehensive system of control must be sufficiently 
diversified to utilize all effective methods of 
attack and so co-ordinated as to avoid omissions 
and duplication of effort.’ 

Nore: — See also ‘‘Tuberculosis’’ under heading ‘‘Communicable 

Diseases’. 
INFLUENZA. — Influenza ranked ninth among the 
ten leading causes of death in 1940. As already 
stated in the introductory part of this chapter, 
Influenza is not a new disease—an epidemic, pro- 
bably influenza, was recorded as early as 1173 and 
the first authentic outbreak was described in 1510 by 
those famous physicians Willis and Sydenham. 
Since 1173 there have been eighty major epidemics, 
the records of which are more or less authentic and 
of these fourteen reached pandemic proportions. 
When influenza sweeps the world in pandemic form 
it becomes the most serious and furious of epidemics 
because of the large number of persons under attack 
in a short period of time. Some authorities aver 
that influenza of itself probably never kills but that 
death is due to the development of some complicat- 
ing diseases, usually pneumonia. 

The world wide pandemic of 1918 to 1919, is re- 
ported to have arrived on the North American con- 
tinent in September of 1918 and by November it was 
difficult to find a community anywhere which was 
not affected by the ravages of the disease. The 
duration of an epidemic in a locality is from six to 
eight weeks, disabling community life as so many 
are placed on the incapacitated list at the same time. 
Like pneumonia it affects all classes and is no res- 
pecter of race, sex or age. In the pandemic of 1918 
records show that it was particularly virulent in 
pregnant women. It strikes the rich and poor—the 
clean and the dirty—and, therefore, personal hygiene 
and sanitation have practically no effect in con- 
trolling influenza. As a preventive the use of 
masks in 1918 was found ineffective and the closing 
of schools, churches and other places of public gather- 
ings had little or no effect when the epidemic was at 
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its height. Epidemiology and medical research have 
proven that sooner or later there will be further 
epidemics and pandemics. Such may appear within 
a few years or even a few months, or they may post- 
pone their ravages for many years. If advances are 
made in the study of influenza as rapidly in the future 
as in the past, there should be developed, and avail- 
able in adequate quantities, a vaccine with which to 
immunize communities when an epidemic seems im- 
minent, since it travels from ‘‘place to place in a pair 
of shoes”. The knowledge that an outbreak has 
occurred at one point should be a “red light of warn- 
ing” which would enable the epidemiologist and the 
laboratory technician to institute suitable prepara- 
tions for combatting the spread of the disease to other 
localities. It is for this reason that health author- 
ities on this continent keep a constant watch for the 
reports of communicable diseases from the various 
state and provincial health departments. 


Tables 43 and 44 show the total deaths and the 
crude death rates per 100,000 population from 1926 
to 1940, and Chart 18 reveals that while the general 
trend for this disease has been downward a number 
of annual variations have appeared during the fifteen 
years, which are probably due to mild epidemics. 
In 1926 the rate was 52.8; in 1940 it dropped to 24.5, 
while the definite peak years were 1929 when the 
rate was 69.7 and 1937 when the rate was 47.4. The 
total death toll during the review period was 56,616, 
an annual average of 3,774 deaths. 


INTRACRANIAL LESIONS OF VASCULAR 
ORIGIN. (CEREBRAL HAEMORRHAGE). — Cere- 
bral haemorrhage ranked last among the ten leading 
causes of death in 1940. Though a disease of the 
upper age brackets, as a cause of death it would 
appear to be running an opposite course to the other 
diseases peculiar to an ageing population, but the 
downward trend is definitely more apparent than 
real, for when joint causes of death are mentioned in 
the transcripts, cerebral haemorrhage, cerebral em- 
bolism and thrombosis are seldom tabulated as the 
cause of death. They are generally considered a 
terminal condition, therefore the disease initiating 
the trend of events is assigned the preference over 
the “cerebral haemorrhages’. The figures for cere- 
bral haemorrhage do not show the true incidence of 
the disease. Nephritis, heart and arterial conditions, 
many types of operations, accidents and maternal 
deaths may all show a terminal cerebral haemorrhage. 
This, taken into consideration with the fact that the 
disease is one of the ten leading causes of death in 
Canada, would seem to indicate that a study of every 
death in which cerebral haemorrhage appeared would 


19 Rosenau, Milton J. — Preventive Medicine and Hygiene, pages 48-49. 


give a very different picture, but one must remember 
that it is the “‘cause” that counts. 


Very little can be done in the way of treatment— 
one haemorrhage may prove fatal, but on the other 
hand people have been known to live fairly normal 
lives after an attack—others have lived on with a 
residual paralysis which has in some instances com- 
pletely incapacitated them, or partially disabled or 
impaired their faculties. 


Tables 48 and 44 give the total number of deaths 
and the crude rate per 100,000 population for cerebral 
haemorrhage from 1926 to 1940, while the diagram 
in Chart 18 shows the apparent very striking down- 
ward trend of the disease. In 1926 the death rate 
was 45.0 and by 1940 it had dropped to 20.2, a per- 
centage decrease of 55.1. The very remarkable 
drop in the crude death rate for cerebral haemorrhage 
no doubt reflects the very definite improvement in 
certification of causes of death by the physicians of 
Canada, and speaks well for the united efforts of the 
Canadian Public Health Association, the Medical 
Schools of Canada, the Provincial Divisions of Vital 
Statistics and the Dominion Bureau of Statistics, 
who for a number of years have striven to give to 
the medical profession a clearer understanding of the 
need for greater precision and uniformity in cer- 
tifying causes of death. 


During the fifteen year period deaths assigned to 
cerebral haemorrhage totalled 46,538, an annual 
average of 3,103 deaths. 


So much for the “Ten Leading Causes of Death”’ 
in Canada, now let us have a look at some of the 
other less costly “killers” in point of numbers. 


TYPHOID FEVER, MEASLES, SCARLET FEVER, 
WHOOPING COUGH AND DIPHTHERIA.— Known 
more commonly as the principal communicable 
diseases of childhood, Diphtheria, Measles, Scarlet 
Fever and Whooping Cough have, as a whole, 
shown a marked downward trend. Typhoid fever, 
which will be considered in this group also, has 
dropped in the comparatively short span of 
twenty-five years from a leading position among 
causes of death to one of minor importance. This 
drop has been more rapid than that of any other 
disease. Diphtheria which has been known for cen- 
turies and has taken a heavy toll of human life has 
now been brought under control as is evidenced by 
the sharp decline in the death rate. Specific wea- 
pons to fight against both Typhoid and Diphtheria 
have been discovered, the use of which has brought 
about the decline in these diseases. In the case 
of whooping cough, measles and scarlet fever, no 
such weapons exist, but it is a curious fact that 
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these three diseases of childhood have recorded large 
declines over the review period. This downward 
trend is unquestionably due in large part to the im- 
proved standard of living, the attention which has 
been paid to the improvement of child health and 
more and better medical and nursing care. It has 
been revealed through research by competent invest- 
igators that scarlet fever, in recent years, has ex- 
hibited a diminished virulence. The lowered mor- 
tality rate is the outcome of this, rather than from 
any marked decline in the incidence of the disease. 
Whether this milder type now prevalent will con- 
tinue, or whether it will revert to a more virulent 
type is a matter for conjecture. 


The use of convalescent serum for measles is both 
too recent and too limited to account for any sub- 
stantial part of the downward trend which has been 
observed for at least half a century. The low fatal- — 
ity rate for measles unfortunately lulls people into 
the belief that the disease is quite harmless, when 
in fact it is a serious enemy of child life and, though 
not fatal, it leaves many cases of serious impair- 
ment. The difficulty in suppressing measles lies 
in the fact that the highly infectious period is prior 
to the eruptive stage, so that the child has been able 
to transmit the disease before he is known to have it, 
and by that time there are no active means of im- 
munization. 

The trend of whooping cough has fluctuated widely 
from year to year but, on the whole, has been definit- 
ely downward. However, periodic outbreaks in 
which the fatalities will exceed those of scarlet fever 
show that the disease is far from being under control. 
There exists a need for arousing parents to the serious- 
ness of whooping cough, as there is more reprehen- 
sible neglect in connection with this than with any 
other disease. ‘ 

Chart 19 reveals the trend for all five of these dis- 
eases over the review period and reflects very definite 
reductions. The peak in 1937 for measles was due 
largely to an epidemic among the Indians of British 
Columbia. 

The following figures show the total wastage caused 
by each disease, together with the individual annual 
averages during the fifteen years from 1926 to 1940: 


Disease Total Deaths | Annual Average 
Typhoid Fever 5,776 385 
Measles 6,158 411 
Scarlet Fever 4,039 269 
Whooping Cough 11,362 757 
Diphtheria 7,947 530 
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POLIOMYELITIS AND POLIOENCEPHALITIS 
(ACUTE). — Poliomyelitis (infantile paralysis) is 
typically a disease of childhood, though it is found 
in all age groups. The death rate is low and the 
largest number of deaths occur in children before 
the age of five. All classes are affected in about 
equal proportions. Though considered a modern 
disease, cases of sudden paralysis in babies are 
recorded in the literature of antiquity, some of which 
are now believed to have been due to infantile par- 
alysis. The disease has become more and more com- 
mon and widespread of late years with reports from 
many countries of epidemics of large or small pro- 
portions. The epidemic of 1916 in the United States 
was one of the worst known in the history of the 
disease. 


No definite effective system of prevention can be 
formulated until the scientist is sure of the mode of 
transmission. Vaccination is still in the experimen- 
tal stage. 


The ‘‘Kenny method”’ for the care and treatment 
of poliomyelitis victims, of which so much has been 
written recently, may have a far-reaching effect on 
the future of this disease, as it seems to assure that 
the dreaded residual paralysis can be avoided. 


During the first six years of the period (1926 to 
1931) the trend of poliomyelitis was upwards, from 
a rate of 1.0 per 100,004 population to a rate of 2.2. 
From then on, with the exception of 1937, the trend 
to 1940 was downward to a rate of 0.4. The peak 
in 1987 was due to a small epidemic in Ontario, 
where 119 out of the total of 200 deaths for the whole 
of Canada occurred. The total number of deaths 
recorded from this disease from 1926 to 1940 was 
1,927, an annual average of 128 deaths. 


LETHARGIC OR EPIDEMIC ENCEPHALITIS. — 
Epidemic encephalitis (Sleeping sickness) is an 
acute infection due to a specific virus, which is as- 
sumed to enter the system through the nose and 
throat, and like infantile paralysis, has a special 
affinity for the central nervous system, although its 
effect is quite different. 


There are different types. In onetype the fatality 
rate is variable, and the incidence low, but steadily 
increasing. Encephalitis is rarely found in children, 
being common to adults of. both sexes. An epidemic 
was recorded in Vienna in 1916-1917 and after 
appearing in various other countries, reached the 
United States in 1918, since when it has spread to the 
four corners of the globe. It is rapidly becoming a 
problem of serious magnitude. A second type 
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differs from the former in that the onset is less acute 
and the death rate lower. The dread of both types 
is the after effects, of which mental deterioration is 
the worst. This type likewise affects adults. Both 
types seem to be transmitted by human beings. 


A new type known as the “equine type” because 
it may be transmitted by horses, has come to light 
in very recent years, in the Western Provinces and 
the North-western States. The mortality rate for 
this type is very high. 


It is interesting to note that the increase in the 
prevalence of encephalitis sometimes (not always) 
accompanies or succeeds an influenza epidemic. 


Tables 48 and 44 which show the Canadian ex- 
perience for fatal cases of encephalitis from 1926 to 
1940, both in point of numbers and in crude death 
rates per 100,000 population, reveal that there has 
been very little variation during the fifteen year 
period, from the low rate of 0.4 in 1934, 1988 and 
1989 to a high rate of 1.2 from 1927 to 1929. 
Total deaths during the fifteen years numbered 
1,114, an annual average of 74 deaths. 


EPIDEMIC CEREBROSPINAL MENINGITIS. — 
This disease is focused chiefly on the meninges of 
the brain and spinal cord. The organism enters and 
leaves the body by the nose or throat and hence in- 
fection may be spread by contact or by coughing and 
sneezing. Prior to the advent of the specific serum, 
discovered by Flexner, the death rate was 75 per cent. 
The use of this serum has reversed the mortality and 
recovery rates. The earlier it is used the better are 
the chances of recovery. 


In civil life children and young adults are most sus- 
ceptible to cerebrospinal meningitis. All overcrowd- 
ing in living and working conditions which bring 
about close contact promote the spread of the disease. 
Cerebrospinal fever has long been recognized as a 
war disease. The First World War demonstrated the 
fact that young and raw recruits were susceptible. 


No great epidemics of the disease have occurred 
but the affection is found regularly in the population. 
While not highly communicable it is spread by car- 
riers who pass on the disease to susceptible indivi- 
duals. Fortunately, a carrier does not remain so for 
long—he may be found to be free even in a month’s 
time. In view of this, preventive measures would 
seem to have little practical value. In military 
practice it would be impossible to isolate carriers. 
Sprays and mouth douches have no practical value. 
When the disease becomes epidemic it cannot be 
stamped out by any known practical application. ¥ 


In 1926 the death rate from epidemic cerebrospinal 
meningitis was 2.2 per 100,000 of population and 
except for the year 1929, this appears to have been 
about the normal rate for Canada until 1931, as 
shown in Tables 43 and 44. From 1932 onwards to 
the end of the review period a gradual slight decrease 
is to be observed to the rate of 0.9 in 1940. The 
peak year 1929 was occasioned by epidemics in 
Ontario and Quebec provinces, which recorded 79 
and 120 deaths, respectively, out of the total of 341 
deaths for the whole of Canada. The total deaths 
during the fifteen years numbered 2,431, an annual 
average of 162 deaths. 


DIABETES MELLITUS. — This disease is one of 
the most serious problems of present day medicine. 
The epoch-making discovery of insulin for the con- 
trol of Diabetes Mellitus by the two Canadians (the 
late Sir Frederick Banting and Dr. Charles H. Best) 
is the only instance so far of an efficacious specific 
treatment for any one of the major chronic diseases 
characteristic of old age. Despite this fact the death 
rate has continued to increase steadily on this con- 
tinent. An explanation of this increase in the 
United States is in some measure due to the fact 
that in the last thirty years the Jewish population 
has increased from one to four millions and it is 
generally known that the Hebrew race shows a 
marked tendency to diabetic affection. In a lesser 
degree those of German, English and Irish descent 
are inclined to diabetes. Most of these people came 
to North America in their early years and are now 
entering in great numbers into those age groups in 
which mortality from diabetes is most likely to be 
found. 


These facts taken into consideration with the 
advent of the use of machines which do not use up a 
man’s energy and the rising standard of living, bring- 
ing the purchase of necessities and luxuries within 
the reach of all, may account for the steady increase 
in deaths from diabetes, as ease, luxury and indul- 
gence are predisposing factors. The increase, how- 
ever, need not be viewed with alarm. Diabetics who 
adhere strictly to diet and treatment, who exercise 
regularly and who know the danger to themselves of 
even the most minor skin cuts or injuries and care 
for them may count on a normal span of life, in which 
their activities may be those of the rest of the com- 
munity. 


Prior to the discovery of insulin such was not the 
case—then a diabetic led a very restricted life and 
diabetic children were doomed to a few months of 
miserable existence. One should not lose sight of 
the fact that insulin does not cure diabetes—it only 
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controls it. As yet the reason for the failure of the 
pancreas to secrete sufficient insulin is unknown. 
Since there is some evidence that diabetes is inherited 
in the usual mendelian ratio, the public should be 
warned of the danger of marrying into a family with 
a similar history. 


Regular medical check-ups with a routine urin- 
alysis will disclose the presence of the disease and 
early and continued treatment will prevent some of 
the distressing deaths which occur due to ignorance 
of the disease. 


The figures in Tables 43 and 44 show that deaths 
from diabetes in Canada, are steadily increasing, as 
in 1926 the death rate was 11.1 and by 1940 it had 
reached 15.7. During the fifteen years the total 
deaths numbered 20,275, an annual average of 1,352 
deaths. 


INFANTILE CONVULSIONS. — Convulsive seiz- 
ures similar to those of epilepsy are not infrequent in 
children. The fit may be identical with epilepsy but 
with the removal of the cause the tendency to con- 
vulsions may be eliminated. Occasionally the con- 
vulsions may continue and pass into true epilepsy. 
There are several underlying causes of convulsions 
such as debility resulting usually from disturbances 
of the digestive organs. Rickets and convulsions are 
often associated. The onset of an infectious disease is 
frequently preceded by convulsions. Severe con- 
vulsions usher in or accompany many of the serious 
diseases of the nervous system. Lastly, convulsions 
may occur immediately after birth and persist for 
weeks or months. In such instances there has pro- 
bably been a brain haemorrhage or serious head 
injury. 


The small proportion of infantile deaths assigned to 
convulsions is due to the fact that the disease report- 
ed with the convulsion is almost invariably given 
preference as the direct cause in classification. 


Convulsions of infants (under 5 years of age) in 
Canada have shown a very marked downward trend 
from 1926, when the crude death rate was 6.0, to 
1938, when the rate decreased to 1.4; in 1939 and 
1940 the rates increased very slightly standing at 1.5 
and 1.7, respectively. This rapid decline was in 
common with a similar situation with respect to 
most of the preventable causes of infant deaths. It 
likewise, no doubt, further reflects the improvement 
in death certification and the increased tendency 
towards medical care and hospitalization. During 
the fifteen years the total deaths numbered 4,722, an 
annual average of 315 deaths. The following 


figures show the proportion of infantile deaths (under 
1 year) from convulsions to all deaths from the 
disease: 


Per cent 


Per cent 
Total deaths/Total deaths Total deaths|Total deaths 


Year junder | year from Year junder 1 year from 

of age Convulsions of age |Convulsions 
1926 440 77.1 1934 195 74.7 
1927 441 79.7 1935 184 78.6 
1928 348 79.1 1936 162 81.0 
1929 316 73.7 1937 139 71.3 
1930 291 76.6 1938 140 87.0 
1931 281 76.4 1939 138 80.7 
1932 234 77.0 1940 153 79.7 
1933 198 | 75.3 


BRONCHITIS. — A disease which in the acute form 
is highly contagious and at times assumes epidemic 
proportions. It attacks all ages, but more parti- 
cularly the young and the very old. Some indi- 
viduals have a special disposition to bronchitis and 
the slightest exposure to cold may bring on an attack. 
In the healthy adult it is rarely fatal. With the 
young and the very old the disease has a definite ten- 
dency to develop into bronchopneumonia, and in 
the majority of such cases proves fatal. 


Chronic bronchitis—a disease of the aged and of 
males particularly, while not fatal is distressing. 


Bronchitis has shown a very definite improvement 
over the past fifteen years; in 1925 the rate was 6.2 
per 100,000 population and in 1939 it had decreased 
to 2.8, with a slight rise in 1940 to 2.9. During the 
period the total deaths numbered 6,181, an annual 
average of 412 deaths. 


DIARRHOEA AND ENTERITIS. — A joint disease 
which is particularly dangerous to very young 
children. The greatest number of cases occur just 
after the nursing period. Breast fed babies are much 
less susceptible to diarrhoea than those artificially 
fed. The highest mortality is in the second half of 
the first year, particularly when this period falls in 
the hot weather, hence the dread of ‘‘the second 
summer’’. Improper feeding, lack of maternal care, 
overcrowding, heat and humidity, in short imperfect 
hygiene and sanitation all favour the spread of the 
infection. Prophylactic measures in large cities 
have greatly reduced the cases of intestinal disorders 
in children, but much still remains to be accomplished 
before this grave menace can be overcome. 


Once the second year of life is past the mortality 
from diarrhoea is greatly reduced, becoming a very 
secondary cause of death. ‘ The effect of deaths from 
diarrhoea in the first year of life is discussed in detail 
in Chapter V—Infant Mortality. 
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The group as a whole is covered by the figures in 
Tables 48 and 44. These figures reveal some varia- 
tions in the trend which for the most part has been 
downward. In 1926 the rate was 57.7 per 100,000 
population, which decreased to 49.0 in 1929; in 1930 
the rate jumped to 59.0, the highest point during the 
fifteen years, and then decreased to 21.6 in 1986. in 
1934 there was another increase to 34.5, then a down- 
ward movement to 1936 was recorded when the rate 
was 21.6; in 1987 a jump occurred when the rate 
reached 38.0 and then it dropped back to 23.1 in 
1938, to 21.0 in 1989 and to 16.6 in 1940. 

As already stated in Chapter V, the peak in 1937 
is difficult to explain but the dispersal of the figures 
by provinces would seem to indicate local infections 
of epidemic proportions. The total deaths during 
the period numbered 59,169, an annual average of 
3,945 deaths. 


VENEREAL DISEASES. — Venereal diseases (syph- 
ilis and gonorrhoea) are preventable controllable 
social diseases. Usually contracted as the result of 
promiscuity in sex relationships, a feeling of shame 
has been built up over the years, which has had a 
definite hampering effect upon programmes which 
have been initiated for the suppression and control 
of these diseases. The moral approach to the pro- 
blem has caused the public to look upon these dis- 
eases as a social disgrace, thereby impeding the 
arrival at the crux of the problem which is to over- 
come the tendency towards concealment in order that 
prompt medical treatment will be sought by all those 
affected or exposed to infection. Sexual ignorance 
and maladjustment are for the most part said to be 
the underlying causes leading to sexual promiscuity 
and commercialized prostitution. 

Syphilis and gonorrhoea have much in common— 
they can be controlled and the spread of the infection 
prevented by the application of rigorous venereal 
disease laws and the provision of extensive treatment 
facilities. This has been ably demonstrated in the 
Scandinavian countries where syphilis has become a 
rare disease as reported by Parron”: 


“In Sweden, with a population of 6,100,000 
there were just 481 cases of the disease in 1934; 
in the first half of 1935 there were only 200 cases. 
Multiply the population and cases by 20 and the 
data are comparable with those for the United 
States. If the rate for Sweden were applied to 
the whole population of the United States, we 
would have annually only 8,620 cases. Com- 
pare this with the Public Health Service estim- 

- ates of 720,000. The rate in Sweden now is only 
one-tenth of the rate 15 years ago. That 


20 Parron, Jr., Thomas — Health Services of Tomorrow. 


inadequate reporting is not a factor is confirmed 
by the continued high prevalence of gonorrhoea. 
“In Denmark an almost comparable decline 
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has been recorded. Denmark has a population of ° 


2,600,000. In 19338 syphilis cases totalled 648. 
At the peak of the post-war epidemic in 1919 
there were 7,024 cases... 

“In Norway, data for the country outside 
the capital, Oslo, are incomplete. In this city, 
however, the cases per 100,000 population de- 
creased from 860 in 1919 to 80 in 1935.” 

The widespread publicity campaigns are an im- 
portant factor in eventually stamping out venereal 
diseases. Most authorities agree that for syphilis 
and gonorrhoea to be effectively controlled they must 
be brought out into “‘the light’’, as they are diseases 
which are almost wholly preventable and practically 
always curable if aggressively treated IN THEIR 
EARLY STAGES. 

In the words of Rosenau”': 

“‘As a danger to the public health, as a peril 
to the family, as a menace to the vitality, health 
and physical progress of the race, the venereal 
diseases are justly regarded as the greatest of 
modern plagues and their prophylaxis the most 
stressing problem of preventive medicine. They 
are a prime cause of physical and mental dis- 
ability and reduced economic efficiency... They 
are a constant menace to all classes of society, 
the innocent as well as the licentious.”’ 

Although the actual mortality from syphilis is 
not known, due to a tendancy on the part of the phy- 
sicians on this continent to omit syphilis from the 
death registration as a cause of death, the suppres- 
sion of venereal diseases, particularly syphilis, is one 
of the major public health problems of today. 
Moreover, as many deaths assigned to cerebral 
haemorrhage, arterial and heart diseases are, in fact, 


largely of syphilitic origin, the actual number of 
deaths from this cause is far in excess of the number 
recorded. 

Many studies have been undertaken to measure 
the prevalence of syphilis, and some estimates have 
resulted in the belief that syphilis is the most frequent 
of all the communicable diseases. 

It is estimated that in the United States 7,000,000 
people are suffering from the effects of syphilitic 
infection at any given time: that one out of every ten 
adults will be affected by the disease at some time 
during his life and that the annual number of new 
cases receiving medical treatment each year is about 
720,000. Syphilis is known to be more prevalent 
among men than women, while the death rates are 
highest in middle and later adult life, although the 
infection in most cases is acquired in the late teens 
or early twenties. 

During the fifteen years, 1926 to 1940, the Vital 
Statistics of Canada show that 7,003 deaths, an 
annual average of 467, were assigned as being due to 
the ravages of direct syphilitic infection. Yet these 
figures cannot be considered as reflecting a true 
picture of the Canadians who died as the result of 
the infection or some resulting condition. In the 
“Canadian Surgeon” Sir William Osler, while serving 
with the Canadian Army Overseas in London, 
England, surveyed the Registar General’s Report 
with a view to gauging the clinical death toll from the 
new “Captain of the Men of Death’’. 

The following table has been made along the lines 
suggested by Osler to ‘‘get nearer the truth regarding 
syphilis as a cause of mortality’, and shows the 
method adopted and the results. The percentages 
given in this table represent the share of each of the 
causes of death recorded in the table considered to be 
due to syphilis. 


2 Rosenau, Milton J. — Preventive Medicine and Hygiene, page 438. 


DEATHS IN CANADA SAID TO BE ASCRIBABLE TO SYPHILIS, 1926 TO 1940. 


1926 | 1927 | 1928 | 1929 | 1930 | 1931 
All causes (—1 year) 22%..... 5,212] 4,842] 4,663} 4,768] 4,783] 4,479 
le year+) aa 202 231 241 246 295 287 
ees 63)" W73l... 74l. BGs TSR OS 
La fey Pee i... 2281. 213]. 213! 186)...148|) “107 
Cerebral haemorrhage,apopiexy] o75| og0| 9g4| ogg} 239 230 
ee) sel. a4) BSL. B8hp Stl) 240 
arava without pe) 290, .188| 179, a67|), 154| 123 
General paralysis of the insane] jo! 165] y46| 152| 152] 195 
| 731| 788) 8231... 821) ,. 876] 942 
Toi KS arceies Gi year! 9 760| 2,841| 3,169| 3,353] 3,718| 3,217 
Epilepsy, other diseases of the 
Bat broncho!) 953] _ 908) -1,0261..1,085|: 980} 990 


1932 | 1933 | 1934 | 1935 | 1936 | 1937 | 1938 | 1939 | 1940 
3,798} 3,582) 3,491) 3,461} 3,206) 3,672) 3,194] 3,067) 3,032 
324, 227/| 291) 380) 38 446} 362} 388} 411 
66 73 61 74 55 79 54 50} ~~ 50 
117 128) 133) 119) 147) 143) 143) 148) 153 
212) 223) 203) 164 152) 158) 132; 147 148 
36 25 29 26 23 18 16 19 23 
111 95 93 71 61 55 55 55 56 
197 190} 187) 228) 220) 219) 171) 202) 209 
1,039} 1,020} 1,118) 1,061) 1,117) 1,100) 1,183) 1,244) 1,371 
3,671] 3,742] 3,985] 4,483) 4,920) 5,189] 5,384) 5,877] 6,341 
989} 1,004} 1,024) 1,056} 1,109) 1,172} 1,109) 1,076) 1,063 


Should this basis of calculation in any way approx- 
imate an accurate picture of the incidence of syphilis 
mortality, the disease would have been second rank- 
ing cause of death for eight years and third for the 
other seven years for Canada. 


Chart A, showing an outbreak of syphilis in a rural 
county attributed to one transient male, reveals the 
effect on community life of one untreated case of 
syphilis. 


Prompt reporting of venereal infections to the 
proper local authorities; an adequate and prompt 
treatment service; the establishment of free clinics 
and the abolition of the houses of prostitution are 
among the most important factors which should 
prevent the spread of syphilitic and gonorrhoeal 
infections. 


Education is an important factor in preventing 
the spread of venereal infection. No public health 
programme is complete unless it provides for the 
education of the public suitable information relating 
to sex hygiene. Sex education should be taught to 
the Canadian children in the home and in the school. 
Much can be accomplished by the parent, the 
teacher and the clergy through the medium of pro- 
perly supervised sex education of the Canadian child. 
Such a programme of sex education to be effective 
should have national leadership and be co-ordinated 
through the provincial health departments to the 
local communities. 


It would appear that, due to the mode of their 
transmission, particularly in the case of commer- 
cialized prostitution, any programme for the 
suppression of Venereal Diseases should have a 
close liaison with the Department of Pensions and 
National Health, the province and local health 
departments. 


OTHER IMPORTANT CAUSES OF DEATH. — 
Very little need be said concerning the remaining 
causes of death shown in Tables 48 and 44. They 
have practically no significance in the preventive 
medicine sense; therefore, a mere reference to their 
general trend during the review period should 
suffice: 


(a) Anaemia—a disease of the blood-forming 
organs—has a gradual decrease in numbers 
and also in the crude death rate per 100,000 
population, from. 1926 to 1940 when the rates 
were 11.0 and 5.4, respectively. Total deaths 
for the fifteen years numbered 10,674, an an- 
nual average of 712 deaths; 


(0) 


Appendicitis—is a surgical disease, which has 
shown a varied course from 1925 to 1940. At 
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(c) 


(d) 


(f) 


(9) 


the beginning of the period the rate was 14.0 
while in 1940 it was 9.7; there were two years 
(1930 and 1934) when the rate was 14.6. 
Total deaths for the fifteen years numbered 
20,865, an annual average of 1,391 deaths; 


Hernia, intestinal obstruction—is primarily a 
surgical disease, which has shown very little 
variation in trend from 1926 when the rate 
was 9.4 to 1940 when the rate was 8.7. Total 
deaths during the review period numbered 
14,934, an annual average of 996 deaths; 


Diseases of the prostate— in males only, 
particularly in the age brackets above 565. 
This disease in common with others which 
are characteristic of an ageing population has 
shown a general tendency to increase, partic- 
ularly during the last six years of the review 
period. In 1926 the crude rate was 7.8; in 
1932 it was 8.4; 1985 showed an increase to 
10.0 and 1939 showed a further increase to 
11.5, while in 1940 there was a drop to 10.9. 
Total deaths during the fifteen years num- 
bered 14,529, an annual average of 969; 


Senility—covers the aged group of decedents 
whose deaths cannot be attributed to any 
definite cause, signifying, in other words, that 
the human machine was just “worn out’. 
The deaths from this cause have shown a con- 
siderable reduction from 1926 when the rate 
was 29.3 to 1940 when the rate was 13.7. The 
reduction is due no doubt to the advance in 
medical science and the improvement in death 
certification. During the fifteen years the 
total deaths assigned to senility numbered 
31,114, an annual average of 2,074 deaths; 


Other specified causes—This is the residual 
group of causes of death which have a low 
significance in point of numbers and impor- 
tance as causes of death. The decrease in the 
death rate has very little significance either, 
except to show that a very definite decrease is 
taking place in the number of deaths assigned 
to the various titles within the group. In 
1926 the crude death rate was 146.5 and in 
1940 it was 118.7 and except for one year 
(1937) the decline in the rate has been fairly 
constant. Total deaths during the period 
numbered 205,567, an annual average of 
13,704 deaths; 


Ill-defined Causes—this group covers the 
deaths which could not be assigned to any 
definite cause from the information supplied 


SO ia ea a Sil al Dat re 
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on the transcripts. In 1926 the crude rate 
per 100,000 population was 13.3 and there was 
a rapid decline during the fifteen years to 5.6 
in 1940, a drop of 57.9 per cent. This is a 
further indication of the improvement in 
medical certification of causes of death already 
mentioned. Total deaths during the period 
numbered 18,771, an annual average of 918 
deaths. 


SUMMARY. — This analysis of deaths in the Vital 
Statistics of Canada, for the fifteen years, 1926 to 
1940, reveals very conclusively that vast numbers of 
Cerecien pecple have died through failure to secure 
any or adequate medical care. This statement is 
based upon ‘“‘the record of medical science’ which 
proves that lives might be saved by co-ordinated 
application of existing medical knowledge for the 
prevention, treatment and cure of disease. 
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This chapter would seem to show among other 
things that in Canada: 


(1) 
(2) 
(3) 


(4) 
(9) 
(6) 


approximately 1,400 persons (under 45 years 
of age) die annually from diseases of the heart; 
roughly 8,000 persons die annually as the re- 
sult of tuberculous infection; 

between ten and twelve thousand persons die 
annually from the ravages of infectious 
diseases; 
approximately 11,000 persons die annually 
from the effects of syphilitic infection; 
between five and six thousand persons die 
annually as the result of accidents; 

over 10,000 persons die annually from diseases 
of respiratory system. 


The Vital Statistics of Canada, on the other hand, 
shows by the marked declines in the death rates for 


such 


diseases as typhoid fever, diphtheria and 


pneumonia, that the application of therapeutic and 
preventive medicine in Canada has accomplished a 


great 


deal in the reduction of “‘Preventable Deaths’’. 


TABLE 36—CRUDE DEATH RATES PER 1,000 POPULATION OF VARIOUS COUNTRIES OF THE WORLD, 
1935, 1936 AND 1937. 


Country 1935 1936 1937 


TAUStralig scene ye ta tee patere mate eS 
Union of South Africa (whites)....... 
CAINIAID A Ti rmtee 5 Severs Goo Rien Smet 


_ 
i! 


United States (reg. area)............. 
Switzerland.) . 626 i. Nae eee 


Belgium fe metic ect se emer 


Country 1935 1936 1937 
Newfoundland and Labrador....... 13.4 13.0 13.5 
Scotland Pepsi buh: epee een 13.2 13.4 13.9 
Ol AF shaven 5. cte Grete ees os 14.0 14.2 14.0 
TUM PALVi esta oahics wae tees Ae oe 15.3 14.3 14.2 
Nala Fe ivieets See iss tea Shae, Noe 13.9 1 Seas ' 14,2 
LLCS Na Cie & RAI ee Ae tale, Severe. 2 14.2 14.1 14.3 
RESbONID zones oe Silas ee ee ee 14.9 15.6 14.7 
Pra CO 8 Tashi ea had, uals ireta anne ae 15.7 15.3 15.0 
Northern, Treland), «js 50,<./2 sees tes 14.4 14.2 15.1 
Greece. Ae ee. Lee Bee 14.9 15.2 15.2 
IECe... - Vehia.: ACER keh a 14.0 14.4 15.3 
SAMBICA ile teehee ais ie ele See eee a 17.4 15.3 
Japa) MEATS RI ee eee era pre 16.8 17.5 17.0 
CostaRicas are iene ure ae 21.8 20.0 18.2 
Palestinet, ree ieee Coe. ees 18.6 16.1 18.9 
RoumMania: Hens ease ae PAG 19.8 19.3 
Ceylon Ate ttn. oreo creer 36.6 21.8 21.7 
British Indiavcly chee ieee 23.6 22.6 22.4 
Straits Settlements................ 25.1 24.9 22.5 

1611 Ure iis oe oh ola A 25.0 PASS: 24.0 
Egy pta. Sones eae es ne: Zork 2a3 27-2 
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TABLE 37—DEATHS AND CRUDE DEATH RATES PER 1,000 POPULATION IN CANADA, BY PROVINCES, 1926-40. 


Year CANADA | P.E.I, | N.S. | N.B. | QUE. | ONT. | MAN. | SASK. | ALTA, | B.C. 


TOTAL DEATHS 


NOQG ses ye tee Sete 107,454 898 6,366 5,002 37,251 35,909 5,335 6,060 5,159 5,474 
Ot ES Rr 105,292 913 6,378 4,902 36,175 34,775 5,309 6,031 5,059 5,750 
HOLS aerate ss ate 109,057 952 6,202 4,972 36,632 37,128 5,396 6,166 5,699 5,910 
TOPs ase OS AEICOeGee 113,51 1,122 6,660 5,230 37,221 38,123 5,808 6,715 6,239 6,397 
OOO Pretest Ske ks sichola i 109,306 961 6,206 4,991 35,945 37,313 5,685 6,309 5,496 6,400 
TN SLUG ae ont in oreOR Rare ie 104,517 912 5,968 4,644 34,487 35,705 5,319 6,066 5,302 6,114 
HOS 2 elefe seetarceas sae the ove 104,377 1,051 6,159 4,554 33,088 36,469 5,341 6,044 5,521 6,150 
eS en coc arene ate 101,968 1,032 6,045 4,908 31,636 35,301 5,455 6,024 5,346 6,221 
iO 8% on one pom siopiom aial pat) eisey4 1,033 6,028 4,665 31,929 35,119 5,169 5,924 5,337 6,378 
LOS hae, caters SACO ot 105,567 975 6,164 4,779 32,839 36,317 5,781 6,126 5,729 6,857 
WOSG as ste ras 2 os eis 107,050 1,024 5,897 4,803 31,853 37,571 6,219 6,314 6,147 7,222 
MOS Maiisme tryst ever 113,824 1,146 6,083 5,433 35,456 38,475 6,070 6,927 6,261 7,973 
BOS Soe rstot els Geis, ie 2.2 106,817 1,030 6,087 4,898 32,609 36,890 5,893 6,079 5,871 7,460 
OO AE ira tess sails 3 108,951 ne 6,324 5,082 33,388 37,530 6,157 6,031 5,789 7,517 
1,06 


AN Oat 9 aa ee 110,927 ‘ 6,239 4,985 32,799 | 38,503 | 6,339 6,477 6,203 8315 


RATE PER 1,000 POPULATION 


11.4 10.3 12.4 12.6 14.3 11.3 8.3 7.4 8.5 9.0 
10.9 10.5 - 12.4 12.3 13.6 10.8 8.2 7.2 8.0 9.2 
11.1 10.8 12.0 12.4 13.5 11.3 8.1 7.2 8.7 9.2 
11.3 12.8 12.9 12.9 13.4 11.4 8.6 7.6 9.1 9.7 
10.7 10.9 12.1 12.3 12.7 11.0 8.3 7.0 7.8 9.5 
10.1 10.4 11.6 11.4 12.0 10.4 7.6 6.6 7.2 8.8 
9.9 11.8 11.9 11.0 11.4 10.5 7.5 6.5 7.5 8.7 
9.6 11.6 11.6 11.7 10.7 9.9 all 6.5 fil 8.7 
9.4 11.6 11.5 11.0 10.6 9.7 7.3 6.4 ial 8.8 
9.7 11.0 1137 11.1 10.7 9:9 8.1 6.6 7.9 9.3 
9.7 HEE 11.0 11.0 10.3 10.2 8.7 6.8 8.0 9.6 
10.2 12.3 11.2 12.3 11.3 10.4 8.5 7.4 8.0 10.6 
9.5 11.0 11.1 11.0 10.3 9.9 8.2 6.5 7.5 9.8 
9.6 11.9 11.4 11.3 10.4 10.0 8.5 6.4 7.3 9.7 
9.8 11.4 11.1 11.0 10.1 10.2 8.7 7.0 7.9 10.5 
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TABLE 40 — QUARTILE AGES OF DECEDENTS (MALES, FEMALES AND BOTH SEXES) IN CANADA, 1926-40. 


1926 | 1927 | 1928 | 1929 | 1930 | 1931 | 1932 


1933 


1934 | 1935 | 1936 | 1937 | 1938 | 1939 | 1940 


Boru SExrEs 


First Quartile......... 1.83) 2.58) 4.67) 4.45) 4.25} 5.73) 16.79] 19.53) 20.06] 21.19) 24.54) 20.89} 26.22) 30.34] 32.84 


Second Quartile. ...... 
Mhird-Ouartile. v2... 


45.50} 45.94) 49.01} 48.99) 49.23] 51.25) 55.59) 56.93] 57.52 
70.70} 70.32) 71.32) 71.25) 71.25} 71.83] 73.40) 73.71] 73.79 


58.09) 59.28) 58.37] 60.28! 61.96) 62.57 
74.14) 74.50) 74.29) 74.82) 75.54) 75.73 


MALES 
First Quartile......... 1.34) 1.80) 3.34) 3.15} 3.23) 3.82) 13.42) 16.65) 17.93) 19.27) 23.75} 19.36] 25.53] 29.44) 32.87 
Second Quartile. ...... 45.16) 46.04) 48.92) 48.86] 49.13] 50.76] 55.10) 56.36} 57.09) 57.53) 58.94) 57.91) 59.59) 61.05] 61.74 
Third Quartile........| 70.05) 69.69] 70.52) 70.47] 70.53] 70.87| 72.60) 72.98} 73.02) 73.27| 73.72) 73.31] 73.89] 74.48] 74.59 
FEMALES 
Hirst Quartile... .'/)i.:. 2.85} 3.96) 6.82} 6.30} 5.79) 8.65} 19.43] 22.13 34 96 23.11) 25.32) 22.27) 26.88) 31.28] 32.80 
Second Quartile. ...... 45.89] 45.83) 49.12) 49.17) 49.37) 52.14!) 56.28] 57.66) 58.09] 58.87) 59.78} 59.00) 61.27] 63.13] 63.75 
Third Quartile........| 71.51] 71.07) 72.29) 72.22) 72.22) 72.90) 74.37] 74.58] 74.70} 75.11) 75.39] 75.40) 75.93] 76.73) 76.98 


TABLE 41 — NUMBER OF DEATHS OF MALES AGED 20-64 YEARS IN CERTAIN OCCUPATIONS, CLASSIFIED 
ACCORDING TO AGE GROUPS, 1940. 


2 
3 
4 
5 
6 
a 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22, 
23 
24 
25 
26. 
27. 
28 
29, 
30 
31 
32 
33 
34 
35, 
36 
37. 
38 
39 
40 
41 
42 
43 
44 
45, 
46 


Occupation 


Deaths, all causes. 


20-24 25-34 35-44 


Work erssimi coal iminineiria. .- TEAM te ik ce cisye s+ sat aval eRe ran ous laa 
Workers in other mining, milling, quarrying, salt, oil and gas wells....... 
Bakers, confectionery and biscuit makers...............-.0ee eee eens 
Operatives in tanning and the manufacture of leather.................. 
Textile workers including workers in textile goods and wearing apparel... 
Operatives in manufacture of wood products...............eeeeeeeeeee 
Womapositorstan Cd iprimvers wa atle «oes cb a outs, oo co see leh Gabe Sut placer cite, Sean aeaEe 3 
Other operatives in printing, publishing and bookbinding............... 
Blacksmiths, hammermen and forgemen..............00 eee ec sees eens 
Mashinisisrandstoolumakers)vais (4h <li. «asp peeks qpaltebetet ciern  oatendetes 
Motor and air mechanics and mechanics N.E.S...............02--0005- 
Other operatives in the manufacture of metal products................. 
Operatives in the manufacture of non-metallic mineral products......... 
Starionanyengineers andifiremeni. js .'... «..- >) -+ suyh ¥ syoratere pide ect wales 
STICKS AN CUS ORO MNAS ONS! focal GAYE <b slate ccndhs oi. 00, shell pe oeyeagelell one ]e. cnev cep 
AEE COTS UMM TAT rN Bias ot tO eco b ask. ors ela icuatp OPA NM MGIMe in age. eee oe 
HIS GErICIANSLATIC AWATCINEN). 0.) shes Safes a si aies ois & of seledencyoteh teh anata! eve voile paiece 
Painters) decorators and PIAZierss .2.. «6 apis» cl sierdesiepepoecielele ssc eee ° 
eluimberswmeasvan Cistea Milt ters’: ..a<is..hi= «2-usprggeeth wekosmebe gente o ote nln waren 
Conductors, brakemen, expressmen and baggagemen, steam railways..... 
Locomotiveiengineers:and firemen... ..- = 45 54. .~sisinslee ses ee cect thes 
Whaufeursidrivers,, deliverymen, ebC. 9 5 ovis vsaccietiniadinetette eee «(lade 
Commercial travellers, sales agents, canvassers and demonstrators....... 
OCHGTIR AES TFET E ei oras sale sik oe: oi bvs, cod ake Ga tachaya ta dusaapgeteyony «qh «3 6 Stas 
LRT woo San duty ORI ct OLS Re OM nea RIA re ehic io) 0. HOR Masato 
Barbers, hairdressers and manicuristS.............0 0. 0sceeee cette eeees 
Other workers in personal service, including cooks.................+--- 
EF OLESSION A MMOL KOFSMIGN Pelvic ahais. als aie no st vie 6, alse 9 aueaapenetee a0 Be oleae, 

Wlereyne mt eye ee Tied 5 os4) wie ora vo os Statahs! etshabeebeege be os het lel RMR 

Lawyers, notaries, justices and magistrates.............+++-+..20-55 

BI SICIANSTANGUSUTZCODS 4). teks cf nis 5 < oso 02s wlake vievaeyefais a ole Oo onl ee 

IETOLESSTONAL CHZINGETS| cl s)ope 8 elec  sc5 29 Ye Sauer ener, als oy decane 

Professors, lecturers, college principals and school teachers........... 

Other professional workers) cci. 25 6. - oe ee tines es oe le 
Myers AiO MNANAGETS Jo) o eters caicts'e 4 s+ sc acl quick tthedp ities «te <i elaretanels 

Mire Tee UNA CLUTIN pen hs re ag 6 8S 5 sisi, winle si ueybuagade @ we slater she aedeel 

NMGGBAMSPOLbALIONN eye yi ciel  DEferafees)< free we oo a Gsatade egeiclel etmyeyah @ eee ouigarets 

All trade, wholesale and retail... ...... 2... esse crete hese eee bese 

In hotels, restaurants, lodging and boarding houses..............--. 

Enrotvherindustrios ee tices see iclae Siastelots sae alte ain soso lgeeeiny 
Office workers (including public officials)...........-...-+ see eee eee e ees 
Labourers (other than agricultural) ............-..0 esse eee eee 


1,185 | 2,349 | 3,101 


28 31 35 
40 81 79 
5 24 34 
22 75 73 
4 12 15 
6 15 23 
9 20 25 
4 16 24 
5 5 7 
aa 4 6 
— 5 9 
10 14 39 
17 44 73 
9 30 43 
2 5 6 
2 9 16 
1 5 5 
7 36 58 
5 17 26 
4 30 37 
1 9 15 
= 4 14 
i 5 
40 114 | © 103 
3 21 37 
37 77 94 
1 10 20 
1 12 33 
‘15 41 |. -92 
25 65 110 
1 7 9 
= 3 16 
a 2 14 
3 12 11 
8 14 22 
13 27 temas 
14 70 | % 210 
1 5 26 
1 4 15 
7 44 124 
2 11 22 
3 6 23 
44 99 135 


45-54 


5,635 


55-64 || Total 20-64 


9,606 21,876 


2,178 4,372 
89 226 
105 379 
86 204 
96 341 
53 109 
73 162 
97 201 
87 170 
45 88 
12 38 
68 112 
138 271 
66 258 
189 385 
31 62 
108 207 
67 108 
351 591 
37 134 
146 299 
47 108 
81 168 
77 131 
161 542 
120 244 
173 539 
43 105 
84 183 
278 629 
405 822 
68 110 
38 81 
47 94 
92 171 
34 96 
126 270 
900 1,667 
110 205 
44 90 
506 931 
81 170 
159 271 
390 913 
1,276 3,380 


a nMnMNOMEM IY Wee te ee 
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TABLE 42 — DEATHS IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 
BY FIVE YEAR AVERAGES, 1926-40. 


Population Total deaths Population Total deaths 
City or Town City or Town 
Census | Census |Average|Average|Average Census | Census |Average| Average] Average 
1931 1941 41926-80/1931-35/1936—40 1931 1941 |1926-80)1931-35)1936—-40 
10,000 TO 2 POPULATION 
40,000 POPULATION AND OVER ; ON : 
Montreal, Que........| 818,577 | 903,007 | 11,260 | 9,808 | 9,715 Woodstock, Ont...... 11,395 | 12,461 173 177 217 
Toronto, Ont.........| 631,207 | 667,457 | 6,735 | 6,546 | 7,110 St-Jean, Que......... 11,256 | 13,646 120 125 179 
Vancouver, B.C.......| 246,593 | 275,353 | 2,175 | 2,303 | 2,842 Cornwall, Ont........ 11,126 | 14,117] 238 | 234] 247 
Winnipeg, Man....... 218,785 | 221,960 | 1,757 | 1,712 | 1,947 Joliette, Que.......... 1037650) 112,749 | 173 | ahh72uls daw 
Hamilton, Ont........| 155,547 | 166,337 | 1,473 | 1,491 | 1,621 Welland, Ont.........| 10,709 | 12,500 162 138 160 
Quebec, Que.......... 130,594 | 150,757 | 2,269 | 1,991 | 2,057 Thetford Mines, Que..| 10,701 | 12,716] 157] 139] 172 
Ottawa, Ont.......... 126,872 | 154,951 | 1,664] 1,715 | 1,825 Granby, Que......... 10,587 | 14,197} 115} 115] 1112 
Windsor, Ont......... 98,179 | 105,311 965 838 903 Dorel, Que. cee eel 1O;a20) | peezo 167 141 126 
Calgary, Alta.........| 83,761 | 88,904 756 730 853 Medicine Hat, Alta...} 10,300 | 10,571 140 129 148 
Edmonton, Alta...... 79,197 | 93,817 862 884 | 1,091 
London, Ont......... 71,148 | 78,264 | 1,089] 1,020] 1,123 5,000 TO 10,000 POPULATION 
Verdun, Que......... 60,745 | 67,349 398 460 521 fy ED ae a A Oa ea ce Ls 
HalifaxNee ence 59,275 | 70,488 884 898 895 Prince Albert, Sask....} 9,905 | 12,508 153 175 195 
Regina, Sask......... 53,209 | 58.245 | 481] 468] 564 Brockville, Ont....... 9,736 | 11,342] 172| 167] 199 
Saint John, N.B...... 47,514 | 51,741 712 667 681 “ Se ici Que.......| 9,448 | 13,769 134 94 97 
Saskatoon, Sask...... 43,291 | 43,027 485 450 506 Pembroke, Ont....... 9,368 | 11,159 169 151 178 
ia Min BIKAAET DS Rian ono eae Dartmouth, N.S...... 9,100 | 10,847 93 66 65 
20,000 TO 40,000 POPULATION St-Jéréme, Que....... 8,967 | 11,329 127 87 88 
New Glasgow, N.S....| 8,858 9,210 127 127 143 
Victoria, B.C......... 39,082 ; 44,068 552 561 730 Fredericton, N.B...... 8,830 | 10,062 141 153 158 
Trois-Riviéres, Que....| 35,450 | 42,007 556 610 606 Cap-de-la-Madeleine, 
Kitchener, Ont....... 30,793 | 35,657 303 347 386 Quenir icra nese ace 8,748 | 11,961 127 84 71 
Brantford, Ont....... 30,107 | 31,948 382 362 405 North Vancouver, 
ull) Quel a te 29,433 | 32,947 354 360 355 Bik io SO See 8,510 8,914 76 95 117 
Sherbrooke, Que...... 28,933 | 35,965 450 443 477 Riviére-du-Loup, Que.| 8,499 | 8,713 128 127 165 
Outremont, Que...... 28,641 | 30,751 105 161 170 Orillia, Ontiiy sti. 8,183 | 9,798 147 135 169 
Fort William, Ont.....| 26,277 | 30,585 215 203 226 Waterloo, Ont........ 8,095 9,025 53 47 55 
St.Catharines, Ont... .| 24,753 | 30,275 317 283 323 Truro, NS.ig:h) enn 7,901 | 10,272 108 111 113 
Westmount, Que...... 24,235 | 26,047 143 249 264 La Tuque, Que....... 7,871 7,919 84 75 59 
Kingston, Ont........} 23,439 | 30,126 476 476 515 Barrie, Ontsin syste 7,776 9,725 120 126 119 
Oshawa, Ont......... 23,439 | 26,813 216 186 219 Sydney Mines, N.S....} 7,769 8,198 110 96 98 
Sydney, N.S..........| 23,089 | 28,305 241 213 185 New Waterford, N.S..| 7,745 9,302 89 82 81 
Sault Ste Marie, Ont..| 23,082 | 25,794 218 214 247 Trail,B. Cx 7,573 9,392 53 46 57 
Peterborough, Ont... .| 22,327 | 25,350 308 324 367 Lindsay, Onts)-. en 7,505 8,403 120 128 152 
Moose Jaw, Sask...... 21,299 | 20,753 226 196 231 Amherst, N.S......... 7,450 8,620 105 105 123 
Guelph, Ont...0".......! 21,075 | 23,273 235 234 214 New Toronto, Ont....| 7,146 | 9,504 33 139 139 
Glace Bay, N.S.......| 20,706 | 25,147 294 258 258 Smiths Falls, Ont.....] 7,108 7,159 104 99 108 
Moncton, N.B........} 20,689 | 22,763 252 245 272 Lauzon, Que......... 7,084 7,877 81 66 58 
ir Nn TET I oi mel ka aa Saba Yarmouth, N.S....... 7,055 | 7,790} 144] 118{ 131 
10,000 TO 20,000 POPULATION Midland*Onts.() eo 6,920 6,800 96 98 94 
Mimico, Ont......... 6,800 8,070 63 39 34 
Port Arthur, Ont.....| 19,818 | 24,426 224 197 242 Kenora, Ont.......... 6,766 7,745 72 69 96 
Niagara Falls, Ont....| 19,046 | 20,589 215 200 216 Nanaimo, B.C........| 6,745 6,635 88 89 124 
Lachine, Que......... 18,630 | 20,051 214 186 205 Eastview, Ont........ 6,686 7,966 59 47 38 
Sudbury, Ont......... 18,518 | 32,203 215 235 302 Drummondville, Que..} 6,609 | 10,555 107 116 88 
Sarnia Ontisy.a) icn.on 18,191 | 18,734 222 224 239 Portage la Prairie, 
Stratford, Ont........ 17,742 | 17,038 200 199 226 Man). eee} 6,597 7,187 187 111 107 
NewWestminster, B.C.} 17,524 | 21,967 273 287 344 Campbellton, N.B....| 6,505 6,748 127 122 167 
Brandon, Man........ 17,082 | 17,383 244 225 264 Port Colborne, Ont....} 6,503 6,993 49 36 33 
St.Boniface, Man.....| 16,305 | 18,157 482 417 536 Grand Mére, Que.....| 6,461 8,608 71 66 71 
North Bay, Ont...... 15,528 | 15,599 149 155 168 Edmundston, N.B..... 6,430 7,096 65 56 64 
St. Thomas, Ont......| 15,430 | 17,132] 226| 227| 254 Springhill, N.S........ 6,355 | 7,170 75 78 67 
Shawinigan Falls, Prince Rupert, B.C...| 6,350 | 6,714 64 49 67 
Ques heap cmeecie 15,345 | 20,325 199 157 160 Magog, Que.......... 6,302 9,034 80 74 79 
Chatham, Ont........ 14,569 | 17,369 300 303 330 Preston, Ont......... 6,280 6,704 45 46 39 
Timmins, Ont........ 14,200 | 28,790 146 171 196 Trenton, /Ontvi,. eh 6,276 8,323 71 71 56 
GaltOnt. ayers 2.) 14,006 | 15,346 172 187 183 Victoriaville, Que.....} 6,213 8,516 ra 78 77 
Belleville, Ont........ 13,790 | 15,710 230 227 253 Kamloops, B.C....... 6,167 5,959 118 121 134 
Lethbridge, Alta...... 13,489 | 14,612 185 193 201 North Sydney, N.S...} 6,139 6,836 88 84 92 
St-Hyacinthe, Que....| 18,448 | 17,798 288 293 318 St-Lambert, Que...... 6,075 6,417 29 31 31 
Owen Sound, Ont.....} 12,839 | 14,002 163 181 197 Nelson, B.C.......... 5,992 5,912 89 86 92 
Charlottetown, P.E.I..| 12,361 | 14,821 264 262 299 North Battleford, 
Chicoutimi, Que...... 11,877 | 16,040 228 224 268 Sashes esi ee 5,986 4,745 Mh 71 73 
Lévis; Quewictecs ue 11,724 | 11,991 223 219 211 Fort Erie, Ont........ 5,904 6,595 @) 57 68 
Valleyfield, Que....... 11,411 | 17,052 180 154 164 Cobourg, Ont......... 5,834 5,973 116 101 111 


(2) Figures not available. 
Nore: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 42 — DEATHS IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 


BY FIVE YEAR AVERAGES, 


1926-40 — Continued. 


Population Total deaths 
City or Town 
Census | Census |Average| Average 
1931 1941 |1926-30)1931-35 
5,000 TO 10,000 POPULATION 
— Continued 
Collingwood, Ont....-|"" 5,809 | 6,270 95 07 
Transcona, Man...... 5,747 | 5,495 23 13 
Rimouski, Que ites eho 5,589 7,009 108 112 
Brampton, Ont....... 5,532 020 71 66 
Fort Francis, Ont.....) 5470 | 5,897 63 45 
Longueuil, Que....... 5,407 7,087 79 62 
St-Laurent, Que...... 5,348 6,242 65 51 
Renfrew, Ont.. 5,296 | 5,511 72 72 
Swift Current, Sask...| 5'296 | 51594 66 59 
Ingersoll, Ont. ribtaes baa 5,233 5,782 73 77 
Simcoe, Ont.. 5,226 | 6,037| 82] 106 
Hawkesbury, Ont.. 5,177 | 6,263 84 70 
Thorold, Ont......... 5,092 5,305 42 38 
Whitby, Ont....-.... 5,046 | 5,904] 155 | 146 
Yorkton, Sask 223-1 15,027 5,577 67 77 
Dundas, Ont......... 5,026 5,276 63 67 
Stellarton, N.S....... 5,002 5,351 60 40 
Weyburn, Saskia anne. . 5,002 6,179 120 AD, 
1,000 TO 5,000 POPULATION 

Leamington, Ont...... 4,902 | 5,858 61 64 
Port ates Ont: 4,723 | 5,055 73 76 
Weston, ON cies ae 1123 5,740 171 37 
Kelowna, B.C........ 4,655 | 5,118 54 48 
Buckingham, Que.....| 4,638 | 4,516 74 60 
Montreal N., Que.....| 4,519 | 6,152 36 35 
Kénogami, Que....... 4,500 | 6,579 66 38 
Goderich, Ont........ 4,491 | 4,557 58 70 
Selkirk, Man......... 4,486 | 4,915 90 98 
Riverside, Ont........ 4,432 | 4,878 19 22 
Wallaceburg, Ont.....| 4,326 | 4,986 53 42 
Sturgeon Falls, Ont...| 4,234 4,576 50 55 
Farnham, Que........ 4,205 | 4,055 63 54 
St-Pierre, Que........ 4,185 4,061 33 21 
Paris, Ont.. 4,137 4,637 56 60 
Carleton Place, Ont...} 4,105 | 4,305 46 44 
erth, Ont:. 44.48... ,099 4,458 60 68 
ee nati Ont.. 4,080 4,113 51 54 
Pointe-Claire, Que. . 4,058 | 4,536 30 29 
Coaticook, Que ae 4,044 4,414 54 44 
Penetanguishene, Ont.| 4,035 4,521 60 61 
The Pas, Man........ 030 | 3,181 51 45 
ArnpriorwOnt.. 24... . 4,023 3,895 44 35 
Chatham, N.B........ 4,017 | 4,082 90 73 
Dalhousie, IN-BS ae. 3,974 | 4,508 21 24 
Dauphin, Man........ 3,971 4,662 60 79 
St-Joseph-D’ Alma, 

Qe Veena aes eae 3,970 6,449 @ 52 
Bake. Ont.. 3,963 2,844 71 60 
Westville, N.S.. 3,946 4,115 43 36 
Vernon, B.C.. 3,937 5,209 42 50 
Montmagny, Que.. 3,927 4,585 89 89 
Mégantic, aur SE eee 3,911 4,560 49 38 
Lachute, Que... 3,906 5,310 56 40 
Melville, Sask........ 3,891 4,011 36 33 
Cobalt, Ont Sefie orate Rene 885 2,376 43 26 
Oakville, Ont.) 5.22... 3,857 4,115 31 27 
Kapuskasing, Ont.. 3,819 3,431 @ 29 
St. Mary’s, Ont...... 3,802 3,635 47 46 
Summerside, P.E.I.. 3,759 5,034 60 73 
Newmarket, Ont...... 3,748 4,026 65 io 
Beauharnois, Que.. 3,729 3,550 46 35 
Gananoque, Ont...... 3,592 4,044 40 40 
Picton, it. See. 980 3,901 68 69 


Average 
1936-40 


Population Total deaths 
City or Town 
Census | Census | Average|Average| Average 
1931 1941 }|1926-30)1931-35|1936—40 
1,000 TO 5,000 POPULATION 
— Continued 

East Angus, Que...... 3,566 | 3,501 40 27 26 
Parry Sound, Ont.....] 3,512 | 5,765 55 67 76 
Napanee, Ont........ 3,497 3,405 41 37 40 
St. Stephen, N.B...... 3,487 | 3,306 92 87 95 
Dunnville, Ontyan. 3,405 | 4,028 56 66 60 
Tillsonburg, Ont......| 3,385 4,002 58 67 89 
Newcastle, N.B....... 3,383 3,781 54 44 61 
Bathurst, N.B........]| 3,300] 3,554 4] 49 63 
Ste- -Thérdse, Que. ee 3,292 4,659 71 43 41 
Bridgewater, N.S.....| 3,262 3,445 49 60 87 
Woodstock, N.B.. 3,259 3,593 80 68 83 
Beauport, Que.. Soll | See 3,725 Q) 45 27 
Rouyny Ques)... ack 3,225 8,808 q@ 34 39 
Montreal MWi-,, Ques...) 3)100° |) (3,474 8 12 17 
Copper Cliff, ’Ont.. ee poekire 3,732 29 24 25 
Picton, NUE. as ee. =. 3,152 | 3,069 43 44 44 
Hanover, Ont........ 3,077 3,290 38 37 40 
Cranbrook, 15K CANT Wee 3,067 2,568 58 26 11 
Burlington, Ont ee i 3,046 3,815 25 23 26 
Kentville, N.S........| 3,033 | 3,928 49 55 74 
Windsor, N.S.........] 3,082 | 3,436 49 58 78 
Drumheller, re 2,987 2,748 59 51 65 
Prescott, One’ vy. |. 2,984 | 3,223 39 35 31 
Pointe- -aux-Trembles, 

AES S| SE Sai 2,970 | 4,314 34 44| 126 
Straciroy, Ont eet: 2,964 3,016 65 74 84 
Ste-Agathe-des- Monts, 

eee eae 2,949 | 3,308 73 53 40 
Betevan, Saghkeit Ws. 2,936 2,774 49 31 42 
Inverness, N.S........ 2,900 2,975 46 45 57 
New Liskeard, Ont....| 2,880 | 3,019 20 20 17 
Nicolet, Que.. ..-| 2,868 3,751 68 68 60 
Rossland, B.C...... 2,848 | 3,657 20 19 24 
Dominion, NGS Rael 8 25846 3,279 20 20 21 
Aylmer, Que......... 2,835 3,115 26 28 22 
Huntsville, Oneal Q8ih7 (8 12800 31 26 25 
Haileybury, Ont eau 2,813 2,268 28 55 66 
Blind River, Ont...... 2,805 2,619 40 34 28 
Iberville, Que UAB 1 2,778 3,454 44 28 29 
Laprairie, Que.. sicille Cena 2,936 59 40 31 
Roberval, Que........| 2,770 3,220 45 41 65 
Amherstburg, Ont..... 2,759 2,853 36 25 25 
Hespeler, Ont........ 2,752 3,058 24 21 25 
Campbellford, Onte net) 25444 3,018 36 32 38 
Revelstoke, B.C.y9, 2,736 2,106 30 24 26 
ernie tBi©@./00 5 ewer 2 2732 2,545 31 29 29 
Lunenburg, N.S.. 2,727 | 2,856 34 33 35 
Windsor, Que.. Dall) 2A0PA RSPR 39 35 27 
Laval-des-Rapides, 

Que a where. 2,716 3,242 21 18 21 
Paluetk Ont.. 2,676 | 3,013 43 47 51 
Liverpool, N.S.. 1) 23669) IF 135170 36 25 31 
Donnacona, Que.. Bh Se 2,631 3,064 32 21 15 
Meaford, Ont...... ...{ 2,624 2,662 35 30 41 
Orangeville, Ontam... 2,614 2,718 58 64 65 
Trenton, N.S.........| 2,613 2 ‘699 25 23 20 
Richmond, Que.......| 2,596 | 3,082 25 25 23 
‘Petrolia Ont.) 4. hes: 2,596 2801 64 59 63 
Auroras Ont...) eee 2,587 | 2,726 30 27 26 
Merritton, Ont....... 2,523 2; 993 20 14 16 
Prince George, B.C....| 2,479 2 027 30 34 42 
Bagotville, Que....... 2,468 3,248 49 30 31 
Kincardine, Ont......| 2,465 2,507 43 26 23 
Chilliwack, B.C...... 2,461 3,675 52 49 33 
Bracebridge, Ont...... 2,436 2 341 34 44 52 


©) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 


Norte: 


22 


The populations are based on the distribution as enumerated in the Census of 1931. 


TABLE 42 — DEATHS IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 


BY FIVE YEAR AVERAGES, 


Population 


City or Town 
Census 


1931 1941 
1,000 TO 5,000 POPULATION 
— Continued 
Berthier, Que... 2,431 2,634 47 
Walkerton, Ont... | 2,481 2,679 48 
Ste-Anne-de-Bellevue, 

Quer see een 2,417 3,006 53 
Almonte, Ont......... 2,415 2,543 26 
Biggar, Sask..........| 2,369 1,930 26 
Louiseville, Que MW ede 2,365 3,542 44 
La Salle, Que......... 2,362 4,651 Q) 
Port Alberni, B.C.....| 2,356 4,584 26 
Red Deer, Alta....... 2,344 2,924 54 
Port Alfred, Que...... 2,342 3,243 33 
Georgetown, Ont...... 2,288 2,562 17 
Aylmer ;Onts). G50 2. aon 2,283 2,478 34 
Camrose, Alta........ 2,258 2,598 48 
Sussex, NOB...) ee ian 2,252 3,027 39 
Noranda, Que........ 2,246 4,576 @ 
Montreal E., set 2,242 2,355 14 
Sackville, N. fee 2,234 2,489 20 
Grimsby, Ont. /h fae 2,198 2,331 @) 
Waterloo, Que........| 2,192 3,173 33 
Kingsville, Ont....... 2,174 2,317 29 
Mount-Royal, Que.. 2,174 4,888 () 
Elmira, Ont.......... 2,170 2,012 () 
Black Lake, Que...... 2,167 2,276 45 
Amos; Que, eG) eae 2,153 2,862 @) 
Tecumseh, Ont....... 2,129 2,412 @) 
Wetaskiwin, Alta.....| 2,125 2,318 46 
Rockland, Ont........ 2,118 2,040 28 
Sioux Lookout, Ont...} 2,088 1,756 27 
Kamsack, Sask....... 2,087 1,792 19 
Dorval, Que..........| 2,052 2,048 14 
Dolbeau, Que......... 2,032 2,847 () 
Alexandria, Ont....... 2,006 2,175 27 
MilburyvOnt.. We dake 1,992 2,155 17 
Marieville, a Ak 1,986 2,394 36 
Devon, N.B OS eet Iie is We 4 2,337 22 
St- Tite, Que.. 8.22 | 4 e969 2,385 43 
Wingham, Ont 1,959 2,030 36 
Terrebonne, Que...... 1,955 2,209 28 
Essex, Ont........... 1,954 1,935 23 
Ridgetown, Ont....... 1,952 1,944 33 
Wiarton, Ont.........] 1,949 1,749 23 
Lennoxville, Que...... 1,927 2,150 22 
Parrsboro, N.S........ 1,919 1,971 27 
Neepawa, Man....... 1,910 2,292 35 
Humboldt, Sask...... 1,899 1,767 32 
Shediac, N.B......... 1,883 2,147 35 
Gravenhurst, Ont.....| 1,864 2,122 28 
Témiscamingue, Que..| 1,855 2,168 @) 
Raymond, Alta....... 1,849 2,089 12 
Dunean, BIC.) sak 1,843 2,189 32 
Milton, Ontsl ie. 1,839 1,964 21 
Trois-Pistoles, Que....| 1,837 2,176 39 
Wolfville, N.S........ 1,818 1,944 49 
Quebec West, Que... .| 1,813 3,619 Q) 
Melfort, Sask......... 1,809 2,005 44 
Mount Forest, Ont.. 1,801 1,892 38 
Arvida, Que 1,790 4,581 Q) 
Clinton, ira Set ROG SO 1,896 42 
Antigonish, NS an. 8 1,764 2,157 87 
Shaunavon, Sask...... 1,761 1,603 53 
Acton Vale, Que...... 1,753 2,366 33 
Durham, Ont....:.... 1,750 1,700 26 
Blenheim, Ont........| 1,787 1,952 22 
Milltown, N.B........ 1,735 1,876 26 


() Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 


Note: 


Total deaths 


Census |Average| Average 
1926-30} 1931-35 


Average 
1936-40 


1926-40 — Continued. 


Population Total deaths 
City or Town 
Census |} Census |Average]Average| Average 
1931 1941 |1926-30)1931-35]1936—40 


1,000 TO 5,000 POPULATION 
— Continued 


Coleman, Alta,....... 1,704 1,870 18 17 
Chesley, Ont......... 1,699 1,701 23 21 
Seaforth, Ont......... 1,686 1,668 31 44 
Capreol, Ont......... 1,684 1,641 16 11 
Minnedosa, Man...... 1,680 1,636 25 21 
Courville, Que........ 1,678 2,011 17 14 
Cardston, Alta........ 1,672 1,864 36 27 
Souris, Man.......... 1,661 1,346 19 17 
Ste-Rose, Que........ 1,661 2,292 29 20 
Vegreville, Alta.......}| 1,659 1,696 46 41 
Thessalon, Ont....... 1,632 1,316 21 24 
Mattawa, Ont........| 1,631 1,971 29 29 
Blairmore, Alta....... 1,629 1,731 11 8 
Huntingdon, Que.....| 1,619 1,952 @) 25 
Greenfield Park, Que..| 1,610 1,819 7 6 
Arthabaska, Que...... 1,608 1,883 49 51 
Virden, Man......... 1,590 1,619 29 27 
Mitchell, Ont......... 1,588 1,777 27 32 
L’Assomption, Que....}| 1,576 1,829 46 29 
Canso,N.Sitihie td as 1,575 1,418 19 19 
Bedford, Que.........| 1,570 1,697 24 19 
Grand F alls, NB 1,556 1,806 20 18 
Rosetown, Sask....... 1,553 1,470 q@) 27 
Edson, Alta... 25... .. 1,547 1,499 14 22 
Palmerston, Ont... ... 1,543 1,418 22 19 
Dresden, Ont......... 1,529 1,662 22 26 
St-Michel-de-Laval 

Tee eggs eas Sheth ogee 1,528 2,956 @) 12 
Bromptonville, Que...} 1,527 1,672 27 16 
Marysville, N.B......| 1,512 1,651 15 13 
Hanna, Altai). 1,490 1,622 39 36 
Southampton, Ont....|. 1,489 1,600 17 17 
Forest, Ont.......... 1,480 1,570 26 21 
Deseronto, Ont....... 1,476 1,261 25 20 
Iroquois Falls, Ont....| 1,476 1,302 15 15 
Shelburne, N.S.. 1,474 1,605 19 16 
Grande Prairie, Alta. . 1,464 1,724 Q) 39 
High River, Alta...... 1,459 1,430 30 31 
Assiniboia, Bask 0). 1,454 1,349 22 22 
Macleod, Alta........ 1,447 1,912 26 26 
Ladysmith, B.C......| 1,443 1,706 24 20 
Indian Head, Sask....| 1,488 1,349 26 30 
Beloeil, Que.......... 1,434 2,008 25 20 
Keewatin, Ont........| 1,422 1,481 7 7 
Carman, Man........ 1,418 1,455 39 34 
Morden, Man........ 1,416 1,427 35 30 
Digby, N:S.. 1,412 1,657 27 22 
Rosthern, Sask Ve 1,412 1,149 18 24 
Rainy River, Ont.. 1,402 1,205 15 15 
Vankleek Hill, Ont.. 1,380 1,435 27 24 
Alliston, Ont......... 1,355 1,733 27 38 
Dryden Ont:> skits a8 1,326 1,641 19 22 
Uxbridge, Ont........ 1,325 1,406 @) 21 
Port Coquitlam, B.C..} 1,312 1,539 6 4 
Watrous, Sask........ 1,303 1,138 18 15 
Grand Forks, B.C..... 1,298 1,259 25 21 
Harriston, Ont........ 1,296 1,305 17 14 
Merritt, BiCie ncaa: 296 940 22 21 
Wedgeport, N.S......} 1,294 1,327 14 9 
Laurentides, Que...... 1,284 1,342 42 33 
‘Taber, Alta:.)...08. <. 1,279 1,331 19 14 
Vermilion, Alta....... 1,270 1,408 24 23 
Port Moody, B.C..... 1,260 | 1,512 4 2 
Lacombe, Alta........ 1,259 1,603 37 31 


Niagara/Ontil ee... 


The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 42 — DEATHS IN THE PRINCIPAL CITIES AND TOWNS OF CANADA, 
BY FIVE YEAR AVERAGES, 1926-40 — Concluded. 


Population Total deaths Population Total deaths 
City or Town City or Town 
Census | Census |Average|Average|Average Census | Census |AveragejAverage|Average 
1931 1941 |1926-30/1931-35/1936-40 1931 1941 |1926-30/1931-35]1936 
1,000 TO 5,000 POPULATION 1,000 TO 5,000 POPULATION 
— Continued — Continued 
Magrath, Alta........| 1,224] 1,207 9 9 5 Rigaud, Que.......... 1,099 | 1,222 @ 15 10 
Wilkie, Sask.......... 1,222 1,232 Q) 15 17 Battleford, Sask...... 1,096 1,317 11 7 6 
Courtenay, B.C.......} 1,219 1,737 Q) 5 7 St. George, N.B...... 1,087 1,169 ll ll 11 
Stettler, Alta......... 1,219 1,295 25 35 40 Tisdale, Sask......... 1,069 1,237 a) 45 53 
Englehart, Ont....... 1,210 | 1,262 @) 16 15 Chateauguay, Que....! 1,067 | 1,425 a) 11 11 
St. Andrews, N.B..... 1,207 | 1,167 15 18 12 Mahone Bay, N.S..... 1,065 | 1,025 12 14 12 
Redcliffe, Alta........} 1,192 iain 1) 5 (1) SOUTIS, (ee B lean ae 1,063 1,114 q@) 14 16 
Scotstown, Que....... 1,189 1,273 a) 12 10 OldswAlta it +8 Wea 1,056 1,337 @) 21 18 
Canora, Sask......... 1,179 1,200 28 24 42 Wynyard, Sask....... 1,042 1,080 Q) 8 8 
Tuxedo, Man......... 1,173 735 @) 2 3 Kindersley, Sask...... 1,037 990 @) 28 26 
Montreal S., Que...... 1,164 1,441 7 9 5 Stonewall, Man.......} 1,031 1,020 8 8 8 
Claresholm, Alta...... 1,156 1,265 q) 20 21 ParkhilliOnts oe, acct tt 1,030 947 19 16 12 
Dorion, Que....:.....| 1,155 1,292 @) 7 5 Innisfail, Alta........ 1,024 1,223 (1) 34 38 
Maple Creek, Sask....}| 1,154 1,085 @ 25 33 Pincher Creek, Alta...| 1,024 994 @ 20 @ 
Cache Bay, Ont...... 1,151 1,004 Q) 6 5 Stayner, Ont......... 1,019 1,085 «) 14 13 
Sutherland, Sask...... 1,148 888 Le 4 @) Port Hawkesbury, 
Wainwright, Alta.....| 1,147 980 1) 22 25 INES Seater an cee oes 1,011 1,031 q@ 1 8 
Beauséjour, Man...... 1,139 1,161 a) Siarlane si Herbert, Sask........ 1,009 875 qd) 12 Q) 
Gravelbourg, Sask....| 1,137 1,130 21 19 @) Radville, Sask........| 1,005 813 @ 6 @ 
Oxtord® NiSooe iis a 1,133 1,297 15 15 14 Killarney, Man.......] 1,003 1,051 @ 11 () 
Bridgetown, N.S......} 1,126 1,020 15 17 11 Fort Saskatchewan, 
Moosomin, Sask...... 1,119 1,096 19 25 25 Abate sg 35 A crake 1,001 903 @) Ml Q) 
Beverley, Alta........} 1,111 981 () 2 1) Joggins, N.S..........] 1,000 1,109 9 10 Mi 
Little Current, Ont....| 1,101 1,088 (@) 8 12 


(@) Population less than 1,000 in the Censuses of Canada for 1921 and 1931 and the Prairie Provinces for 1926 and 1936. 
Nore: The populations are based on the distribution as enumerated in the Census of 1931. 
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TABLE 44—DEATH RATES PER 100,000 OF POPULATION, BY PRINCIPAL CAUSES OF DEATH IN CANADA, 1926-40. 
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Q Dec 1S" Bean > ya 8 Oe t= ain ONL Sra OME CSM ORT IM: ws - oo S- 
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Ge 5 GG ch Bicleshtote SHC i SS y= fp E, AYE aise Wott Fath ae aired cape TCS to OD 
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is) te 72 PE ae DEO 29 a= he | ‘Rem b eR aanseogne nse Beech Toei es 
SSeaearyMek@ Sse Seeeg gees estan esdee see ea s 
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SERSesHSsSSeeeSS es Sse ss esse gag aes os aS 
PSSA SGS SR SERSAE SAB Se sR Sasszesce 5 
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@) There is some variation in the comparison factor between figures for the years 1926-30 and the years 1931-40 due to the disturbance in distribution caused by the revision of the International List of Causes 


of Death. Adjustments have been made to correct the demographic error as closely as possible. 


306 


‘e[qissod sv Ajaso[o s¥ 1o11a OIYdvIZOUWIep 94} 401109 07 epBU used eABY SyUEUTYENIpY “Y}Beq JO 
SAMNBD JO xSI'T [VUOTJVUIOJUT OY} JO UOISTAGI OY} Aq PesN¥O UOT|NIIZSIP UI BOUBGINASIP OY} OF ONP ‘OF-TEET Sea ay} pue ‘Og-9ZET SIvEA 04} OJ seINZY useMxoq 10}0BJ UOSIIVdUIOD OY} UI UOTZSIIBA OUIOS SI B19q,J, (z) 
“*SOLIOPILIAT, JSOMYPION OY} PUB UOYNA JO SAtsnpoxy (1) 


Z'0% TZ i £6 Gs 6°0¢ og 6S gg OSG Lg T'09 o9 oS9 L‘9 €€01 9 OI | OLIL OCI | €8LT € Sr | Orel 
281 6'T 0Ge 9'€ 62S gg 8g T9 99 Lg 621g 09 ge9 99 €°96 OOT | 2°60T PIL | €F9r OLI | 6861 
0'8T 6T Td (a6 LYg Lg ¥99 OL 6°89 69 0°8¢ 19 v9 Lg 168 £6 g LOT Sil | asst €9l | 8&6T 
T8t ST VLY 9F 0°09 6S 9°69 89 8°6S 8¢ 88S LG €°99 G9 $98 v8 L LOT SOI | OTST SFI | Le6Tr 
£02 1 | ese | 6% | FI9 | &9 | #99 | 89 | 009 | 29 | 18¢ | O9 | 829 | OZ | 278 | G8 | Z90T | GOT | Ter | EST | 986T 
T&% VS TTE oe ¥'09 o9 6°19 OL 0'€9 9 9°9¢ 6¢ €9 G9 O9L 62 2 C01 ES 4 at oSTt | S&6r 
6°82 Ve | ost oz |seo | ¢9 | F09 | #9 | 249 | 89 | azo | OF | 869 | 9 | e89 | SL | 626 | FOL | FIST | TOT | HEEr 
0°08 Te |22e | 6¢ | Teo | 89 | 809 | #9 | 889 | oe }4TS | ¥e | E89 r9 |2s9 | 89 | 666 FOL | SStl | 2st | Seer 
G'0E Ts ¥ OF TV €°89 69 TL9 Lg OSL 4 LS vG $69 v9 879 g9 9°96 9°6 T9rl Lvl | 2861 
TGE os OTe Lé CSL See, LL9 Lg 028 9°8 6'6F 67 69 69 CLs LS ¥'26 66 oCET Ter | T&6r 
ols ose VES oS 108 GL OSL Lg 0°88 28 9'FS Tg € SL 39 9°19 £9 016 ¢8 2 8ST OCI | O&6T 
9°0F 9'¢ L169 T9 G'6L OL £8 ¥L £16 T8 8°99 o¢ PIL ©9 029 oS 818 LL STI OTT | 6261 
cer | 6& | 69F | SF | O18 ge. | Sos | 42°) 986 | ¥8 4 e8¢ | eo | go. | e9 | S69 | FS |298 | BzepeORgI Hout |-ecer 
O'EP 6€ OPE aE £28 GL 9°82 GL 1°96 88 VHS o¢ TS9 09 LYS o¢ £28 GL Lacae GIt | L261 
Oc | 0b | Sco | OF | O98 | 94-1 68 | SL | GOL) 26 | Fo | SF {| Seo | oo | see | Sh | 20s TL | 6O¢r | 9OT | 926r 
Ko} 3S; uo} uo} uo} Ko} a) uo} uo) 

ome ot] Sum ot] Sua ot] Sona ott] Sua ot] SC ma ot 3 at ot] Sua ott] Sua od] Su ot 
SBE Pee | S58) she ESE | eke S58 eke Ese | eke |sSe | eka Ese ess see) eke ESE leks ese eks| 
s 39 SeS|/ES5/SS83 1885 | 538 £30 Se8)/BSo/F33 (885/88) 8S0)/ 583/880 / S38 =. 8 S38 239 Ses] & 
sS3 |FE8 | S58 | #22) Ssh | 222 | oss | 22s 558 @P2 | sS8 | 222) 58 | 222) 55k | 228) F 3) 285 553 | #22 

5 


bo HS oon 
& 
et 
oy 


syyvep | Zuney | syyeep | Zu ey | syyevop | Zuryey | syzvep | Juyey | syyvop | ZuyVeyY | syyvop | Zuryey | suyvop | Zuyey | syyvep | Zuryey | syyeep | Juysy | syyvep | Buryey 


JO ‘ON JO ‘ON jo ‘ON Jo ‘ON Jo ‘ON jo ‘ON jo ‘ON Jo‘ON JO ‘ON JO ‘ON 
at : * A syyeep as 
ULstto ofT Jo 1v9 q@) @ 
(SuII0} ||) (SuI10} [['8) (SUIIO} [[8) d (sur10} [[®) 
Ie@MoseaA 4sryg ayy stgtyda yy [squeplDoy SolIoJIB 9Y4 gareay 94} 
jo ee hls UE acted abet LL 8 aed: 04 seyassd 10 QUaOTA Jo sasvasicy aeeue jo sasvesiqy 
[Btue10BI3UT SosBosicy 


‘OF-926I ‘VAVNVO NI HLVAd AO SASNVO DNIGVAT NAL—S? ATAVL 


Cuaprer IX 


Institutions and Medical Attendance 


It must be noted at the outset that this chapter 
refers to hospitalization and medical attendance only 
insofar as they concern vital statistics attributes of 
the population. In other words, it is not the inten- 
tion here to discuss the amount of medical services 
provided to the public by mental and tuberculosis 
institutions, general and private hospitals, etc., but 
to indicate the general trend towards hospitalization 
and the tendency toward a greater utilization of 
medical services during the past decade or so. 


It can hardly be denied that hospitalization has 
many definite advantages over home medical care, 
with respect to child-bearing in general, and partic- 
ularly when dealing with problem cases of maternity. 
The hospital provides full-time services of trained 
personnel, as well as clinical, X-Ray, therapeutic, 
pharmaceutical and dietary facilities, all of which 
are at the disposal of the attending physician. It 
seems reasonable to assume that were these services 
utilized to the fullest extent it would materially 
affect the Canadian mortality and morbidity rates. 


Speaking for conditions in England and Wales, 
Newsholme'! says in part— 


“In general medicine the range of necessary 
hospital treatment is rapidly increasing; and 
part of the lowered death-rate of recent decades 
must be attributed to the triumphs of modern 
surgery, especially in hospital practice.” 


Table 46 shows the distribution of live births 
between 1926 and 1940 occurring in hospitals and in 
Canadian homes, in each province. It is interesting 
to note that in 1926, out of every 100 babies born 
alive, 18 were born in hospitals; in 1940, 45 out of 
every 100 were born in hospitals. The proportion of 
children born in hospitals has increased at a remark- 
ably steady rate from 1926 to 1940, and the same 
uniform trend is apparent in each of the provinces. 
It may be of interest to note that Ontario and the 
western provinces have had consistently higher than 
average proportions of hospitalized births since 
1926. The geographical distribution of the per- 
centages of births occurring in hospitals in the year 
1940 may be ascertained from Map 5, which clearly 
indicates the perceptibly higher percentage of hos- 
pitalization prevalent in the central and western 
sections of the country. 


Table 47 gives similar data to that of Table 45, 
respecting stillbirths, but covering the period 1936 


to 1940 only. It will be noted that 41.6 per cent of 
all stillbirths in 1986 occurred in hospitals, and the 
proportion has steadily increased since that time 
until in 1940, over 52 per cent of such births took 
place in the public and private hospitals of Canada. 
It will be remarked that these percentages of hos- 
pitalization are higher than those for live births, and 
it would appear that as stillbirths are closely associat- 
ed with the bulk of the difficult deliveries, there would 
naturally be a greater tendency towards hospitaliza- 
tion for this group. This argument would tend to 
explain the relatively higher proportion of stillbirth 
hospitalization in the eastern provinces as compared 
with the relatively low rate of hospitalization for all 
live births in the same areas. 


Table 48 gives details of the number of all births 
(live and stillborn) for which there was medical 
attendance and those which were not attended by a 
physician. This table reveals that just as there has 
been a tendency towards greater hospitalization of 
maternity cases during the past few years, so also 
there was a trend towards seeking medical attendance 
at births occurring in the home. In 1936 over 17.5 
per cent of all births in the home were unattended by 
a medical practitioner, while in 1940 for Canada as 
a whole only about 15.9 per cent were unattended. 
Although the variations are quite small, they are, 
however, significant. 


The distribution of infant deaths in the provinces 


_of Canada, occurring in hospitals and in homes, 
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between 1926 and 1940 is shown in Table 49. At the 
beginning of the period, 18.6 per cent of all infant 
deaths occurred in the public and private hospitals 
of Canada, while in 1940 hospitalization had in- 
creased to 38.8 per cent of all infant deaths. It may 
be pointed out here that as hospitalization for ma- 
ternity cases increases, the proportion of infant deaths 
occurring in hospitals will normally increase in 
approximately the same ratio, with allowances of 
course being made for the decreases in the infant 
mortality rate. 


Table 50 gives details of all institutional and non- 
institutional deaths occurring in each of the pro- 
vinces between 1926 and 1940, and indicates that 
whereas in 1926 exactly one-quarter of all deaths in 
the Dominion occurred in hospitals, in 1940 almost 
two-fifths of total deaths took place in the public 
and private hospitals, the sanatoria and the mental 
institutions. Here as previously noted for births 


1 Newsholme, Sir Arthur — Vital Statistics, page 297. 


and infant deaths, the intervening trend towards 
hospitalization was remarkable steady, and was 
similarly apparent in each of the provinces. One 
notable feature of this table is that in 1940, there 
was a remarkably steady increase in the percentage 
of deaths occurring in hospitals as one travels west- 
ward from Prince Edward Island, viz. from 20.8 per 
cent in the East to 53.9 per cent in the West. 


The increased tendency towards hospitalization in 
deaths is all the more remarkable when one takes 
into consideration the fact that violent deaths in 
Canada ranked sixth as a leading cause of death in 
1940. A glance at Table 51, item 9, “violent deaths’, 
shows that roughly 50 per cent of the violent death 
group died without the benefit of medical atten- 
dance. This proportion of violent deaths would of 
course cover for the most part the “sudden death’ 
type which is related to circumstances involving 
accidental, suicidal and homicidal deaths. The 
cause of death entered on the registration for such 
cases is subject to the findings of a coroner’s jury. 


Table 51 indicates the number of deaths in the 
provinces of Canada in the years 1936 to 1940, clas- 
sified by various causes, and shows the number who 
died with and without the benefit of attendance by a 
practising physician. The details are summarized 
in the following table which shows the percentages of 
persons dying from certain causes who were attended 
at death by a physician. 


PERCENTAGES OF PERSONS DYING FROM CERTAIN CAUSES WHO WERE 
ATTENDED AT DEATH BY A PHYSICIAN, 1936-1940. 


Years 
Causes of death 

1936 | 1937 | 19388 | 1989 | 1940 
Tuberculosis (all forms)...... 91.9 | 91.0 |} 91.5 | 91.2 | 92.1 
Cancer) een Pel an) mee st 98. 98.6 | 98.5 | 98.4 | 98.8 
Cardio-vascular-renal diseases.| 93.4 | 92.5 | 92.2 | 92.0 | 91.4 
Bronchitis and pneumonia. . 92.5 | 92.2 | 92.0 | 90.4 | 89.4 
Diarrhoea and enteritis....... 90.7 | 83.0 | 87.7 | 84.8 | 85.2 
Maternal mortality.......... 95.5 | 96.1 | 94.9 | 94.6 | 95.3 
Diseases of early infancy..... 85.0 | 83.7 | 84.4 | 83.6 | 85.5 
Senility neces tea meee atk a 66.5 | 66.0 | 66.9 | 68.7 | 63.5 
Violent deaths.............. 58.8 | 54.4 | 50.7 | 50.8 | 50.7 


It will be noted that well over 98 per cent of persons 
dying from cancer and about 95 per cent of maternal 
mortality cases had a physician in attendance at 
death, while well over nine of every ten persons 
dying from tuberculosis, cardio-vascular-renal 
diseases, and bronchitis and pneumonia were attend- 
ed by a physician at death. In 1940 a physician was 
in attendance at about 85 of every 100 deaths from 
diarrhoea and diseases of early infancy. Violent 
deaths and deaths from senility, as might be expected, 
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showed relatively low rates of medical attendance. 
It might be mentioned that since 1936, medical 
attendance for persons dying from the cardio-vas- 
cular-renal diseases, from bronchitis and pneumonia 
and from senility tended to drop off slightly, but as 
the figures on deaths from the latter disease are 
relatively small, it is doubtful if any great signifi- 
cance can be attached to this fact. 


Maternal mortality in the public and private hos- 
pitals of Canada by provinces is shown in Table 52, 
together with the urban and rural distribution for 
1939 and 1940. The figures show the very definite 
weighting of deaths of Canadian mothers in urban 
areas for those deaths which occur in the hospitals 
and in all provinces, and a reverse situation for ma- 
ternal deaths in the non-hospitalized group. The 
high ratio of hospitalization in Central Canada and 
the four western provinces is further evident in this 
table. In 1940, 70.1 per cent of maternal deaths 
occurred in hospitals compared with 64.3 per cent in 
1939.2, Rural and urban figures show similar in- 
creases in hospitalization for 1939 and 1940 from 
22.3 per cent to 31.2 per cent respectively, and 84.5 - 
per cent to 88.38 per cent respectively. 


Table 58 gives details of the total hospitalized live 
births, and the total hospitalized deaths, occurring 
in each of the counties or census divisions of the coun- 
try in the year 1940, and forms the basis of Maps 5 
and 6. These latter clearly indicate the areas where 
adequate hospitalization apparently may not be 
available to—may not be fully utilized by—or may 
not readily be accessible to—the population 
living in rural areas of certain sections of the country. 
The following table summarizes the provincial distri- 
bution of areas according to the percentages of hos- 
pitalization of live births and deaths during 1940. 


TOTAL NUMBERS OF COUNTIES OR CENSUS DIVISIONS IN EACH 
PROVINCE HAVING SPECIFIED PERCENTAGES OF HOSPITALIZED 
LIVE BIRTHS, AND HOSPITALIZED DEATHS, 1940. 


Prince 
CANADA| Edward | Nova New Quebec 
Island | Scotia {Brunswick 
Percentage of 
hospitalization  Alkeee llates ec Salt cated (een ae an ae BE 
aa a ee erates 
X COR D! We. © |. a | o 
Alia l/alAlel/Alalalala 
No hospitalization.| 37 | 26} —| -—| 2] 2] 8 228 lea 
Less than 10 p.c...| 41 | 89} 1] 2] 2] 3] 5 3 | 30 | 25 
LO;torsOpp crete: QTM AG ELL NET eens: 5 | 75 41 
2) to BO De wists SSH BO meet Lal mails Aan dat 4 AiBu) SR 
50 to 70 p.c.. 44°) 25°) =" = 6 2) a -}| -| 1 
70 to 80 p.e. 21} 29); -~}] -} 1] -] - Di) eee 
80 p.c. and over. 1}—] -|] -}| -]|] -] 1 -{| -|] - 


* Allowance must be made, of course, for the much higher percentage of 
hospitalized maternity cases and for any reduction inthe maternal mortality rate . 
between the two years. 


TOTAL NUMBERS OF COUNTIES OR CENSUS DIVISIONS IN EACH 
PROVINCE HAVING SPECIFIED PERCENTAGES OF HOSPITALIZED 
LIVE BIRTHS, AND HOSPITALIZED DEATHS, 1940.—Continued. 


British 
Alberta |Columbia 


Ontario |Manitoba| chewan 
Percentage of 
hospitalization 


alZle2l\alelelelslal4 
oa ~ aq ~ S| ~ aq ~ pic ~~ 
SEI etsy [Petree ol este eet fami PI em = 
sh onl beh [inet==| fg ace NT t= bl is Seopa em Ii atest fan ar a) 
ABIAITA IATA LA; aA aI mAIA 
No hospitalization.|° 4.) 5 |) =|) =) =|°=) 9]| 5-8 =] >= 
MReSSenAn OD .Cr eee | eo. (ear a Tawi | | Reis eat | 
HOMOMOD CME cele Oo. |) 1d re (Gig ef meu 2 ey) 
BO MOTOO Pict os 1 LD | 19 4h 2 Ne SUG 2h Moe 8 
OOOO Cate at: LO LOS) ew Gi, 6. \enGa ou ea2e = 
MOROISOND-Coge ets)! OA ress S| 8 kU Ba! Dolton g 
So pevandover:..(43,// =} Lt = | dt) =|) 4. hesyeeoaiee 


The outlying areas especially of Quebec and New 
Brunswick are conspicuous in their lower than 
average hospitalization rates, as well as some of the 
northern sections of the Prairies. A fact which may 
be worthy of note is that although adequate hospital- 
ization is available in the relatively small and accessi- 
ble area of Prince Edward Island, not more than one- 
quarter of the births or deaths on the island were 
hospitalized in 1940, while in the much vaster out- 
lying areas of New Brunswick, the ratio of hos- 
pitalization for the whole province was as high as 
that of Prince Edward Island. As previously noted, 
Ontario and the western provinces show conspic- 
uously high percentages of hospitalization, both for 
live births and for deaths. 


TABLE 46—INSTITUTIONAL AND NON-INSTITUTIONAL LIVE BIRTHS, SHOWING THE PERCENTAGE OF 
INSTITUTIONAL BIRTHS IN CANADA BY PROVINCES, 1926-40. 


Year CANADA P.E.I. N.S. | N.B. | QUE. | ONT. MAN. SASK. | ALTA. | B.C. 
INSTITUTIONAL 
aOR EE asc tL SOL 48 804 875 3,982 16,849 4,596 4,669 4,841 4,857 
Leesa sa...) 40,148 76 781 977 4,151 18,465 4,880 5,349 5,756 4,713 
O23 ee esrageis - See et], 00,909 121 1,269 1,018 5,039 20,768 5,311 5,681 6,657 5,115 
WOZIE ER cr. s tee Dl, TOO 194 1,828 1,187 5,207 23,364 5,694 6,511 «| 7,684 6,061 
BOSONS Ae rieysycte » <redende 64,850 222 2,114 1,370 6,003 26,410 6,198 7,084 8,472 6,977 
OSIM. psc tee. | | 64,524 210 2,206 1,303 6,130 26,471 6,274 6,928 8,240 6,767 
Osea 0. <fysi Sea, || 64,779 294 2,291 1,544 6,842 26,390 6,304 6,332 8,031 6,751 
IL Beene ene 63,564 223 2,245 1,419 7,289 25,991 6,040 6,259 7,605 6,493 
LCS. ANAS? Ss ieee 66,441 266 2,586 1,618 7,096 26,506 6,262 6,776 8,172 6,659 
UGE IDE coble, <a ae ieee Mame Bale d 261 2,905 1,784 7,887 28,569 6,772 7,390 8,826 7,173 
USO mee meveteyer: ec ci « 76,047 293 3,327 1,945 8,093 30,462 7.017 7,620 9,323 7,967 
UC RY (eso ean cae 80,270 377 3,518 2,159 8,968 30,824 7,209 8,293 10,261 8,661 
BOSS Murr scale okieense 90,414 367 4,293 2,540 10,016 35,372 8,105 9,038 10,696 9,987 
IC EMD. 3 SUPA anaes 95,785 461 4,510 2,656 11,178 36,958 8,614 9,706 11,553 10,149 
BOAO ese ere dove ai 110,781 550 5,674 3,088 13,080 42,561 10,129 11,361 12,662 11,676 
NON-INSTITUTIONAL 
OG ies ice copys e040 o & 191,229 1,704 10,176 9,465 78,183 50,768 10,065 16,047 9,615 5,206 
WO2 (4, cicsinwyast-1----.| 189,040 1,621 10,353 9,502 78,913 49,206 9,267 15,666 9,141 5,371 
NOOB eeletate a evayeve sso.) > 185,778 1,685 9,662 9,029 78,582 47,742 9,193 15,580 9,035 5,270 
N29 eet ete oeasn srclereis «, 177,685 1,476 8,860 9,048 76,173 45,094 8,542 14,935 9,240 4,317 
HOSOMeRPe ees. | 113:645, 1,527 9,232 9,164 77,622 44,853 8,213 14,967 ales 3,890 
USETIA., & Seeeree eae 175,949 1,669 9,409 9,498 77,476 42,738 8,102 14,408 9,012 3,637 
MO S2 erercbatiac rene: | LTO, 887 1,733 9,338 9,266 75,374 40,452 7,820 14,482 8,959 3,463 
MOSS Wie ermine ,.\|| 159,304 1,723 8,919 8,618 69,631 37,655 7,264 13,886 8,518 3,090 
MOSSE sas sets) 2 | 154,862 1,677 8,821 8,546 68,836 35,728 7,048 12,988 8,064 3,154 
MOS Ome ayes ess. 149, 884 1,749 8,712 8,604 67,380 34,500 6,563 12,179 7,357 2,840 
MOCO enact ccs |) 144,324 1,684 8,481 8,568 67,192 31,989 5,838 11,505 6,463 2,604 
NOB Eater aetna Fecsio oy. 139,965 1,716 8,054 8,421 66,667 30,821 5,679 10,347 5,642 2,618 
BOSS ckeaiet seme isc se Nets 139,032 1,607 7,948 8,907 68,129 30,192 5,373 9,192 5,195 2,489 
B50 cermin Ant lSaO83 1,667 7,315 8,630 68,443 27,165 4,969 8,353 4,917 2,224 
A ee 133,535 1,547 7,182 8,612 70,777 25,963 4,642 7,961 4,697 2,154 
PER CENT INSTITUTIONAL 
eye A SCT TEI a a, dene igre ett Seah ap sts ea Nate ey eR te i ee 

1926... 17.8 2.7 7.3 8.5 4.8 24.9 31.3 22.5 33.5 48.3 
1927). «:, 193 4.5 7.0 9.3 5.0 27.3 34.5 25.5 38.6 46.7 
1928... 21.5 6.7 11.6 10.1 6.0 30.3 36.6 26.7 42.4 49.3 
LSPADS se eee 24.5 11.6 Teel 11.6 6.4 34.1 40.0 30.4 45.4 58.4 
1930... 26.6 12.7 18.6 13.0 7.2 37.1 43.0 32.1 48.0 64.2 
1931.. 26.8 11.2 19.0 12.1 7.3 38.2 43.6 32.5 47.8 65.0 
BOS ZRa dc eNe ae =. 27.5 14.5 19.7 14.3 8.3 39.5 44.6 30.4 47.3 66.1 
1933... 28.5 11.5 20.1 14.1 9.5 40.8 45.4 31.1 47.2 67.8 
1934... 30.0 13.7 22.7 15.9 9°79 42.6 47.0 34.3 50.3 67.9 
1935. ... 32.3 13.0 25.0 17.2 10.5 39.4 50.8 37.8 54.5 71.6 
1936... 84.5 14.8 28.2 18.5 mE LOnG 48.8 54.6 39.8 59.1 75.4 
HOS eesti ciate, suid 3 36.4 18.0 30.4 20.4 1!) 50.0 55.9 44.5 64.5 76.8 
1938... 39.4 18.6 35.1 22.2 12.8 54.0 60.1 49.6 67. 80.0 
1939... 41.7 21.7 38.1 23.5 14.0 57.6 63.4 53.7 70.1 82.0 
POZO doe tekin asthe yaid 45.3 26.2 44.1 26.4 15.6 62.1 68.6 58.8 72.9 84.4 
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TABLE 47 — INSTITUTIONAL AND NON-INSTITUTIONAL STILLBIRTHS, SHOWING THE PERCENTAGE OF 
INSTITUTIONAL STILLBIRTHS IN CANADA BY PROVINCES, 1936-40. 


Year CANADA | P.E.I. | N.S. | N.B. | QUE. | ONT. | MAN. | SASK. | ALTA. | B.C. 
INSTITUTIONAL 

ESSGR ee 2,639 12 104 75 468 1,154 206 197 252 171 

TOS TE. ce. aye 2,769 13 103 92 500 LUZ2 223 205 253 208 

TOSS 22 eg ee 3,018 12 165 124 532 1,271 240 205 246 223 

1939 EN ee, TeuOGe 19 174 100 615 1,298 216 189 248 203 

L940E ME Boa. 3,458 22 200 124 656 1,380 259 274 297 246 


NON-INSTITUTION AL 


T9861 2 cee 3,711 58 188 162 1,897 880 117 234 124 51 
LOST) ccs 3,506 50 191 181 1,812 816 122 193 102 39 
LOSS Pcie 3,408 49 191 190 1,824 744 107 165 105 33 
LOSSUNE i etae 3,303 39 190 189 1,800 667 112 183 87 36 
1940 ae 3,176 30 165 172 1,826 657 97 120 81 28 
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TABLE 48—TOTAL BIRTHS (LIVE BIRTHS AND STILLBIRTHS) WITH AND WITHOUT MEDICAL ATTENDANCE 
IN CANADA BY PROVINCES, 1936-40. 


CANADA | P.E.I. | NS. | N.B. | QUE. | ONT. | MAN. | SASK. | aura. | B.C. 


- 1. ALL BIRTHS (LIVE BIRTHS AND STILLBIRTHS) 


(a) With 1} Gael 


@ shee e) © we ov ep. elm: eile 


200,408 1,874 11,243 7,743 68,344 63,138 10,466 15,127 12,626 9,847 


ioe? Se AY Sl Bein 203,054 1,979 11,056 8,206 69,603 62,426 10,691 15,484 13,156 10,503 
LOSS.) a a. ic enh ats 213,088 1,856 11,830 8,991 72,468 66, 404 11,444 15,160 13,254 11,681 
1939) SPR eitcom nie. 213,519 2,015 11,495 8,750 73,813 65, 015 ih, 626 15,270 13,872 il 663 
OBO A edeteiers cchote varenaeets 228,620 1,976 12,483 9,322 78,103 69, 534 12, 848 16,371 14,889 13, 094 
(b) Without a toes @) 
OSG s ees cat area eee 26,313 173 857 3,007 9,306 1,347 2,712 4,429 3,536 946 
MOS ea cas as 23,456 177 810 2,647 8,344 1,207 2,542 3,604 3,102 1,023 
TOSS eee se stent 22,784 179 767 2,770 8,033 1,175 2,381 3,440 2,988 1,051 
POS9 Fees opr saper 22,314 171 694 2,825 8,223 1,073 2,285 3,161 2,933 949 
1080: Oke > eee 22,330 173 738 | 2,674 | 8,236 1,027 | 2.279 | 3345 | 2.848 1,010 
2. INSTITUTIONAL 
(a) With physician 
OSG We avs Oat ee erste 78,316 305 3,415 2,019 8,554 31,568 7,203 7,693 9,495 8,064 
NOSTEV Pet tet) ea eae 82,745 388 3,610 2,250 9,465 31,951 7,411 8,417 10,445 8,808 
TOSS Ye oe tc aes 93,018 373 4,448 2,661 10,529 | 36,574 8,288 9,147 10,876 10,122 
OBO eee hia bo teast Sree 98,435 474 4,678 2,752 11,764 38,191 8,798 9,762 11,726 10,290 
UR EY: CORE Se one ORLA 1 13, 693 570 5,858 3,207 13,694 43,879 10, 343 11,375 12,862 11,905 
Without physician © 
13g 1936 : " Oe ea, 370 — 16 1 7 48 20 124 80 74 
1 ey ot a OP 294 2 11 1 3 45 21 81 69 61 
5S ue, AR Reem ae a 414 6 10 3 19 69 57 96 66 88 
OSD te osdcatanearat 412 6 6 4 29 65 32 133 75 62 
1940 RE 2). See ers 546 a 16 5 42 62 45 260 97 17 


3. NON-INSTITUTIONAL 


WOSGteec reve sees 122,092 1,569 7,828 5,724 59,790 31,570 3,263 7,434 3,131 1,783 
HOST Mick bo leuchs sieves watiaiene 120,309 1,591 7,446 5,956 60,138 30, 475 3,280 7,017 2,711 1,695 
OBS eens ccthevacstectials 120,070 1,483 7,382 6,330 61,939 29, 830 3,156 6,013 2,378 1,559 
OSS eterno cists. cco uhere 115,084 1,541 6, 817 5,998 62, 049 26, 824 2,828 5,508 2,146 1,373 
OAD Fe APR bare Aooreecet en 114,927 1,406 6, 625 6,115 64, 409 25, 655 2,505 4. 996 2,027 1,189 

(b) Without physician © 

LOSS eta tees ctks acl 25,943 173 841 3,006 9,299 1,299 2,692 4,305 3,456 872 
DOS 7c rere 5 ces cit ones 23,162 175 799 2,646 8,341 1,162 2,521 3,523 3,033 962 
OBS aerate: sk otsicae atone 22,370 173 150 2,767 8,014 1,106 2,324 3,344 2,922 963 
TOGO eee ye oicts cesiey s 21,902 165 688 2,821 8,194 1,008 2,253 3,028 2,858 887 
1 tee ead i HEREC Rr aes 21,784 171 722 2,669 8,194 965 2,234 3,085 2,751 993 


©) Including the ‘not stated” group. 
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TABLE 49—INSTITUTIONAL AND NON-INSTITUTIONAL DEATHS UNDER ONE YEAR OF AGE, SHOWING THE 
PERCENTAGE OF INSTITUTIONAL DEATHS IN CANADA, BY PROVINCES, 1926-40. 


Year CANADA P.E.I. | N.S. | N.B. | QUE. | ONT. | MAN. | SASK. | ALTA. | B.C. 
INSTITUTIONAL 

PACA INE Seal 52 4,411 13 86 94 1,554 1,470 279 311 361 243 
O27 pis a. ant. eee 4,337 4 113 78 1,504 1,479 288 318 319 234 
TOQS i seis s\s:5, oye BOA 4,579 4 103 101 1,549 1,551 304 324 378 265 
1929s eats: «eis 5,104 18 140 113 1,466 1,964 297 375 430 301 
TOSO se. FL gate: 5,477 21 161 114 1,628 2,098 341 399 411 304 
EUS} NO RGmEEaS Sorat ine 5,130 13 162 128 1,506 1,891 325 372 454 279 
NOG oe athe anit oer ordezae 4,856 8 166 103 1,564 1,734 270 350 397 264 
MOSS ee sets a eee 4,494 12 142 122 1,531 1,606 224 282 328 247 
VOB Bats. 5.6) Shs ARE 4,450 17 186 120 1,556 1,456 238 323 337 217 
TOS Days vest. RPE 4,700 Dt 181 119 1,617 1,564 272 319 366 250 
NUS OOS AEE 5 che Gene 4,851 20 203 136 1,607 1,639 292 310 386 258 
NOS Tis: 5 nk eee aa 5,356 26 212 169 1,887 1,632 267 404 454 305 
TOSS is fo cs Ae Mere 5,237 12 221 166 1,701 1,729 306 355 420 327 
TOS ON ietyis Bernt eueae ac 4,987 22 211 142 1,621 1,630 284 390 397 290 
Le Unmreamcbrcrnia a tks.b iMate 5,349 22 250 181 1,592 1,750 333 443 463 315 


NON-INSTITUTIONAL 


VO 2 Fie tie ih ree Serr, 17,673 109 915 928 9,235 3,333 733 1,257 791 372 
LOZ a sees, pce Peed es 16,616 88 762 859 8,783 3,329 668 1,046 822 259 
1929 sep. s).) Asien te 16,570 132 820 977 8,344 3,239 708 1,196 880 274 
POSO TG ciate obs ye ete 16,265 111 776 934 8,417 3,162 694 1,202 711 258 
LEY EY RSP ee reieeet Me eae a 15,230 115 752 816 7,937 2,942 599 1,091 743 235 
AS VBA ORI ID c- ORaIEIOETE 12,407 124 683 671 6,180 2,399 566 971 600 213 
1OSOR kee bee ee oy) ll (OO 106 649 699 5,739 2,198 620 949 638 192 
OS da 2 sale ols eReader ors, LAO 113 621 758 5,832 2,067 496 770 554 209 
OSS ty. hee toners ea 11,030 133 657 747 5,322 1,951 565 875 570 210 
NOS Rose se ee MRE ea bis 9,723 117 578 670 4,613 we 487 720 554 207 
NOS Pres erect certs ares 11,337 126 600 903 5,693 1,750 559 . 841 540 325 
LOSS yee. ee eee: 9,280 102 533 693 4,785 1,516 444 586 392 229 
DOO Ltetels: <a oaneyelle-s 8,952 146 550 751 4,589 1,349 468 540 366 193 
OAO Me ae casta settee 8,434 115 552 753 4,264 1,209 423 536 371 211 


PER CENT INSTITUTIONAL 


TO 2G 35 63. ie eee 19,281 110 796 1,001 10,112 3,832 843 1,370 872 345 


LVS Se eee ara Ao 18.6 10.6 9.8 8.6 13.3 27.7 24.9 18.5 29.3 41.3 
VO ike thc. hs Ses LBP 3.5 11.0 7.8 14.0 30.7 28.2 20.2 28.7 38.6 
LOLS rcote ie otetenniaaiete 21.6 4.3 9 10.5 15.0 31.8 31.3 23.6 31.5 50.6 
1920) ena RAP eset 23.5 12.0 14.6 10.4 14.9 37.7 29.6 23.9 32.8 52.3 
LOSO cre deeds bers 25.2 15.9 17.2 10.9 16.2 39.9 32.9 24.9 36.6 54.1 
1931... 25.2 10.2 17.7 13.6 15.9 39.1 35.2 25.4 37.9 54.3 
DOS Dias ee )8 2) Re 28.1 6.1 19.6 13.3 20.2 42.0 32.3 26.5 39.8 55.3 
VOSS ik). ote Rl Ae 27.6 10.2 18.0 14.9 21.1 42.2 26.5 22.9 34.0 56.3 
LOS eee. 501.2): SRR ae 28.0 13.1 23.0 13.7 21.1 41.3 32.4 29.6 37.8 50.9 
OSD ha cancers bane 29.9 8.3 21.6 13.7 23.3 44.5 32.5 26.7 39.1 54.3 
19565 See 33.3 14.6 26.0 16.9 25.8 48.0 37.5 30.1 41.1 55.5 
NODS. Me Her elie che Matos 32.1 Alfa 26.1 15.8 24.9 48.3 32.3 32.4 45.7 48.4 
DOSS a stBre hve cubic eyes 36.1 10.5 29.3 19.3 26.2 53.3 40.8 37.7 51.7 58.8 
1OS9) 3.14 opener 35.8 13.1 27.7 15.9 26.1 54.7 37.8 41.9 52.0 60.0 
DOAO oe ae RUE a 38.8 16.1 31.2 19.4 27.2 59.1 44.0 45.3 55.5 59.9 
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TABLE 50—INSTITUTIONAL AND NON-INSTITUTIONAL DEATHS, SHOWING THE PERCENTAGE OF 
INSTITUTIONAL DEATHS IN CANADA, BY PROVINCES, 1926-40. 


OO lllllllllEEoaaaaq—lESSSQEQQWQ@@DO@OPPDOWWOOWSP 


Year CANADA | Peer, | N.S. | N.B. | QUE. | ONT. | MAN. | SASK. | ALTA. | B.C. 
INSTITUTIONAL 

MO ZG orsrele-eobelees ois «a « 26,882 118 1,070 834 6,781 10,151 1,906 1,682 1,889 2,451 
OZ TER Pr casei. wo a | 26,950 91 1,206 890 6,362 10,194 1,976 1,766 1,967 2,498 
OES ere se caayereh sis ie onthe 29,469 95 1,149 Ne) 6,967 11,189 2,083 2,031 2,229 2,807 
Oe oaue.d Hob) See 32,227 165 1,265 989 7,247 12,327 2,263 2,219 2,599 3,153 
IGE. Ss Eom one G Seer 32,188 207 1,336 1,033 7,321 12,513 2,226 2,065 2,369 3,118 
OMe ris fa liv sre«,») 5 she 31,011 155 1,252 959 7,321 11,992 2,101 2,023 2,264 2,944 
OB) 58) boy AOS RRORROR of emt ere. 174 179 1,275 969 7,895 11,948 2,065 2,092 2,442 2,997 
NOSatees wicic eves 2 6 cis 31,261 168 1,252 1,053 7,928 11,617 1,947 2,043 2,266 2,987 
DGS eetstolors/lauaieta) «snes ots 32,856 218 1,387 1,007 8,285 12,103 2,027 2,226 2,461 3,142 
HOSOI icitt late ssc s 3le)| fG0,0708 156 1,395 1,071 9,186 12,783 2,386 2,290 2,672 3,439 
POSOe aie torte s/s sate] NtO7, 004 189 1,385 1,139 9,461 13,555 2,605 2,433 3,069 3,728 
MOSER ioe) «oe es ose. 2h] P40, 451 224 1,481 1,338 10,707 14,190 2,516 2,851 3,100 4,044 
BOBS eave ters ais: s) use: sid s,s 39,302 204 1,600 1,202 10,037 14,073 2,573 2,548 3,097 3,968 
ROS Ome are ciahe as 5s 40,497 244 1,682 1,278 10,502 14,421 2,799 2,533 2,995 4,043 
LN LD 366 OS Oke ere 43,072 222 1,766 1,333 10,802 15,322 2,954 2,960 3,231 4,482 


NON-INSTITUTIONAL 


MOZGaee nr ered. + -/| ee 80,072 780 5,296 4,168 30,470 25,758 3,429 4,378 3,270 3,023 
107-7, 5 6 Solgeite 2. aR 78,342 822 5,172 4,012 29,813 24,581 3,333 4,265 3,092 3,252 
OZ eeAas oases ote ats 79,588 857 5,053 4,053 29,665 25,939 3,313 4,135 3,470 3,103 
PAs doce ieee s 81,288 957 5,395 4,241 29,974 25,796 3,545 4,496 3,640 3,244 
MOS Meer ets se | Mee, L LS 754 4,870 3,958 28,624 24,800 3,459 4,244 3,127 3,282 
MOSM ria. selves s+ ss. 73,506 757 4,716 3,685 27,166 23,713 3,218 4,043 3,038 3,170 
NOS Bitch sae: <6 «0 a's 72,515 872 4,884 3,585 25,193 24,521 3,276 3,952 3,079 3,153 
ICES Shon 6 oameaee 70,707 864 4,793 3,855 23,708 23,684 3,508 3,981 3,080 3,234 
MO SA ee Gee cinl< <<). || 008, 726 815 4,641 3,658 23,644 23,016 3,142 3,698 2,876 3,236 
Someries |  €0,189 819 4,769 3,708 23,653 23,534 3,395 3,836 3,057 3,418 
BOO meas stale cie ls wreds vs ~ 69,486 835 4,512 3,664 22,392 24,016 3,614 3,881 3,078 3,494 
MO SEPEER ates cs. s|) (ayote 922 4,602 4,095 24,749 24,285 3,554 4,076 3,161 3,929 
TINS Ts i Se RR cane 67,515 826 4,487 3,696 22,572 22,817 3,320 3,531 2,774 3,492 
DO SO Rett xen sy caticeiehs, 3: sf 68,454 889 4,642 3,804 22,886 23,109 3,358 3,498 2,794 3,474 
NEO d)s ttlalels sss 67,855 845 4,473 3,652 21,997 23,181 3,385 3,517 2,972 3,833 


PER CENT INSTITUTIONAL 


MO ZO estes g ctv cis ys 0. =e 25.0 13.1 16.8 16.7 18.2 28.3 35.7 27.8 36.6 44.8 
MO Teh ce cits oj = oe 25.6 10.0 18.9 18.2 17.6 29.3 37.2 29.3 38.9 43.4 
MOQ F yeis ces slet oc.- o's 27.0 10.0 18.5 18.5 19.0 30.1 38.6 32.9 39.1 47.5 
BOZO ae Nea 2. 3. 28.4 14.7 19.0 18.9 19.5 32.3 39.0 33.0 41.7 49.3 
GSU capBtepalo & bic aera 29.4 21.5 21.5 20.7 20.4 33.5 39.2 32.7 43.1 48.7 
GES he see, Ante BZON7 17.0 21.0 20.7 21.2 33.6 39.5 33.3 42.7 48.2 
BIS Zi peteieis wie Ss wis ot'> 48s 30.5 17.0 20.7 21.3 23.9 32.8 38.7 34.6 44,2 48.7 
BODO MCE hee a5 0 016 in « 30.7 16.3 20.7 21.5 25.1 32.9 35.7 33.9 42.4 48.0 
OSA erercie elie siecle 2 32.3 21.1 23.0 21.6 25.9 34.5 39.2 37.6 46.1 49.3 
BOSD efor oe stisistn <coie 33.5 16.0 22.6 22.4 28.0 35.2 41.3 37.4 46.6 50.2 
1OS0 508 OS ee ee S 35.1 18.5 23.5 23.7 29.7 36.1 41.9 38.5 49.9 51.6 
WOM Riticcre c ttiale ses ss 35.5 19.5 24.3 24.6 30.2 36.9 41.4 41.2 49.5 50.7 
BOBS es s.3 s olsla sn ees 36.8 19.8 26.3 24.5 30.8 38.1 43.7 41.9 52.8 53.2 
POS Os see aio.3 co) cea spe ets 37.2 21.5 26.6 25.1 31.5 38.4 45.5 42.0 51.7 53.8 
BOLO Beteye s\5 svatiinpe.s =, 'sf> 38.8 20.8 28.3 26.7 32.9 39.8 46.6 45.7 52.1 53.9 
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TABLE 51—DEATHS BY VARIOUS CAUSES, WITH AND WITHOUT MEDICAL ATTENDANCE IN CANADA, 


BY PROVINCES, 1936-40. 


CANADA| PLE: | N.S. | N.B. | QUE. | ONT. | MAN. | SASK. | ava, | B.C. 


(a) 


(b) 


(a) 


(b) 


(a) 


(b) 


(a) 


(b) 


Medical attendance 
19 


oldies we tie we ee ne 


1. TUBERCULOSIS (ALL FORMS) 


6,216 61 472 318 | 2,684 1,300 340 241 308 492 
6,071 65 452 346 2,588 1,276 310 264 269 501 
5,602 81 408 310 | 2,453 1,206 260 232 207 445 
5,448 63 416 257 | 2,507 1,059 284 189 205 468 
5,334 56 409 255 2,384 985 287 203 249 506 
547 = 13 39 206 27 80 38 74 70 
598 ans 9 42 181 39 116 39 71 101 
524 ee 7 32 163 31 89 39 73 90 
529 res 12 29 173 26 83 44 78 84 
455 ons 6 40 119 26 82 38 72 72 
2. CANCER 
11,520 108 679 446 2,843 4,427 764 701 629 923 
11,795 137 708 458 2,946 4,521 731 678 588 1,028 
11,859 138 670 456 | 3,105 4,454 757 627 674 978 
12,203 107 719 491 3,098 | 4,548 832 733 639 1,036 
13,160 113 753 523 3,517 4,825 792 726 749 1,162 
174 a 8 13 96 14 i 9 12 11 
168 ney 9 8 87 26 7 11 10 10 
179 aS 18 10 86 18 17 14 v4 9 
196 pot 11 7 108 19 18 16 9 8 
162 a 9 10 74 22 16 10 10 11 
3. CARDIO-VASCULAR-RENAL DISEASES © 
31,924 303 1,764 1,301 8,515 | 13,489 1,563 1,479 1,453 2,057 
32,358 347 1,760 1,291 8,712 | 13,555 1,603 1,466 1,500 2,124 
33,070 340 1,895 1,306 8,667 | 13,735 1,659 1,669 1,555 | 2,244 
34,998 378 1,978 1,368 9,342 | 14.442 1,781 1,664 1,702 2,343 
37,614 347 1,982 1,386 | 10,019 | 15,745 1,944 1,827 1,712 2,652 
2,262 10 93 118 458 916 167 133 70 297 
2,626 9 93 101 523 1,020 183 210 148 339 
2,781 10 85 118 612 1,054 201 212 140 349 
3,046 11 108 145 651 1,155 199 243 155 379 
3,537 13 113 155 642 1,429 254 267 224 440 
4. BRONCHITIS AND PNEUMONIA 
7,084 113 417 338 2,001 2,559 418 402 391 445 
7,434 105 392 415 | 2,157 | 2,607 388 522 400 448 
7,136 107 489 457 1,938 | 2,540 365 397 426 417 
6,246 101 451 350 1,844 | 2,201 321 348 289 341 
5,776 91 368 278 1,656 | 2,021 323 364 309 366 
571 3 18 77 183 54 67 a! 71 27 
625 1 28 29 204 73 81 75 77 57 
621 ted 30 71 211 43 71 63 75 57 
661 3 29 79 221 58 76 59 89 47 
687 1 37 114 187 59 76 80 80 53 


©) Including cerebral haemorrhage, etc. 


(2) Includes inquests and inquiries held by coroners and deaths of Indians on remote Reservations. 


(a) 


(b) 


(a) 


(b) 


(a) 


(b) 


~~ 


(a 


(b) 


315 


TABLE 51—DEATHS BY VARIOUS CAUSES, WITH AND WITHOUT MEDICAL ATTENDANCE IN CANADA, 


Medical attendance 


@) Includes inquests and inquiries held by coroners and deaths of Indians on remote Reservations. 


BY PROVINCES, 1936-40.—Continued. 


5. DIARRHOEA AND ENTERITIS 


2,156 10 75 54 1,101 507 116 129 105 59 
3,501 22 157 264 2,082 544 108 168 103 53 
2,272 17 95 71 1,174 494 121 141 100 59 
2,013 26 57 83 1,162 375 96 98 76 40 
1,611 16 37 96 915 245 79 100 72 51 
222 ae = 19 108 17 30 26 19 3 
715 1 6 157 447 19 34 35 12 4 
318 ee 7 36 170 14 40 30 18 3 
362 a 1 77 203 15 30 18 14 4 
280 = 1 63 136 12 19 24 20 5 
6. MATERNAL MORTALITY 

1,178 10 49 62 429 349 67 79 88 45 
1,029 12 35 37 377 315 51 81 72 49 
919 5 50 49 385 246 33 45 62 44 
915 15 49 49 352 272 43 51 53 31 
932 6 54 53 357 249 52 56 62 43 
55 1 2 a 21 6 3 uy 3 5 

42 = == 2 20 4 4 5 5 2 

49 = 1 3 23 5 6 1 6 4 

52 1 a 5 17 4 4 8 6 fi 

46 = — 3 20 5 5 6 7 os 

7. DISEASES OF EARLY INFANCY 
5,612 54 331 238 2,232 1,588 281 382 332 174 
5,563 52 279 226 2,225 1,577 271 390 332 211 
5,567 32 314 246 2,257 1,592 250 358 293 225 
5,163 64 274 193 2,090 1,476 247 354 271 194 
5,401 53 288 243 | 2,171 1,496 244 355 322 229 
993 12 30 202 512 49 4} 70 57 20 
1,081 9 32 240 521 41 66 63 70 39 
1,031 12 30 213 527 33 50 74 58 34 
1,011 9 31 214 518 28 81 59 42 29 
917 ff 39 194 437 33 56 74 48 29 
8. SENILITY (OLD AGE) 

1,124 33 124 71 278 364 51 79 44 80 
1,149 30 122 103 197 410 82 93 42 70 
1,180 27 126 84 238 440 58 79 64 64 
1,028 28 128 60 206 365 56 70 42 73 
988 23 126 64 183 315 66 78 43 90 
567 24 116 169 111 32 ies 44 25 29 
592 31 132 159 124 29 20 23 35 39 
584 31 127 150 113 35 17 33 33 45 
586 29 100 157 144 35 26 19 38 38 
567 42 106 115 111 24 34 27 53 55 


CANADA | Palit | N.S. | N.B. | QUE. | ONT. | MAN. | SASK. | aur. | B.C. 


(a) 


(b) 


wa 


(a 


(b 


we 


(a) 


(b) 


(a) 


(b) 


Medical attendance 
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BY PROVINCES, 1936-40.—Continued. 


TABLE 51—DEATHS BY VARIOUS CAUSES, WITH AND WITHOUT MEDICAL ATTENDANCE IN CANADA, 


| PoE; | N.S. | N.B. | QUE. | ONT. | MAN. | SASK. | Aura, | Be: 


9. VIOLENT DEATHS 


CANADA 

4,390 34 185 
4,005 27 242 
3,653 29 192 
3,646 25 216 
3,759 30 214 
3,073 16 140 
3,353 22 143 
3,552 7 183 
3,527 20 173 
3,659 19 192 
96,307 940 5,340 
101,106 1,044 5,492 
95,025 949 5,470 
96,670 1,029 5,711 
98,370 955 5,555 
10,032 69 486 
11,945 83 515 
11,180 62 556 
11,685 76 571 
11,923 86 618 

11. 
238 2 38 
191 3 24 
183 6 14 
201 10 17 
183 7 25 
473 13 33 
582 16 52 
429 13 47 
395 18 25 
451 19 41 
96,545 942 5,378 
101,297 1,047 5,516 
95,208 955 5,484 
96,871 1,039 5,728 
98,553 962 5,580 
10,505 82 519 
12,527 99 567 
11,609 75 603 
12,080 94 596 
12,374 105 659 


125 
176 
118 
179 
167 


85 
108 
137 
130 
117 


924 
948 
879 
806 
839 


555 
796 
879 
827 
798 


2,132 
1,673 
1,564 
1,508 
1,581 


1,162 
1,178 
1,190 
1,210 
1,345 


237 
181 
195 
215 
209 


219 
198 
249 
211 
195 


10. TOTAL SPECIFIED CAUSES 


3,784 
4,274 
3,913 
3,957 
3,907 


845 
915 
837 
976 
946 


28,626 
31,353 
28,863 
29,545 
29,468 


2,955 
3,857 
3,555 
3,620 
3,153 


12. ALL CAUSES 


28,757 
31,453 
28,950 
29,647 
29,547 


3,096 
4,003 
3,659 
3,741 
3,252 


(2) Includes inquests and inquiries held by coroners and deaths of Indians on remote Reservations. 


35,053 
35,743 
34,227 
34,732 
35,318 


2,461 
2,669 
2,601 
2741 
3,122 


35,078 
35,762 
34,249 
34,753 
35,341 


2,493 
2,713 
2,641 
2,777 
3,162 


5,430 
5,185 
5,003 
5,241 
5,421 


782 
869 
873 
896 
884 


© CO Onto 


175 
217 
152 
165 
183 


288 
234 
251 
276 
263 


5,459 
5,987 
5,222 
5,149 
5,500 


824 
914 
822 
868 
940 


UNSPECIFIED OR ILL-DEFINED CAUSES 


Crm oon 
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TABLE 52 — MATERNAL MORTALITY IN CANADA BY PROVINCES, RURAL AND URBAN, SHOWN AS 
INSTITUTIONAL AND NON-INSTITUTIONAL, 1939, 1940. 


canaDa| alee | N.S. | N.B. | QUE. | ONT. | MAN. | SASK. | ALTA. | B.C. 


ALL MatTerRNAL Deatus 


Total : 
HOSO ee: 967 16 49 54 369 276 47 59 59 38 
W940 ho 978 6 54 56 S7r 254 57 62 69 43 
Rural 
MOSS hae. - 314 10 12 29 114 54 21 34 23 17 
AQAO). Woe 311 2 16 21 118 53 18 35 34 14 
Urban 
Ce ee 653 6 37 25 255 222 26 25 36 21 
1940....0.... 667 4 38 36 259 201 39 27 35 29 
INSTITUTION AL 
Total 
MOS OR mee i. 622 5 37 25 189 224 34 35 45 28 
1940...... 686 4 35 36 231 203 44 47 49 37 
Rural 
O39)... 70 — 2 3 9 18 8 11 11 8 
1940...... 97 1 8} is 10 21 fi 23 18 9 
Urban 
MEO aaa 552 5 35 22 . 180 206 26 24 34 20 
19408 OS... 589 3 32 31 221 182 Bh. 24 31 28 
NON-INSTITUTION AL 
Total 
NOS Ota. 345 11 12 29 180 52 13 24 14 10 
POA a. 292 2 19 20 146 51 13 15 20 6 
Rural 
1939). 0)... 244 10 10 26 105 36 13 23 12 9 
1940...... 214 1 13 16 108 32 11 12 16 5 
Urban 
1939s 215.0, 101 1 2 3 WD 16 — 1 2 : 


1940 82... 78 1 6 4 38 19 2 3 4 
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TABLE 53—PERCENTAGE OF HOSPITALIZATION OF LIVE BIRTHS AND TOTAL DEATHS BY PLACE OF 
OCCURRENCE IN CANADA BY PROVINCES AND COUNTIES OR CENSUS DIVISIONS, 1940. 


Live Births in Deaths in 
Total Institutions Institutions 
Provinces and counties or Thive Total 
census divisions. Births a Deaths é ; 
er cent er cen 
Number of total Number of total 
CA NIASIOIAUL D2 SMe hors ca. Sae at 244,316 110,781 45.3 110,927 43,072 38.8 
Prince Epwarp IsuanpD......... 2,097 550 26.2 1,067 222 20.8 
Kn geen icy aaah ee eee is 369 33 8.9 217 8 3.7 
PRINCES ey Re Nee io cs eee 858 114 13.3 340 23 6.8 
Cucens ne Mn eee es. SIM ai 870 403 46.3 510 191 37.5 
INOVAISCOTIAG Ean ac ee ona oe 12,856 5,674 44,1 6,239 1,766 28.3 
PAT ApOLIS UM Ra ano ae age ae ans 351 232 66.1 209 47 22.5 
ANItIFONIS erent ert ete te ne more 317 241 76.0 186 84 45.2 
CapesBretonier uss arte n ee 2,857 1,733 60.7 951 366 38.5 
@olchestertiaenuiyn ns Nae ae 586 159 27.1 345 82 23.8 
Cumberland(iaeic, a4 ok ee 923 262 28.4 443 112 25.3 
Dig Dye Mu cemc di owe Cee 456 75 16.4 221 26 11.8 
Guysborough........ UT ta 313 Il 3.5 144 3 2.1 
otitis e ie aace weal We Via ee 2,773 1,469 53.0 1,429 588 41.1 
ET STaG seve eey sitet al olen antes aha 496 136 27.4 262 56 21.4 
FNVeErneseti: Maines okie oe tate 391 180 46.0 238 38 16.0 
EGS seven ey Peet th atte gh ele AAT 614 345 56.2 358 126 35.2 
urenbenge) senune.u ges ti Soe 627 128 20.4 379 61 16.1 
Bic Gore tiie ani silo tiedd Metab aie 777 498 64.1 407 92 22.6 
Queens raven ner u E ame phe 286 72 25:2 106 7 6.6 
Richmondeenhel, sci. a tae ere 202 — — 86 — —_— 
Shelbumne sd auite | es a ie eae 268 1 0.4 143 7 4.9 
WAGHORTA UE NC i nie rol: eaten Cia 137 — — 82 ‘ — _— 
PUSTINIOU UI. ae etl Oe wee AREA 482 132 27.4 250 7a 28.4 
New BRunswick...........052... 11,700 3,088 26.4 4,985 1,333 26.7 
PAM OTE VER ot tay, 15 Si 20 21 mie 163 14 8.6 102 13 12.7 
Carleton ais iti... \ueh ie Res 523 134 25.6 264 68 25.8 
Charotre vac’ Mies tone Doral 483 256 53.0 254 63 24.8 
Gloucester...... 1,769 169 9.6 615 94 15.3 
RGeriti shin Feiss) et os eae ae 755 — — 239 2 0.8 
Kin gs WAN Nine 296 8 2.7 222 5 2.3 
Madawaska...... 955 41 4.3 284 45 15.8 
Northumberland.............. 1,045 249 23.8 373 53 14.2 
Queens Ones a Une tee aisha 279 — aa 127 _ _ 
Restinouche ye sine Wigan & 1,027 249 24.2 364 123 33.8 
SESUONTL AO Aaa La eet bapa ae 1,435 1,285 89.5 982 565 57.5 
SUN DURyA Enid tie eae Mn ads 196 — — 69 — HS 
NACGOTIA A tcocr revue ane 468 14 3.0 135 Gi 5.2 | 
iWestmoriandeys. saree ae 1,529 476 Slot 608 209 34.4 . 
Rone iy scl al se Naa mn COU 193 24.8 347 86 24.8 | 
QUEBEC HAA Wire oem erie 83,857 13,080 15.6 32,799 10,802 32.9 
PIE tba uel uk atte aD 2,428 45 1.9 378 37 9.8 
VATIPOMGEURN Lu fost 2) ohn se rae 377 6 1.6 140 — — ; 
AT Cn ADASKa|ac.4.:. ho eae eee 893 14 1.6 286 47 16.4 , 
Bee Uh hie done: asm eae 493 — — 159 — — 
IBeatice ii hha Leas ome ee 1,542 14 0.9 445 27 6.1 
Besuharmos yn ae oe ee ech 610 44 UP 252 76 30.2 
Bellechasse a! ats. eee heme 713 — — 226 19 8.4 
IB ETAT THe Asda encies toate ee ae 526 — — 222 5 2.3 
Bonaventure xi. ciias.sae lee 1,202 — — 366 — — ; 
TOTO Miya tle Sect Mieac a ete an, 228 —_— —_— 126 — — 
(Glavenrado) byah WM Ee Wie Mee a ne 2 431 49 11.4 194 17 8.8 
@ham plane paces. els laa ae raat 1,838 18 1.0 474 24 5.1 
Gharlevoxseewas and vane cae he 730 1 0.1 250 43 17.2 
Chateaucusyat. cance ee te 285 22 au 139 9 6.5 
Ohreoubimntaneys eet een He epee 2,848 72 25 735 192 26.1 
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TABLE 53—PERCENTAGE OF HOSPITALIZATION OF LIVE BIRTHS AND TOTAL DEATHS BY PLACE OF 
OCCURRENCE IN CANADA BY PROVINCES AND COUNTIES OR CENSUS DIVISIONS, 1940.—Continued. 


Live Births in Deaths in 
Provinces and counties or poe euidindan ete Total pk et 
census divisions. Birth , twa Se 2 CagLee | PR errenny | Deaths 
Number Per cent Number Per cent 
of total of total 
QuEBEc — Continued 

COMTPEON ae haces es dae 518 — — 178 — a 
Deux Montagnes.............. 842 — — 145 — — 
WCTCHEStOM: arg iene onceoin.o ana 918 — — 273 — = 
ORUMMONGS ws ear eis} ee 1,214 63 5.2 287 48 16.7 
ONtENAC Soot svicn eee cs. hace eek 915 — — 177 5 2.8 
ESOC Hayrbah Seen reer A 1,693 18 1.1 532 76 14.3 
TOIL Se eb meen GRR eek ee, | 1,782 196 11.0 669 211 es) 
PUN CIM COON es skies cits cee ok 237 — — 139 —_— — 
Wisexville ts ders cons «wet estes: hone 254 —- — 76 — — 
MONE SLE Ste eet us Mok ocliie een eae 848 iss 1.8 352 87 24.7 
ISGTGOULASK Res oc seneitse is, anare. ae oe 751 — —- 238 jue 
ADC Ebro Mer he tate cicuuieiar ok 810 — — 178 9 5.1 
RCS tS CATL HY ss hate chorsherene ste 2,568 1 @ 594 51 8.6 
LUST OTs OR Sa eb ee el 284 —_ — 135 9 6.7 
PAASSONIPLIONS « © ations oucet 414 —_ — 172 ll 6.4 
ini: Soe Oe Ce a SO 835 64 etl 405 129 31.9 
MSOG Rica dors wicmer es. «niente ok 593 —_ — 176 _— — 
WEGUENIOTE stick devo, cieig anions oh 828 — — 221 —_ = 
ESSKINONI CS Ae 0 hcp cheval ais 499 —_— — 122 6 4.9 
BEBANG, eerste eee ie ere cvs) he ork 1,909 23 1, 408 21 5 
REQ AMAC KEE anite sc. teen > ays )essioi ok 1,222 ll 0.9 464 117 25:2 
INS EIS CHU OLsry teres ryan one wate 461 32 6.9 222 20 9.0 
VLOG CHIN yy aes Gineetahs cy oicier ise 385 — — 152 — a 
IIGINE MMA GIN. 2/8 ois c1clevepc aus ec are oak 617 —_ — 206 3 1.5 
IMFGTIEMOFENCY, 5.2 ths ays,- 4 ete wes 510 1 0.2 177 11 6.2 
Montreal and Jesus Islands..... 22,090 9,501 43.0 12,180 6,405 52.6 
ADIERVAMG Hot cc entiert is ssc fo oe 218 — — 73 a Se 
INTCOlEG Rr i. ccs tramsares Sctaacte 815 2 0.2 318 40 12.6 
[Pay a TeVSSAD eS are see 682 19 2.8 237 29 12.2 
OMAGH ies mites whine Gat 404 39 9.7 187 14 7.5 
Leonards 56} Ne RG ae eR 982 — — 341 — == 
Quebec.....: | So PB Oe 5,378 Wad 33.0 2,619 1,525 58.2 
RICRE Cerner. Atta ie’at waad 541 i nS 223 14 6.3 
FRICEMNONU EY Mem Serta sf ha aid. ssel et 707 9 1.3 231 14 6.1 
HERIEMONIS IT ee Eel ovsrecsovabe, a/b 4 04 1,525 20 1.8 478 173 36.2 
LOUVAIN ME: este aussie baciieet 322 — — 133 ig 12.8 
Si-bhyacinthesns. notes sess eet 801 84 10.5 384 167 43.5 
SURGERIES: on alts See oeaC ee aaeee: 519 61 11.8 250 127 50.8 
Ste MAUNICE Lak) as soeieieie 85 6s 2,203 205 9.3 800 303 37.9 
DAONON AV Mee EG <P repiiis% ooeis 993 36 3.6 281 48 17.1 
SINS TGiOle j Ookho tomes hae eee 876 0.6 243 5 2.1 
Sherbrooke vciins. shade oe as ne'e t 1,200 376 31.3 596 329 55.2 
(Stor aires ABR eee ee 179 _ — 82 4.9 
SONOS | A an no 671 14 2 259 21 8.1 
Témiscamingue............... 1,636 202 12.3 340 114 33.5 
PGMUISCOURLA SE 4). fenton tro. % «sie 1,928 “ 6 0.3 555 97 125 
pRerrebonnes mens ten essai a 6 1,081 1 0.1 373 38 10.2 
Matdrentitsnts Sees oe 235 — — 83 as — 
ETONETOR ouhesisi le fr. see set 344 —= — 126 4 3.2 
\V ooo a Ane n OL eae rea 579 — — 152 — arr 
WSTIES NG Gat co eno Cee 397 — —_ 165 = — 
ONTARIO DCI as ore eet ss siciniece oe 68,524 42,561 62.1 38,503 15,322 39.8 
NOGING LON erin. Seen ses o.& 136 _ — 72 a = 
eothn Bhi oaid ae CIC UESREI ae 1,083 616 56.9 429 163 38.0 
STNG wee RN setts oreieie coca 759 76.1 636 268 42.1 
BIUCOm ny Cree t a meth labarte 721 296 41.1 447 88 19.7 
rar derenr ate bal ee Ue os 4,098 3,221 78.6 2,210 1,184 53.6 
CochraneWrr a. coca ovo 15 2,416 1,106 45.8 487 2 46.0 
ND UeEL OTN ree ete a hee scx cio cise 250 102 40.8 183 34 18.6 
and asrrtect tks 5 tenis isseckecco 266 — — 159 cor —=— 


(©) Less than 0.1 per cent. 
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TABLE 53—PERCENTAGE OF HOSPITALIZATION OF LIVE BIRTHS AND TOTAL DEATHS BY PLACE OF 
OCCURRENCE IN CANADA BY PROVINCES AND COUNTIES OR CENSUS DIVISIONS, 1940.—Continued. 


Live Births in Deaths in 
; Total Institutions Institutions 
Provinces and counties or Li Total 
census divisions, rene 4 Deaths . : 
er cent er cen 
Number of total Number of total 
Ontario — Continued 
Dorharns.c see ate eae 844 250 Mat 280 65 23.2 
ob gine yuo Wis ei, otaormme terete 803 532 66.3 532 152 28.6 
RISSEXS:./c0)% §. cites eaceloiers seal ae 3,353 1,864 55.6 1,322 518 39.2 
BV ONGENAE :\/ 85 Ga caterers irene ee 1,047 815 77.8 830 491 59.2 
Glengarry... ene ae ae eee eee 287 1 0.3 168 8 4.8 
Grenville: ok see eee 157 — — 177 — —_ 
Greys A cee Saeee nee ae 1,026 457 44.5 694 117 16.9 
Haldimand vances ete ie 338 89 26.3 243 32 13.2 
Hahburton: e eacee neck 160 27 16.9 80 6 7.5 
Eaton est. ec oes 6 O88 247 22 8.9 228 2 0.9 
LASLIN GSH) devas ar toe ais ahaa 1,366 649 47.5 657 181 27.5 
Haron uae rian c pitts Aner ae ka 769 358 46.6 572 106 18.5 
Kenoraties tak nate eee ees 602 499 82.9 244 115 47.1 
Keen tener (eee ena cee we ek 1,399 783 56.0 741 273 36.8 
Tambtonienae ates noes ate 1,008 605 60.0 631 156 24.7 
WianarkMees wtih. Sores one nlee 631 443 70.2 409 129 31.5 
dB 00 CAPA 3) ENS Gey as ee 756 363 48.0 547 223 40.8 
WENHOR WO ete aera 1 ard 108 0.9 115 — —_ 
EAN COLTS eee ae ed ae 1,037 636 61.3 604 193 32.0 
Manitouline) sence ie cae 263 56 PA 121 2.5 
Middlesex at Site aes oie vache 2,275 1,790 78.7 1,718 854 49.7 
ININISKOKA Tree atten. caauteee Ge 387 1 23.5 255 92 36.1 
INUDISSIN Ge cape Hee tie pass a tee 1,099 344 31.3 393 192 48.9 
ENO TT OL KAIRIE Fain vy tagtt ct te Scone 715 849 48.8 368 91 24.7 
Northumberland: 24) 05.560 455 163 35.8 389 68 17.5 
OntAPIO nse or eye Cia eon 889 480 54.0 692 247 35.7 
Oxiord een |: sea skeen ee oe 1,036 658 63.5 670 268 40.0 
Parry Sound . cock ase iek eee 623 278 44.6 291 78 26.8 
COL ane Sha ch Caen rata Sts Ps ose 349 216 61.9 263 52 19.8 
Perth et, sere eee peices 869 535 61.6 560 161 28.8 
iReterboroughs:= > cas iageone ne 901 668 74.1 578 210 36.3 
IBrescottitn!: te owe suite eae 678 97 14.3 270 50 18.5 
Prince award) oi eee eee 268 186 69.4 202 32 15.8 
RainyARiveraec tae itane 454 175 38.5 127 31 24.4 
IRenirew os. eb ac ate reo 1,045 369 35.3 569 183 32.2 
RRUSSEl] eed chs cic ee ore eva 369 — — 129 — _— 
SIMCOGMHSIE Stic WAL ike one 1,667 988 59.3 1,095 426 38.9 
Stormonty ia eee ee ane 1,067 526 49.3 454 178 39.2 
Sudbury | Satis eatet eee 2,633 1,127 42.8 614 250 40.7 
PLRUNGEnIBAay ts. rer ec tke fone 1,528 1,329 87.0 644 399 62.0 
Wimiska ming ec vitesse 1,592 809 50.8 408 170 41.7 
WACEOTIC RES cep mere ee Ae 457 277 60.6 350 107 30.6 
Waterloosniaien cco es eeestag 1,682 1,057 62.8 957 360 37.6 
Wiel arid AR ch ee pre el te 1,576 989 62.8 819 295 36.0 
Wiellington (Sei) rege oc) eee 1,022 722 70.6 627 225 35.9 
Wientworth obscene 3,385 2,799 82.7 2,161 1,200 55.5 
Yorke Maun ie eet tema Wada ds 13,834 10,989 79.4 9,082 4,372 48.1 
INDANITOS Aine) LOAN ae ol cleny ce 14,771 10,129 68.6 6,339 2,954 46.6 
Division NOs Use iaor te eis loko 670 370 55.2 159 32 20.1 
Divisions No» 2aaa seen a. coin 912 469 51.4 195 45 23.1 
Division NOW 2cc aces ae cree 403 78 19.4 166 24 14.5 
Division INO V4 gees cece weiclenies 209 144 68.9 121 PA 17.4 
Division NOs Osdseeeer ees oe 452 131 29.0 254 19 Ua) 
Division INO: Gis. oeiek ecivtclee 6,530 6,121 93.7 3,011 1,992 66.2 
IDEVISIONUNOs dercls cemaere ele 543 337 62.1 428 231 540.57 
Divisions NOSos 2 aes cen ook 273 137 50.2 148 35 23.6 
DivisronuNoyG! so. apes cee 449 308 68.6 383 203 53.0 
Division Now lO eee ee 408 193 47.3 140 33 23.6 
Division NO. Wes dar eee 516 296 57.4 174 33 19.0 
Division NOW: sae)s eevee 499 144 28.9 191 34 17.8 
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TABLE 53—PERCENTAGE OF HOSPITALIZATION OF LIVE BIRTHS AND TOTAL DEATHS BY PLACE OF 
OCCURRENCE IN CANADA BY PROVINCES AND COUNTIES OR CENSUS DIVISIONS, 1940.—Continued. 


eee OB“ “ 8 00—0S—=S—=SamaauaosoSoaosaana@aoa»o{>oaoOoanmDmy>sas@s@mrw0w0wo0O0OOOoooooooooooeooeooeooeeeeeeeeeoeeoo=»S$S$S$S»q0E2S$0qomm 


Live Births in Deaths in 
: ; Total Institutions Institutions 
Provinces and counties or Li Total 
census divisions. aye Deaths 

Births eh ie _ Per cent Nanak Per cent 
of total tue: of total 

Manirosp a — Continued 
DivisionsNon lS i264), ete 784 487 62.1 233 116 49.8 
IDiVISIOM-NOp 142 oe os ch. 5 Gok s, «acs 590 263 44.6 192 48 25.0 
Division NOs La. cc t. 302 115 38.1 88 24 2163 
PD PIvASOUe NOs GO) es ea ite 1,231 536 43.5 456 64 14.0 
SASKATCHEWAN sic. de csitecass 19,322 11,361 58.8 6,477 2,960 45.7 
PP VISIOMEN OL, Llc iiss cies ictans > 692 374 54.0 238 87 36.6 
Divisions NOs 2 eel. van ae ae 593 194 S2eK 275 120 43.6 
DivasiONUNOWor ac oe kien a eeton 760 464 61.1 222, 67 30.2 
Waiviston NO4.2...oke ec cess 383 311 81.2 140 (a 50.7 
Davasion INOAO Is sas sik, «aes <b 1,038 256 24.7 381 120 31.5 
DD ESTOMIING Ona yea sh) sce 4K 2,157 1,603 74.3 901 559 62.0 
IDIVASIONNNOs Fens sles ee ieee 1,001 732 73.1 389 219 56.3 
PD IVASTONV IN On: Sith ede fs) corsa esd 819 592 i213 249 126 50.6 
DD EVABIOMONO. 9). ocetcsicyyone cue. tes aise 1,445 658 45.5 472 164 34.7 
Division No; 10s 085200. 999 385 38.5 221 68 30.8 
PA VASIONMN OFF Dees tn eet senses Sab 1,652 1,200 72.6 682 390 Sie 
Division) NOsele) « amychors 60.5 cicrs = 526 344 65.4 188 noi Qian 
Division Nos 13i04882 62S) el \ 761 573 75.3 223 102 45.7 
Bivasion No./142.4264..2 eds 1,682 983 58.4 413 170 41,2 
DIVISIONS NOs LO cacti arate Pa ats « 2,286 W357 59.4 700 343 49.0 
DivisionvNOs 16.00.2625. 00s. 1,189 562 47.3 370 165 44.6 
Division Now) 7525 28). es Leis 969 657 67.8 271 129 47.6 
PD AVASIOM INOS USanpjesiesa «, sah ic dh0.s 370 116° 31.4 142 9 6.3 
/NTAPINRTILG 8 yo CS SERED RTE CRETE j 17,359 12,662 72.9 6,203 3,231 52.1 
Division Nose Welk oh 541 368 68.0 205 92 44.9 
DvASiOne Ome eben thir or: 1,637 1,282 78.3 512 310 60.5 
WRVASIOMDMNO Oboe oe of occu oe one 303 157 51.8 87 40 46.0 
DEvIsIONUNOF4At hue. Lo wes. 392 300 76.5 147 Vi 38.8 
WD ivASION NOL Dis scasiyeus cle s.sbye 185 149 80.5 86 29 33.7 
DIVISION NOG On. 6 focus desc e es 2,883 2,526 87.6 1,293 745 57.6 
Divisione NOC eeane ek a.) 748 653 87.3 247 139 56.3 
DD VISIONE NO wSceberns <ic¥sye-a haven ses 1,501 1,095 73.0 601 308 iL 
HDIvIStONMNOs Oc mise fe ccs G5 cue: 452 296 65.5 157 50 31.8 
DivisioneNon LOI 2. Shh... he. 1,214 887 heal 348 155 44.5 
Division: No. Mes Ffesce: et 3,602 3,108 86.3 1,407 910 64.7 
DP VISIOIMENOS EDs 2. \ere chess 8 so.s0's = 305 101 33.1 95 20 21.1 
Divisione Noi 13... eee fee 959 543 56.6 264 97 36.7 
BDTV ISIONUN O14 «besos, sussionsis ave chic 1,065 543 51.0 301 129 42.9 
DIvIStONeNO lost tts. hore. 463 178 38.4 131 40 30.5 
DivisionvNoy 16.5052. sae: 746 407 54.6 187 84 44,9 
ID TNs TEN ae: Ee ee 363 69 19.0 135 26 19.3 
British COLUMBIA ....6.. 0000005. 13,830 11,676 84.4 8,315 4,482 53.9 
DivasioneNoy 16 sett as costed. es 418 291 69.6 159 92 57.9 
Division No. 2 1,034 901 87.1 353 186 52:7, 
MinisionliNOwowrtiee sce. ses. 1,074 903 84.1 431 226 52.4 
Division Nos4s sy; 0025. te ke 6,914 6,106 88.3 4,646 2,608 56.1 
Divisiont NOs. A... are. fe. 2,409 2,184 90.7 1,662 917 55.2 
IV IStOMMNO. Otay -sleg cis reverie. & 576 433 45.2 399 221 55.4 
Divasion! NOM72. Stn. cae oes 251 185 73.7 114 45 39.5 
IDivisionJNo: (8:84 sexe sesh: | 570 323 56.7 271 87 S21 
ID IVISIONUING 2 Qe acts. ccdeler so, cs 361 164 45.4 224 68 30.4 
DivistoneNowlO.Acwee < Lao. oo 223 186 83.4 56 32 Dial 


CHAPTER X 


Communicable Diseases 


Registration of diseases dangerous to the public 
health of a community in Canada, as in other coun- 
tries, is compulsory although comparatively modern 
in its application. It is, however, impossible to 
secure compete accuracy in National Morbidity 
Statistics. There are a number of reasons for this, 
among the main causes of error being: 


(1) cases not visited by physicians; 
(2) cases not recognized, or incorrectly diagnosed; 
(3) cases not reported by physicians. 


Of morbidity statistics, George C. Whipple! once 
said “that complete accuracy of securing records of 
morbidity under any law is impossible’. 

In Canada, infectious (communicable) diseases, 
dangerous to the national health, are reportable 
under provincial regulations and during the past 
five years there has been a very definite improvement 
in the reporting to the Provincial Epidemiological 
Services, but, as already pointed out, this does not 
begin to supply the complete picture of sickness 
throughout Canada as it is limited to a specific 
group of diseases only. See also Chapter VIII— 
Deaths. 

Table 54 summarizes the fourteen principal com- 
municable diseases in Canada, as reported by the 
provincial health departments to the Dominion 
Bureau of Statistics, from 1926 to 1940. The table 
shows: 

(a) the number of cases reported each year; 

(b) the number of deaths registered each year 

assigned to each cause; 

(c) the ratio of deaths to every 100 cases each 
year; and 

(d) the death rates per 100,000 population each 

year. 


The figures reveal: 


(1) that the morbidity (number of cases) for the 
so-called minor infections, measles, 
rubella (german measles), chickenpox, 
mumps, scarlet fever and whooping cough is 
still extremely high; that, although -during 
individual years these diseases were apparently 
epidemic, the fatality rates (except for 
whooping cough in 1926 and 1927 when the 
rates were 17.8 and 15.2 per 100 cases) have 
been quite low and have shown a tendency 
towards reduction, a fact which is also true 
of the crude death rates per 100,000 popula- 
tion; 
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(2) 


(3) 


(4) 


(5) 


(6) 
(7) 


(8) 


that, except for the first six years, the mor- 
bidity for smallpox is almost negligible; that 
the years indicated reflect isolated outbreaks 
of the disease, while the low fatality rate sug- 
gests a particularly mild type of infection and 
that, during the two years 1934 and 1935, the 
high fatality rate indicates the presence of a 
particularly malignant type of the infection; 
that the morbidity from diphtheria shows a 
fairly continual decrease in the number of 
deaths, in the fatality rate per 100 cases and 
in the death rate per 100,000 population; 
that acute poliomyelitis and polioencephalitis 
recorded a number of variations during the 
fifteen years, and that the morbidity rate was 
particularly high in 19387 when 3,880 cases 
with 200 deaths gave a fatality rate of only 
5.2 as compared with the range of rates from 
10.0 in 1936 to 82.8 in 1926. The fact that 
the death rate remained fairly low, ranging 
from 0.4 in 1940 to 2.2 in 1931, would seem to 
indicate the presence of a mild epidemic in 
1937 or a very definite under-reporting for 
the other years; 

that the figures for acute infectious encephal- 
itis reveal a definite under-reporting of cases, 
particularly in the earlier years, which would 
account for the high fatality rates, because 
the death rates per 100,000 population fail to 
reveal the presence of an epidemic in any 
particular year, with the death rates ranging 
from 0.4 in 1934, 1938 and 1939 to 1.2 from 
1927 to 1929 respectively; 

that a similar situation prevails in the case of 
cerebrospinal meningitis; 

that influenza was epidemic in 1937 when 
there were 63,147 cases reported, but the 
fatality rate of 8.3 for that year was extremely 
low, and the death rate of 47.4 was fairly 
high, which also indicates an under-reporting 
of cases in the other years. A similar situa- 
tion is indicated in 1929 when the death rate 
of 69.7 was the highest for the period, yet 
the fatality rate was only 538.1 per 100 cases, 
the death rate evidently indicating the pre- 
sence of a virulent type of influenza; 

that the reported cases of tuberculosis 
increased steadily during the fifteen years, 
while the number of deaths, the fatality rates 


1 Whipple, Geo. C. — Vital Statistics, page 121. 


and the death rates steadily decreased; this 
might indicate an improvement in reporting 
tuberculosis infections or that the present 
facilities established by the provincial health 
departments for the control of this disease 
are having an appreciable effect in saving 
persons suffering from tubercular infections; 
and 

(9) that typhoid and paratyphoid fever during 
the review period shows a tendency to fluc- 
tuate slightly except for one year (1927) when 
there were 8,108 cases reported with a low 
fatality rate of 13.7 and a high mortality rate 
during the fifteen years of 11.6. This is 
rather difficult to explain but it would appear 
to reveal the presence of an epidemic of even 
greater proportions than the reported cases 
indicate. 


Generally speaking, the table as a whole shows an 
improvement in the reporting of communicable dis- 
eases to the provincial authorities, but the varia- 
tions which are apparent from the figures would 
appear to indicate that there is still plenty of room for 
improvement. These fourteen diseases, according 
to the figures given in the table, caused sickness and 
distress to 2,119,695 Canadians during the fifteen 
years, an annual average of 141,313. 


Although the death rates from any one of these 
diseases have not been particularly high over the 
years, nevertheless, the morbidity figures in the 
table demonstrate the need for an extension of 
Canadian medical research and laboratory facilities. 
Through experimentation and the application of 
epidemiological techniques much has been accom- 


plished; in the words of an eminent Canadian 
laboratory director?: 


“The mortality rates of children under 5 
years have been reduced by three-quarters. 
Diphtheria has practically vanished, scarlet 
fever has become benign; tuberculosis has fallen 
from first place as a cause of death to seventh; 
typhoid fever from sixth place to thirtieth; 
cholera, malaria, yellow fever, plague, typhus 
fever, smallpox, and rabies, are of course scourges 
not only of the past, but—as we are prone to 
assume in our unguarded moments—scourges of 
the dim and distant past, which cannot fall 
again upon us. We may justly reflect with 
pride upon the fact that in this brief generation, 
covered by the life-time of us all, the application 
in the field of the discoveries of the pioneers has 
made it possible for the average baby of today 
to expect a 10-year longer life-span than we 
ourselves had a right to anticipate at our birth.”’ 


But what of the so-called minor infections which 
all too often leave behind them very serious after- 
effects detrimental to the health and general well- 
being of the individual, particularly in the case of 
children? Much has been accomplished through the 
application of scientific knowledge in the control of 
smallpox, diphtheria, and typhoid fever—yet even 
for these diseases the figures in Table 54 reveal that 
there is a need for a tightening-up in the immuniza- 
tion programme of the country—for in this field 
there are known specific combatting agents. 


2 Dolm ce The Accomplishments and Nae my Preventive 
Medicine’, British Columbia Board of Health Bulletin, Vol. 9, e 84. 
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Scarlet fever......... 


Mumps .. 


Chickenpox..... 
Smallpox.... 


Measles... Ic 
Rubellaw: Se iuaca 


encephalitissaim. casts see oe 
Acute infectious encephalitis... . 


Cerebrospinal meningitis. . . 


Influenza. . 
Typhoid and paratyphoid fever . 


Acute poliomyelitis and _polio- 
Tuberculosis..... 


Whooping cough.............. 


Scar etileverxeae...-% .20es 


xs ve 
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Acute poliomyelitis and polio- 


encephalitis. . &: 
Acute infectious encephalitis... . 


Cerebrospinal meningitis... 


Imtliuenzar. ne nese. 
Typhoid and paratyphoid fever . 


ELH CRCULOBISes.« formas Seas 


(3) Less than 0.1 per 100,000 population. 


() Less than one-tenth of one per cent. 


@) Not tabulated separately. 


CHAPTER XI 


State of Health of the People of Canada in 1941* 


The year 1941 might well be called an epidemic 
year in Canada. The cases of simple measles re- 
ported were almost double the annual average over 
the past five years. An epidemic of rubella reached 
alarming proportions although it is true that the 
mortality was low. The incidence of mumps was 
high, particularly in Quebec and Ontario, which 
reported 77 per cent of all cases. 


The Prairie Provinces of Manitoba and Saskatch- 
ewan experienced an epidemic of two virus diseases, 
poliomyelitis and encephalomyelitis, during the sum- 
mer and fall. The epidemic of encephalomyelitis 
was also pronounced in the adjoining states of 
Minnesota and North Dakota. The type of en- 
cephalomyelitis was established as equine. 


The epidemic first started with an outbreak of 
poliomyelitis; some of the cases of poliomyelitis then 
began to appear associated with a disease which was 
eventually established as the Western Equine type 
of encephalitis, more generally known as encephal- 
omyelitis. The mortality rate for poliomyelitis was 
0.6 which is an exceedingly low rate for an epidemic 
of such proportions. The mortality rate, however, 
for encephalitis was somewhat higher with a death 
rate of 1.6. New Brunswick also experienced a 
severe epidemic of poliomyelitis in 1941. 


In certain parts of Canada, particularly in Nova 
Scotia, the incidence of diphtheria cases was marked 
and in Ontario there was a recrudescence. Good 
epidemiological work on the part of the provincial 
authorities prevented a high mortality, but the case 
rate and the death rate for diphtheria in Canada are 
much too high. This demonstrates the need for an 
extensive national campaign for the administration 
of toxoid. 


The general reduction in morbidity and mortality 
among other communicable diseases during the year 
indicates the efficacy of the public health depart- 
ments, particularly at such a time when increased 
movement of population to meet the needs of na- 
tional defence has increased communicable disease 
‘hazards. The abnormal concentration of population 
in some areas has also increased the hazard of com- 
municable diseases which, if uncontrolled, naturally 
decreases the effectiveness of the efforts to speed up 
production. A low incidence of such deatks as 
typhoid fever and smallpox indicates the effectiveness 
of control measures. The increase in the infant 
mortality rate is disappointing but the further de- 
crease in the maternal death rate would seem to 


show that the improved techniques in pre-natal care 
are bearing fruit. 

The increase in the deaths from heart disease, 
diseases of the arteries and kidneys is to be expected 
in an ageing population. 

While the increase in tuberculosis is fairly general 
throughout Canada, one province, British Columbia, 
records the lowest rate on record for that province and 
it is hoped that the jump in the rate for Canada for 
1941 will be a single peak year. 


POPULATION. — The population of Canada, ex- 
elusive of Yukon and the Northwest Territories, was 
11,489,713 according to the final results of the 
Census as of June 1, 1941. 


BIRTHS. — The number of births in 1941 was 
255,317, with a birth rate of 22.2, which is slightly 
higher than for the preceding year, when the rate 
was 21.5. New Brunswick and its neighbouring pro- 
vince, Quebec, led the rest of the provinces by a wide 
margin with a rate of 26.8. British Columbia had the 
lowest, a rate of 18.4. 


DEATHS. — The number of deaths in 1941 for all 
ages and from all causes was 114,639 compared with 
110,927 in 1940. The death rate remains about the 
same as last year. In 1941 it was 10.0; and in 1940 
it was 9.8.. Nova Scotia had the highest death rate, 
12.0, and Saskatchewan the lowest, 7.2. In com- 
paring the provincial death rates, however, it is 
necessary to keep in mind that the age composition 
is much older in Prince Edward Island and Nova 
Scotia than in Saskatchewan, and, therefore, a 


‘ higher death rate is expected in the former than in 
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the latter. 


INFANT MORTALITY. — Fifteen thousand two 
hundred and thirty-six children under 1 year of age 
died in 1941 in comparison with 18,7838 in 1940. 
The death rate for infants in 1941 was 60, while in 
1940 it was 56. This shows an increase for 1941 
over 1940; however, a most encouraging general 
decrease is observed from year to year. Prince 
Edward Island had the highest rate, 80; New 
Brunswick and Quebec were next with 76; British 
Columbia had the lowest rate with 37. 


MATERNAL MORTALITY. — The definite, con- 
tinuous improvement taking place in respect of 
maternal mortality which was noted last year was 
again reflected in the 1941 death rate. The number 


* Based on final figures, exclusive of Yukon and Northwest Territories. 


j 


of deaths this year was 901, for 1940 it was 978. The 
death rate in 1941 was 3.5 compared with 4.0 in 
1940. The average rate from 1926 to 1930 was 5.7; 
from 1931 to 1935 it was 5.1 and from 1936 to 1940 it 
was 4.6. Quebec had the highest rate this year, 
4.3, while British Columbia had the lowest, 2.7. 


TEN LEADING CAUSES OF DEATH. The 
following table gives the number of deaths in Canada 
from the 10 leading causes of death for the year 1941, 
placed in order of rating indicating: 


(a) 
(6) 
(c) 
(d) 


the rating for each year; 

the number of deaths; 

the ratio of each cause to the total deaths; and 
the crude death rate per 100,000 of popula- 
tion. 


TEN LEADING CAUSES OF DEATH IN CaNnapa!, 1941. 


Wait Per cent | Rate per 
Rating aM nike of total | 100,000 
deaths population 


Cause of death 


Diseases of the heart........ 1 26,601 | 23.2 IES WAG 
Cancer (all forms). . 2 13}417.)-7 11.7 116.8 
Violent or Accidental deaths.. 3 8,443 7.4 73.5 
INephritisme ish. cave. 4 7,399 6.5 64.4 
Diseases of the arteries....... 5 6,733 5.9 58.6 
Diseases peculiar to the first 
eatrOlune Maer tLe 6 6,252 OED 54.4 
Tuberculosis (all forms)...... 7 6,072 5.3 52.8 
Pneumonia (all forms)....... 8 5,955 5.2 51.8 
Ee aa lesions of vascular 
ie Sa iere eh eves LL 9 4,567 4.0 39.7 
ee (alliforms)/-aee se ace 10 2,411 etl 21.0 


1 Exclusive of Yukon and the Northwest Territories. 


CARDIO - VASCULAR - RENAL DISEASES. — 
Each year we have to note the continuous increasing 
toll of life exacted by this triad of diseases. 

(A) Heart. Diseases of the heart claimed 26,601 
lives in 1941; as compared with 20,278 in 1940. The 
death rate for 1941 was 231.5; for 1940, 178.3. The 
average death rate from heart disease for the five 
years 1926 to 1930 was 126.5; for the five years 1931 
to 1935 it was 119.5; and for the five years 1936 to 
1940 it was 120.1. Ontario had the highest death 
rate from heart diseases, 308.8, with British Columbia 
a close second with 290.8—this is to be expected as 
Ontario is the largest industrial province and 
British Columbia has a relatively high age composi- 
tion. Saskatchewan had the lowest rate for this 
disease, 158.0. 

The total deaths for diseases of the heart during 
1941 have been influenced to a large extent by the 
addition of some 4,467 deaths attributed to intra- 
cranial lesions of vascular origin associated with 
arteriosclerosis, formerly classified under diseases of 
the arteries. This change in classification has been 
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brought about by the Fifth Revision of the Inter- 
national List of Causes of Death; even with the 
addition of deaths associated with arteriosclerosis 
the increase in deaths from diseases of the heart is 
still maintained. 


(B) Arteries. Arterial disease mortality decreased 
with 6,733 deaths as compared with 11,742 in 1940. 
The death rate for 1941 was 58.6; in 1940 it was 
103.3. The average death rate for the five years 
1926 to 1930 was 57.5, while for the five years 1931 
to 1935 it was 68.8, and for the five years 1936 to 
1940 it was 94.1. The decrease is almost entirely 
due to the change in classification of arteriosclerosis 
when associated with other causes as called for by the 
1938 Revision of the International List of Causes of 
Death. Ontario had the highest death rate, 82.0 
and Saskatchewan the lowest, 33.3. 


(C) Kidneys. There was an increase in the num- 
ber of deaths from nephritis in 1941, when the num- 
ber was 7,399, as compared with 6,835 in 1940. The 
death rate was 64.4 and in 1940 it was 60.1. The 
average death rate for the five years 1926 to 1930 
was 55.7; whereas, for the five years 1931 to 1935 it 
was 52.8 and for the five years 1936 to 1940 it was 
58.6. 


INTRACRANIAL LESIONS OF VASCULAR 
ORIGIN. — The number of deaths caused by cerebral 
haemorrhage, cerebral embolism and thrombosis 
would seem to indicate a sharp rise in both the 
number of deaths and the death rate for 1941; how- 
ever, the increase is almost entirely due to the trans- 
fer of deaths under this heading, when associated 
with arteriosclerosis, from diseases of the arteries. 


In 1941 there were 4,567; in 1940, 2,296. The 
death rate is rising; in 1941 it was 39.7 and in 1940, 
20.2. The average death rate for the five years 1926 
to 1930 was 41.9, whereas for the five years 1931 to 
1935 it was 28.8, and for the five years 1936 to 1940 
it was 19.0. 


Prince Edward Island had the highest death rate, 
57.9, followed by Nova Scotia with 52.6 and New 
Brunswick 50.9. Manitoba had the lowest rate 
with 30.4. These diseases are more prevalent in the 
provinces which have an older age composition. 


CANCER. — Each year there has been an increase in 
the number of deaths reported from cancer, although 
it would appear that the peak in the rate may be 
in sight, there being a decrease of 0.4 in 1941 over 
1940 as against rises of 5.0 and 6.0 of a few years ago. 
In 1941 there were 13,417 and in 1940, 13,3822. The 
death rate is lower, being 116.8. In 1940 it was 
117.2. During the five-year period of 1926 to 1930 


the average rate was 85.8, and during the five-year 
period 1931 to 1935 the average rate was 97.6, and 
during the five-year period 1936 to 1940 it was 109.7. 
British Columbia had the highest rate again this 
year, 146.0, and Alberta displaced Saskatchewan as 
the lowest, with 89.4. This is to be expected as the 
former province has a relatively high age composi- 
tion, while the age composition of the latter province 
is relatively low. 


COMMUNICABLE DISEASES. — Communicable 
diseases reported, exclusive of syphilis, gonorrhoea 
and other minor communicable diseases, amount to 
255,533. The number of deaths attributable to the 
communicable diseases was 16,604. This is an in- 
crease of 93,959 cases over the 161,574 cases reported 
in 1940, but an increase of only 159 in the number 
of deaths which numbered 16,445 in 1940. In 1989 
there were 146,709 cases and 18,312 deaths, in 1938 
there were 118,095 cases and 17,919 deaths. The 
death rate per 1,000 population of 1.4 was the same 
as in 1940 with 1.6 in 1989 and 1938. The ratio of 
deaths per 100 cases was 6.5 compared with 10.2 in 
1940 and 12.5 in 1989 and 15.2 in 1938. It may, 
therefore, again be noticed that although there 
was an increase in the number of cases in 1941, the 
ratio of deaths per 100 cases was lower, while there 
was a slight increase in the death rate per 1,000 popu- 
lation. 


MEASLES. — Each year this disease leads the com- 
municable diseases in prevalence. In 1941 there 
were 81,051 cases, and in 1940 there were 45,851. 
The median for the five years 1936 to 1940 was 
45,851. The number of deaths in 1941 was 325 and 
the death rate 2.8. This is a considerable increase 
over the death rate of 1.5 in 1940 and 1.7 in 1939 and 
2.2 in 1988. The average death rate for the five 
years 1986 to 1940 was 3.8. The deaths per 100 
cases in 1941 were 0.4 as compared with 0.4 in 1940. 
Nova Scotia had the highest death rate, 11.2 and 
Ontario the lowest, 1.1. 


RUBELLA (German Measles).—There were 56,777 
cases of this disease reported in 1941 and 8 deaths. 
The median for the five years 1936 to 1940 was 
27,058 cases and an average of 8 deaths. In 1940 
there were 4,621 cases with only 1 death. In 1939 
there were 1,799 cases with no deaths, while in 1938 
there were 1,619 cases with 3 deaths. 

The incidence of Rubella reached epidemic pro- 
portions in 1941, but the fatality rate was extremely 
low. 


CHICKENPOX. — There were 27,867 cases of this 
disease compared with 32,758 in 1940. The median 
for the five years 19386 to 1940 was 25,435. The 


328 


number of deaths for 1941 was 19 as compared with 
26 in 1940. The death rate in 1941 was 0.2, and in 
1940 it was 0.2. 


SMALLPOX. — There were 26 cases of this disease 
in 1941 and no deaths. Of the total cases 25 oc- 
curred in Saskatchewan and 1 in Alberta. The 
median prevalence for the five years 1986 to 1940 
was 62 cases and the average was 2 deaths. The 
national smallpox experience over the past 20 years 
indicates that except for sporadic outbreaks this 
disease has now been brought under control by the 
extensive vaccination programs that have been car- 
ried out in all provinces. 


MUMPS. — In 1941 there were 22,936 cases of mumps 
reported, as compared with 13,498 in 1940, 10,018 of 
which occurred in Quebec and 7,634 in Ontario. 
There were 19 deaths and the death rate was 0.2, as 
compared with 18 deaths and a death rate of 0.2 in 
1940. The median prevalence of this disease for the 
five-year period 1986 to 1940 was 18,498. 


SCARLET FEVER. — There were 16,966 cases of 
this disease reported in 1941 with 117 deaths and a 
death rate of 1.0. In 1940 there were 18,712 cases 
with 125 deaths and a death rate of 1.1. The median 
prevalence for the five-year period 1936 to 1940 was 
16,785, and an average of 201 deaths, so that this 
disease was above its median prevalence in cases and 
below the average in deaths. The death rate in 1940 
was 1.1 and the average death rate for the five years 
1936 to 1940 was 1.8. In 1941 Nova Scotia had the 
highest death rate, 1.6. British Columbia was low- 
est with a death rate of 0.2. 


The incidence of scarlet fever in Canada is far too 
high, and illustrates the need of an immunizing 
agent. Every effort should be made to take full 
advantage of the means at our disposal for the con- 
trol of this disease. ; 


DIPHTHERIA. — There was an increase in 1941 in 
both cases and deaths. ‘The number of cases was 
2,866 and deaths 240. The death rate was 2.1. In 
1940 there were 2,385 cases and 213 deaths with 
a death rate of 1.9. The median for the five years 
1936 to 1940 was 2,897 cases and the average for 
deaths was 322. Nova Scotia had the highest death 
rate, 9.2; and British Columbia had the lowest death 
rate, 0.2. 


WHOOPING COUGH. — There were 16,647 cases of 
this disease in 1941 and 487 deaths. The death rate 
was 3.8. The median prevalence of cases for the 
five years 1936-40 was 17,217, and the average pre- 
valence of deaths was 604. The death rate in 1940 
was 5.5. The average death rate for the five years 


1936-40 was 5.4. Prince Edward Island’s death 
rate, 7.4, was the highest in 1941 and British Colum- 
bia’s the lowest, 1.0. 


ACUTE POLIOMYELITIS AND POLIOEN- 
CEPHALITIS. — The number of cases in 1941 was 
1,874 with 68 deaths. The death rate was 0.6. This 
was an epidemic year as the median for the five years 
1986 to 1940 was 577 cases and the average for deaths 
was 97. The death rate in 1940 was 0.4, in 1939 it 
was 0.5 and in 1938 it was 0.7. The average death 
rate for the five years 1936 to 1940 was 0.9. The 
death rate per 100 cases was 3.6, whereas in 1940 it 
was 25.0. 


CEREBROSPINAL MENINGITIS. — There were 
1,464 cases of this disease reported in 1941, with 
206 deaths, and the death rate was 1.8. In 1940 
there were 374 cases and 100 deaths and the death 
rate was 0.9. 


ENCEPHALITIS LETHARGICA.! — There were 
1,130 cases of this disease reported in 1941 with 179 
deaths and the death rate was 1.6. In 1940 there 
were 82 cases reported and 63 deaths and the death 
rate was 0.6. 


INFLUENZA. — Although this disease continues to 
be very badly reported, it is possible from the num- 
ber of cases reported to recognize the trend. In 1941 
there were 9,656 cases, in 1940 there were 18,704. 
In 1941 there were 2,411 deaths, in 1940 there were 
2,789. The deaths together with the cases reported 
indicate that the incidence was much lower in 1941 
than in 1940. The death rate for 1941 was 21.0 and 
for 1940 it was 24.5. The average death rate for the 
five years 1936 to 1940 was 31.2. Quebec had the 
highest death rate, 30.8, and Ontario the lowest, 12.3. 


PNEUMONIA. — There was another encouraging re- 
duction in the number of deaths from this disease. 
There were 5,955 deaths in 1941 compared with 
6,182 in 1940. The death rate in 1941 was 51.8 and 
in 1940 it was 53.9. The average death rate for the 
five years 1936 to 1940 inclusive was 62.9. The con- 
sistent decreases in the death rate indicate that the 
new treatment for pneumonia is having beneficial 
results. New Brunswick had the highest death rate, 
97.3 and Saskatchewan again had the lowest, 39.1. 


TUBERCULOSIS. —This disease shows an upward 
trend this year, the death rate being 52.8. In 1940 
it was 50.9, in 1939 it was 52.9 and in 1938 it was 54.7. 
The average death rate for the five years 1926 to 1930 
was 81.7, whereas for the five years 1931 to 1935 it 
was 65.3 and for the five years 1936 to 1940 it was 
55.9. Quebec again had the highest death rate, 80.5 
and Ontario the lowest, 29.1. 
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SYPHILIS. — There were 918 deaths reported with a 
death rate of 7.9 in comparison with 487 deaths and 
a death rate of 4.3 in 1940. The average rate for 
the five years 1926 to 1930 was 4.0, whereas for the 
five years 1931 to 1935 it was 4.5 and for the five 
years 1936 to 1940 it was 4.8. These figures do not 
represent the actual mortality, as many deaths from 
syphilis are not reported as such. However, the 
large increase in 1941 indicates that the new rules of 
classification of causes of death called for by the 1938 
Revision of the International List of Causes of Death 
are bringing about a marked improvement in this 
direction. The following diseases formerly shown 
under other titles are now included in title 30, 
Syphilis: 

a. Locomotor ataxia (tabes dorsalis) ; 

b. General paralysis of the insane; 

c. Aneurysm of the aorta. 


DIARRHOEA AND ENTERITIS. — There was an 
increase in the mortality of these diseases in 1941 
when the number of deaths was 2,319 and the death 
rate 20.2. In 1940 there were 1,891 deaths and the 
death rate was 16.6. The average death rate for the 
five years 1936 to 1940 was 24.0. Quebec had the 
highest death rate, 41.1; British Columbia had the 
lowest, 4.6. 


TYPHOID AND PARATYPHOID. — There were 
1,548 cases and 165 deaths in 1941. The death rate 
was 1.4 and the death rate per 100 cases was 10.0. 
The average death rate for the five years 1936 to 1940 
was 2.1. New Brunswick had the highest death rate, 
3.5. Prince Edward Island had the lowest with no 
deaths. The median for the five years 1936 to 1940 
was 1,722 cases and an average of 239 for deaths, so 
that this year the morbidity and mortality are well 
below the median. In 1941 the number of deaths 
and the death rate were the lowest on record. 


UNDULANT FEVER. — There were 168 cases of this 
disease reported in 1941 with 4 deaths and a death 
rate of 0.03. The median prevalence of this disease 
as reported for the five years 1936 to 1940 was 161. 
The average death rate for the five years 1936 to 1940 
was 0.1. Quebec had 1 death, Ontario 2 and British 
Columbia 1. 


ROCKY MOUNTAIN FEVER. — In 1941 there were 
no cases and no deaths reported. 


ANTHRAX.—There was 1 case reported from 
Saskatchewan. 


PSITTACOSIS.—There were 21 cases and 2 deaths 
reported in Ontario. 
1 Encephalomyelitis is included under this title by the International List of 


Causes of Death. In 1941 there were 1,109 cases reported with 23 deaths and a 
death rate of 0.2. 


TRACHOMA. —The decrease in the number of cases 
of this disease was very marked during the year. 
There were 50 cases reported in 1941 with no deaths, 
and in 1940 there were 157 cases. 

All the 1941 cases were reported from the four 
western provinces: British Columbia 36 cases, 
Saskatchewan 9, Manitoba 4 and Alberta 1. 


VIOLENT DEATHS. — In 1941 there were 8,448 
violent deaths with a death rate of 73.5.as compared 
with 7,418 deaths and a death rate of 65.2 in 1940. 
There were 7,205 deaths with a death rate of 64.4 in 
1938. The average death rate for the five years 
1986 to 1940 was 65.4. British Columbia had the 
highest death rate, 97.8, and Saskatchewan the low- 
est, 51.7. 


VIOLENT OR ACCIDENTAL DEATHS. — There 
were 7,417 accidental deaths in 1941, with a rate of 
64.6 as compared with 6,322 deaths and a death rate 
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of 55.6 in 1940. The average death rate for the five 
years 1936 to 1940 was 55.6. 


Included in the accidental deaths were 1,851 due 
to automobile accidents, which gives a death rate 
of 16.1. The number of deaths from automobile 
accidents in 1940 was 1,723 with a death rate of 
15.2. The death rate for automobile accidents for 
the five years 1936 to 1940 was 13.9. Ontario had 
the highest rate, 22.0, and Saskatchewan had the 
lowest, 5.0. 


SUICIDES.—There was another drop in the number 
of suicides in 1941 when the number was 896 as com- 
pared with 948 in 1940. The death rate in 1941 was 
7.8 and in 1940 it was 8.8 During the five years 1936 
to 1940 the average death rate was 8.5 British 
Columbia had the highest death rate in 1941, 14.1; 
Quebec and Prince Edward Island had the lowest 
rate, 4.2. 


CHaPpTerR XII 


Morbidity 


Introduction 


This study endeavors to estimate primarily the 
number of sickness days which might incapacitate 
the people of Canada at all ages from their usual voca- 
tions and avocations. 


The bases of the study are (1) rates of sickness by 
age-groups from the Austrian sickness experience for 
compulsory insurance funds made from 1906 to 1910; 
these rates have been adapted to the North American 
experience tables of insurance companies and applied 
to the age groups as enumerated for Canada at the 
1931 Census; (2) the studies of sickness in the Civil 
Service of Canada 1935-36 to 1938-39; (3) the Census 
of 1931; (4) the Vital Statistics of Canada for 1931 
and (5) other Canadian sickness surveys. 


The Time-Loss Factor 


In planning ary scheme of Health Insurance the 
presentation of factual data is a factor for serious 
consideration—data which will determine just what 
time-loss may be experienced in the population 
through incapacity brought about by sickness. 


Statistics regarding the average duration “per 
person, per annum”’ and the total days of sickness 
are indispensable in any attempt to determine the 
financial claims which might be made upon the 
Health Insurance Fund per annum. Rates of in- 
capacity are likewise necessary for the purpose: of 
ascertaining the sums of money which it would be 
necessary to contribute to provide for the costs of 
medical care; still more so, if any sickness benefit is 
to be provided. 


In 1874 Dr. Lyon Playfair stressed the importance 
of sickness statistics thus: 


“The record of deaths only registers, as it 
were, the wrecks which strew the shore, but it 
gives no account of the vessels which were tossed 
in the billows of sickness, strained and maimed 
as they often are by the effects of recurrent 
storms. Registration of sickness would tell 
us of the coming storms, and enable us to trim 
our vessels to meet them.” 


Without registration of sickness it is impossible to 
measure accurately the prevalence or duration of 
disease. Even with our epidemio-logical knowledge 
regarding the duration of communicable diseases it is 
fallacious to assume any fixed ratio. 


The fatality rate of any particular communicable 
disease varies greatly under varying circumstances 
as indicated in the 1941 epidemic of Encephalitis. 

The ‘incubation period” for the majority of com- 
municable diseases has been pretty well determined. 
In some instances, however, even this factor, to- 
gether with the “source of infection”, “mode of 
transmission” and “period of communicability” are 
unknown. 

Newsholme says: “The highest ratio of sick- 
ness is occasionally found associated with a favour- 
able rate of mortality”’. 

In most countries of European civilization mor- 
tality statistics for the population at large are fairly 
reliable, but the large mass of common illnesses is 
ignored. These factors from the standpoint of the 
health and welfare of the nation are relatively more 
important than figures portraying actual fatalities. 


It was Charles Dickens who said: 


“It concerns a man more to know the risk 
of the fifty illnesses that may throw him on his 
back than the possible date of the one death 
that must come. We must have a list of killed 
and of the wounded too.’ 


It would be impossible to have every case of sick- 
ness reported but we must know of every case of an 
incapacitating sickness—the off regular employment 
period. 

The history of sickness reporting and statistics 
reveals that many attempts have been made in a 
number of countries to establish complete national 
registrations of sickness. Since such attempts have 
for the most part resulted in failure, these failures 
may explain why no practical steps have yet been 
taken in Canada in this connection, even though 
public health workers, medical associations and 
other groups have strongly supported the movement. 


Notification of Communicable Diseases 


The public health laws of all the Provinces of 
Canada contain regulations which provide for the 
compulsory notification of communicable (infec- 
tious) diseases. Through the efforts of the De- 
partment of Pensions and National Health of Canada, 
in collaboration with the Dominion Bureau of Sta- 
tistics, a fairly complete picture has been maintained 
for some years regarding the national incidence of 

1 All the Year Round, Vol. IV, pp. 227-8. 


at least the major diseases such as Smallpox, Tuber- 
culosis, Diphtheria, etc.2 But of those com- 
municable diseases, such as Mumps, Influenza and 
Chickenpox, which are seldom fatal except through 
secondary complications, the reporting is considered 
deficient, mainly because in some cases private prac- 
titioners fail to recognize the seriousness of an in- 
fection, which may afterwards initiate the onset of 
a more serious illness. 

Communicable diseases, as the very title implies, 
are liable to appear from time to time in epidemic 
proportions but it is impossible to determine when 
or where such epidemics may occur. It is evident, 
therefore, that it would be impossible to make pro- 
vision in any morbidity tables for the inclusion of such 
phenomena in estimated sickness ratios, but it is 
desirable to make some allowances for dealing with 
emergencies created by serious epidemics. 

It is apparent, then, that in using even this type 
of morbidity statistics care must be exercised to 
determine the reliability of the data. 


Institutional Statistics 


During the past twenty years there has been great 
progress in the collection and analysis of statistical 
data regarding that portion of the population which 
is institutionalized. 

There are available data as to the number of beds, 
patients in residence, hospital days, out patients 
treated during the year both for general and private 
hospitals and the specialized or eleemosynary ins- 
titutions. These statistics are well related to costs 
and other economic and social data, but as they are 
dealt with in the Institutional Branch of the Domi- 
nion Bureau of Statistics, reference to them will 
suffice here. 


Construction of Morbidity Tables 


In order then, to determine the “‘incapacity factor’’ 
for the population at large—it is necessary to con- 
struct reliable morbidity tables. 

While there is not sufficient information available 
to. give a close approximation to the incidence of 
disease and the time loss through sickness for the 
Canadian population as a whole, yet many studies 
have been made which supply valuable data as to the 
effect of sickness upon certain selected groups within 
the population. 


Sickness in the Civil Service of Canada 


Among the Canadian selected group studies is that 
which was conducted by the Department of Pen- 
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sions and National Health?. In this four fiscal- 
year analysis of the incidence of sickness among the 
Civil Servants of Canada, it was found that the rate 
of incapacitation for time-loss reported both by 
medical certificate and as casual leave was— 


Days per person 


Year Population Denver 
1935-36 30,617 pe fares 
1936-37 30,000 iow. 
1937-38 35,140 Thee 
1938-39 5 A | 7.6 


It should be remembered that this study covered 
a selected group of the population, in the upper 
salary brackets, where the salary scale is such that 
the normal necessities of life are fairly plentiful and 
the resulting sickness rate probably lower than that 
which would be encountered in the population at 
largein Canada. It does include a considerable num- 
ber of persons in the lower or part time occupations 
of the Civil Service, such as lighthouse keepers and 
urban and rural postmen. 

A recapitulation covering four successive years of 
the study is presented in Appendix 4. 


The Montreal Survey 


In December, 1926, a sickness census was taken 
of a selected group in the City of Montreal by L. K. 
Frankel and L. I. Dublin, which revealed that: 


“1. More than 244% of the people were found to 
be so sick as to be incapacitated for work. 
Each male lost, on the average, 8.9 days a year, 
and each female 10.1 days, on account of 
disability. The amount of time lost increased 
with age. 

A considerable number had been disabled for 
long periods; nearly half reported having been 
ill one year or longer. 

9.5% of the disabled sick were in hospital, and 
24% were confined to bed in their homes.” 


2. 


3. 


In this selected group the incapacitation rate is 
naturally high when compared with other surveys; 
the population covered in this survey numbered 
18,955 French-Canadians from two parishes in the 
poorer section of the city of Montreal. 


Morbidity Statistics in United States 


Many studies of the incidence of morbidity have 
been conducted in the United States, some have 


2 see Vital Statistics — Communicable Diseases. 
3 Statistical Study of Illnesses in the Civil Service of Canada, 1935-36; 1936-37; 
1937-38; and 1938-39. 


covered selected groups of population, and others 
the population at large. The collection and analysis 
of morbidity statistics have been approached in 
many ways. A multitude of medical problems re- 
quiring statistical measurement has resulted in a wide 
variety of figures and conclusions. 

One of the most comprehensive studies which 
reflects a general summation of the United States 
morbidity statistics was included in the survey con- 
ducted by the Committee on the Costs of Medical 
Care, covering experiences in twelve consecutive 
months during 1928 to 1931. The committee found‘ 
“that there were 7.1 days of disability per person in 
the population during the survey year’ 

Of equal interest in the study of morbidity in- 
cidence are the findings of Stecker® of the Metro- 
politan Life Insurance Company, who discovered 
that among the white people of the wage-earning 
ages the calendar days of disability were 8.3 for 
males and 8.4 for females, while the days of disability 
for people aged 16 to 49 years, inclusive, were 7.4 days 
for males and 7.5 days for females. 


Alberta’s Plan for Health Insurance 


When the Health Insurance Bill for Alberta was 
drafted all the resident population was included and 
under plan ‘‘A”’ the population of 731,605 was es- 
timated to have an average morbidity of 7.85 days 
per person per year or a total yearly incapacitation 
of 5,377,296 days for the entire population. It is 
open to question whether Alberta’s population is 
truly representative of the population of Canada, but 
at least the Alberta all-ages rate should be approx- 
imately equal to the Canada rate for all ages of the 
population.°® 

The “all-Canada figure for adult workers’ has been 
placed at 5.5 days per annum lost through sickness, 
but this again is a highly selective group of the 
population. Therefore, it is necessary to look for 
other rates of morbidity which will embrace the 
entire Canadian population in all ages and age 
groups. Since such rates must include not only wage 
earners but also that portion of the population having 
a higher rate of sickness, such as indigent unem- 
ployables, incurables, old age pensioners and so on, 
the comprehensive rate must of necessity be higher 
than that for adult workers alone. 

Provision must also be made to take into con- 
sideration that portion of the female population 
which is susceptible to pregnancy and the resulting 
incapacity periods for confinement. 


British Columbia’s Morbidity Rate Tables 


In setting up the British Columbia scheme for 
health insurance it was necessary to construct 
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morbidity tables. In this connection the tables 
recommended for the studies were the Austrian 
morbidity tables which were based upon observations 
made from 1906 to 1910 for the Austrian compulsory 
insurance funds, and, according to the Geneva stud- 
ies, bases on sufficiently wide experience to be 
accepted as sound. The English actuaries’ tables 
were discarded because they were based upon the 
experience of an English Friendly Society rather 
than upon compulsory Health Insurance, and the 
morbidity rates were very considerably lower than 
the Austrian figures. In order, however, to bring 
the facts into close demographic relation with this 
part of the world, the experience tables of insurance 
companies on the North American Continent were 
consulted and it was on the basis of these two systems 
that the rate tables were constructed for determining 
the probable annual number of days of incapacity 
through sickness and accident in British Columbia. 
The male morbidity rate table was compiled on an 
annual average membership of 2,000,000 insured 
males and a total of approximately 95,000,000 days 
of sickness. The female morbidity rate tables 
covered an average annual membership of 650,000 
insured women and 19,000,000 days of sickness. 


IT WOULD SEEM THAT MORBIDITY RATE 
TABLES THUS CONSTRUCTED SHOULD BE 
REPRESENTATIVE FOR CANADA AS A 
WHOLE, AND IT IS UPON THIS BASIC PRIN- 
CIPLE, THEREFORE, THAT THE TABLES 1 
TO 7 IN THE APPENDIX HAVE BEEN CON- 
STRUCTED. 


Construction of the Morbidity Rate Tables 


In this study an adapted ‘‘morbidity rate table’ 
has been constructed in three sex distributions, 
namely :— 


1. Males only. 
2. Females—excluding Confinements. 
3. Females—including Confinements. 


4 nae I. S., Klem, Margaret C. and Sinai, Nathan, The Incidence of Illness, 
etc. age 

tear M. L., Some recent morbidity data, 1918. 

6 Note: —The close approximation of these two rates would appear to be very 
marked and at the same time the facts add further confirmation to the statement 
on page 363, Appendix 2— that the estimated Canadian all ages rate (unadjusted 
for age composition) over-estimates for males and under-estimates for females. 

The Alberta rate is given as 7.35 while the rates for Canada are given as 
Estimated 
Canadian 
Estimated 
(anaaiadied Canadian 
for age Rate 
composition) 
7.767 


LAN ee ra ca Pan ALAM Pea ai § Sueur ie CU Cue Poa .76 7.73 
FKemalesi(-— Confinements) iicivcso:4 aie pica, iss onal bets wipe sis eres 6.145 6.47 
Pemates (+ Confinements) 0. 5.0.2 sacle ce cere wes 7.499 7.57 


The total male and female (including confinements) estimated Canadian rate 
for Canada is 7.65. Th 
Canadian rate (unadjusted for age composition) for Canada is 7.63 
agreement being due to a+ male rate balancing a — female rate. 

That the Alberta rate of 7.35 should be below these 7.6 rates is quite under- 
standable since Alberta has (next to Saskatchewan) been shown as an over-estimate 
in all the tables in Appendix 2. 


e total male and female (including Se areary estimated 
the close 


and has been applied, in the tables appended, to the 
population by province, county, census division, age 
groups and to the urban and rural populations. 


In some instances figures were available for single 
years of age, but in this study it was thought advisable 
to set up estimated Canadian rates adapted from the 
Austrian rates in standard five-year age greups, thus: 


Austrian Morpipity Rate Tasue ADJUSTED TO CANADA. 


Female Days 
Male ilausiimasanc jae aa 
Age Groups 
Days —Confine- | + Confine- 
ments ments 
hy) Birth’ to 9) years.) sna. 6.82 —_ = 
25 AOS 14 veers woul Aeh Evol, 4 5.27 — a 
Send Loe: LORY CARS icy lar drade tae 5.24 — — 
4.’ Birth-to: 15! years) 07 6.30 4.85 —— 
Se DLGie lO) years aun seke. aku! — 4.21 5.02 
Gul 20} 024 Wears: wal: wiles 5.68 5.17 8.23 
fe 25: to 29 vears. yah ea). 5.96 5.53 9.63 
SU B0ito SA yearsinve. Uae suvon 6.30 6.01 9.33 
9.) 385, ='39 years). .jcresarers 6.78 6.71 8.99 
10. 40 to 44 years............ 7.41 7.13 8.08 
11. 45 to 49 years. ........... 8.47 8.08 8.35 
12 OO bO;o4 VORLS- hie eae 9.58 8.60 = 
13 Sto 59 years Valery U 11.42 9.21 = 
14!) GO\to,64years Jie bed 3) 14.03 10.44 — 
1o2) [05 to GO years nau. ar. 17.238 12.97 — 
16.) 70)years ofiage:) 2. 2.2 Hen: 19.47 14.49 — 
17. 71 years and upwards.....} 23.70 18.24 — 
IAL ALG Go 4 Oi years" elie ce — 5.9809 8.4655 
ByeGitonOliyears is ae cua 7.67 6.557 8.65768 
Coy Birth tor 7(Onyears... 4.04 sau 7.526 5.967 7.341 
DEAT AIL arent i sialnndanhiiey eile Color! 6.145 7.4992 


It should be noted that whereas the male mor- 
bidity rates are given for the two earliest groups, 
birth to nine, and ten to fourteen, the female rate is 
only available for the composite group of birth to 15 
years. In the females including confinements, only 
the rates for the ‘‘maternity exposure period” (16- 
49 years of age) are shown. When dealing with the 
total population in all ages by sex groups, the omitted 
groups must be taken into account also. 


It will be noted in Table 2, that in lines 16 to 19 
inclusive the estimated Canadian rates are unad- 
justed for the age distribution of Canada; that these 
rates have been applied to the Canadian distribution 
of population within corresponding age ranges and 
that the total days incapacity for each age group 
within these age ranges do not add to the total 
figures obtained by the application of the unadjusted 
Canadian rate for the same age ranges. For instance 
for Canada—the total days incapacity for all ages 
in the population adds up to 41,550,876, whereas 
the application of the Canadian unadjusted for age 
composition rate of 7.767 to the total population of 


the Dominion over-estimates the total days incapa- 
city at 41,744,060 or 193,185 days sickness too many. 


The Canadian unadjusted rates for each age group 
applied to the same age group in the 1931 Census of 
Canada assume an age distribution in Canada for 
that year similar to that of Austria in 1906-10 before 
the aggregate totals can be relied upon. This, of 
course, is very unlikely. For example, by contrast- 
ing the figures in Table 2, it will be seen that vastly 
different results are obtained in British Columbia 
(with a percentage for children under 16 years of age 
of 26.3) from those obtained in Quebec (with a per- 
centage for children under 16 years of age of 37.6). 
In the first instance, the total days incapacity obtain- 
ed by the addition of the sickness days in all ages is 
is 3,186,159 as against a total days incapacity of 
2,991,996 obtained by applying the Canadian rate 
(unadjusted for age composition) of 7.767 to the 
total male British Columbia population, an wnder- 
estimate of 144,168 days. In the second instance, 
the total days incapacity obtained by the addition 
of the sickness days in all ages is 10,834,088 as 
against the total days incapacity of 11,239,812 ob- 
tained by applying the unadjusted Canadian rate 
of 7.767 to the total male population of Quebec, an 
over-estimate of 405,729 sickness days. (See Appen- 
dix 2, Table 1.) 


It would seem logical that by using the estimated 
Canadian age-group rates adapted for Canada for 
the corresponding age-groups in the population of 
Canada, and totalling the results, we can obtain a 
truer figure for the total all-ages morbidity sickness 
than can be obtained by applying the estimated — 
Canadian all ages rate (unadjusted for age composi- — 
tion) to the total Canadian population without any 
regard to the Canadian age composition. The 
following table shows Total Days Incapacitation for 
all ages calculated on the better basis. 


Toran Days INCAPACITATION — ALL AGES. 


conten Gretna 
exclusive | (including 
Males of confine- | confine- 
ments) ments) 
CANADA Db die sis cee Rei Des 41,550,876 | 32,381,130 | 37,864,108 
Prince Edward Island..... 380,556 298,953 338,241 
Nova scotia) situation: 2,124,502 1,691,972 | 1,937,056 
New Brunswick.......... 1,642,255 1,302,387 | 1,499,864 
Quebec... cada oletetaal ad i 10,834,083 | 8,948,132 | 10,528,401 
Ontarians ots st romeete cee 13,912,128 | 11,402,728 | 13,288,342 
Manitoba........ 2,792,97 2,087,163 | 2,458,712 
Saskatchewan............ 3,679,304 | 2,544,083 | 2,988,636 
Alberta ly tae be at Boys 2,984,002 | 2,026,379 | 2,393,107 
British Columbia......... 3,136,159 | 2,048,486 | 2,389,643 
Northwest Territories 
ano uYUKON cern cts 64,912 35,847 42,106 


For those who are interested in following this 
matter further, Table 1 in Appendix 2 shows the 
under or over-estimation of the Provincial and 
Dominion totals caused by applying the estimated 
Canadian rates (unadjusted for age composition) 
to the all ages, instead of totalling the age-groups. 
The pages following this table give an explanation of 
why these differences occur. 

In Tables 1 to 7 appended to this study the morbi- 
dity rates from the adapted Austrian tables (as 
constructed for use in British Columbia) have been 
applied to the populations of Canada, as enumerated 
at the Census of 1931. 


Sickness Days by Geographical Distribution 


In Table 1 the unadjusted Canadian all ages 
adapted rate of 7.767 days per person per annum of 
sickness have been applied to the total population of 
Canada within each province, county (in the eastern 
provinces) and census divisions (in the Western 
provinces), according to the three sex groups of the 

population, namely: 


(a) Males—all ages. 
(b) Females—all ages—exclusive of confinements. 
(c) Females—all ages—including confinements. 


It must be remembered that these estimates give 
only an approximation of what may be the sickness 
experience within the counties and census divisions. 
The estimates of incapacity have been based upon 
the unadjusted estimated Canadian all age rate 
without regard to the actual age distribution in each 
locality, owing to the fact that age distribution of 
the population varies considerable in each locality 
and that even if the rate used in each locality were 
adjusted for the differing age composition it is doubt- 
ful whether or not the estimates would be any more 
accurate as to the actual total sickness days in each 
community. For the present purpose, however, use 
of the estimated Canadian all ages rate (unadjusted 
for age distribution) not only eliminates a consider- 
able amount of extra effort and loss of time but is 
equally effective and may be said to be a fair index 
of the true sickness situation in each locality. 

This is equally true in Tables 2 to 4 inclusive, 
which show the estimated Canadian age-group rates 
applied to the age groups in the population of Canada 
at the 1931 Census by provinces and in Tables 5 to 
7 inclusive, which show the same breakdowns plus an 
urban and rural distribution. 


1931 Births Applied to the Maternity 
Exposure Period 


In Appendix 8, the total maternity days as estim- 
ated for the “maternity exposure period’’ of life in 
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the female population 16 to 49 years of age are re- 
viewed with the 1931 confinement figures as shown 
in the Vital Statistics of Canada. 


The Average Earnings of the Canadian 
Population, Census, 1931 


In the Census of 1981 Canadian wage-earners of 
10 years of age and over were asked to state the total 
amount of their earnings for the twelve month period 
ending June Ist, 1931. 


The term “wage-earner” as used in the Census 
means a person who works for salary or wages irres- 
pective of the nature of employment. “Earnings” 
includes moneys received by way of commission or 
piece rate payment in addition to salary or wages but 
it does not include income from investment, pension 
or compensation. Hence such gainfully occupied 
persons as “employers”, who employ others in the 
conduct of their own businesses, or ‘fown account 
workers”, who practise their trade or profession un- 
assisted, or ‘‘unpaid family workers’, who are em- 
ployed without pay on work which contributes to the 
family income, as do many farmer’s sons, were not 
included in the Census enquiry on earnings. 


The total number of wage-earners in Canada at 
June Ist, 1931, as shown in the Census volumes was 
2,570,097. The distribution by sex was 2,022,260 
males and 547,837 females. The total number of 
wage-earners reporting earnings was 2,476,414 of 
which number the sex distribution was 1,947,957 
males and 528,457 females. Therefore, of the total 
number of wage-earners, the percentage of those 
reporting earnings was 96.4, by sex distribution 96.3 
males and 96.5 females. 


The total earnings reported for wage-earners in 
Canada was $2,100,552,700; of this amount 
$1,804,942,500 was reported by male wage-earners, 
while $295,610,200 was reported by female wage- 
earners. The total number of weeks employed as 
reported by Canadian wage-earners was 104,921,422. 
The sex distribution was 80,003,048 employed weeks 
for males and 24,621,874 employed weeks for fe- 
males. Based upon these data the average annual 
earnings in Canada was $927 for male wage-earners 
and $559 for females. The average number of weeks 
employment per wage-earner was 41.07 for males 
and 46.59 for females. Thus the average earnings 
per week for Canadian wage-earners was $22.56 for 
males and $12.01 for females. The distribution of 
the average annual earnings and the average earnings 


per week employed for the male and female wage- 
earners was as follows:— 


Average Annual Average Earnings 

Peatinds Earnings per week employed 

Male Female Male Female 

$ $ $ 

Ganadaiie Watts han ae 927 559 22.56 12.01 
1 OM Saw emis Sore ny a, 679 364 14.50 7.40 
IN Se nc cee ane 762 431 18.89 9.02 
N iB ie eee 755 437 18.43 9.26 
Quebec! st. eerie 925 478 22.10 10.22 
Ontario 8G eee 1,005 636 24.16 13.64 
Manitoba: een 929 559 23.08 1222 
Saskatchewan.......... 761 524 18.33 11.34 
Alberta Youk beck aoe 890 599 21.95 12.94 
British Columbia....... 897 623 23.79 13.67 


To approximate the loss of income due to sickness, 
we must first subtract from the total days incapacity 
that number which represents the incapacity of non- 
earners: say, persons below 16 years of age and over 
70. Using the figures of Tables 2 and 4, we get for 
the age group 16-70— 


Males Females 

Number 3,459,831 3,128,979 

Number of wage-earners 2,022,260 547,837 
Total number of days 

incapacity 26,536,908 20,516,715 
Number of weeks incapa- 
city (at 5144 days per 

week) 4,824,891 3,730,312 


If the incidence of morbidity is taken to be the same 
for wage-earners as for non-wage earners, we get 


Number of weeks incapa- 


city for wage-earners 2,819,630 579,092 
Average earnings per 

week $22.56 $12.01 
Income lost $63,610,852 $6,954,895 


Call this $70,000,000, though it does not follow that 
the worker’s income always ceases immediately he is 
ill. 


What about the loss of income through sickness of 
non-wage earners? If we mean cash income, the loss 
may not be so great: an employer’s income does not 
usually stop or even get reduced because he himself 
falls sick; a farmer’s income, when he is sick, does not 
stop in the same way as a discharged sick worker’s 
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wage stops: the crops keep on growing; even a small 
tradesman working on his own account may find his 
sickness a considerable nuisance and handicap to his 
business, but the little retail shop generally gets 
carried on somehow. 

It seems impossible to put a weekly cash estimate 
on these people’s services, and useless to try to do so. 
All that can be said with any degree of assurance is 
that the sickness of ‘wage-earners’, using the Cana- 
dian Census definition, involves a loss of income 
approximating $70,000,000 a year. When other 
people are incapacitated through sickness, the coun- 
try loses their services, but what that represents in 
lost cash income would be a futile guess. We can 
attempt a cross-check on this figure, though the 
following estimate is of rather doubtful validity: 


1931 National Income (from Nat. 


Inc. of Canada—B. of S..—  _$38,497,854,000 
Number gainfully employed 3,454,000 
Average annual income per 

gainfully employed $1,012 
Average daily income $2.00 


If 30,640,246 working days are lost, then loss of in- 
come is 


$84,873,000 


Nore: The 30,640,246 is obtained by assuming all the males — 


and one-fifth of the females are gainfully employed. 
Annual Sickness Experience, 1931-40. 


Assuming the estimated Canadian rate of 7.65 sick- — 
ness days per year to be representative of the indi- © 
vidual citizen of Canada, it is to be expected that the © 
total incapacitating sickness days for the past ten 


years (1931-40) would be as set out in the following | 


table: 
Year Population! Total Sickness Days 
1931 10,376,786 79,414,984 i 
1932 10,506,000 80,370,900 ; 
1933 10,681,000 81,709,650 t 
1934 10,824,000 82,803,600 f 
1935 10,935,000 83,652,750 ; 
1936 11,028,000 84,364,200 
1937 11,120,000 85,068,000 
1938 11,209,000 85,748,850 
1939 11,315,000 86,559,750 
1940 11,385,000 87,095,250 


1 Population of 1931, census figures; for succeeding years estimates by the 


Census Analysis Branch, Dominion Bureau of Statistics. 


CHAPTER XII 


APPENDIX 1 


Supporting Tables 


The following tables show the distribution of sickness 

days according to provincial, county or census divisions, 

and municipal areas of Canada, estimated upon the 

enumeration of the population within the areas at the 
Census of 1931. 
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TABLE 1—POPULATION OF CANADA BY PROVINCES, COUNTIES OR CENSUS DIVISIONS, SHOWING THE ALL-AGES 
RATES OF INCAPACITATION UNADJUSTED FOR AGE COMPOSITION AND TOTAL DAYS’ INCAPACITY ESTIMATED IN 
EACH COUNTY OR CENSUS DIVISION, AS OF CENSUS OF 1931. 


(Males and Females) 


0 Females — Rate 6.145 ' Females — Rate 7.4992 
Males — Rate 7.767 (exclusive of confinements) (including confinements) 
Provinces by Counties or 
Census Divisions 

Number Total Number Total Number Total 

of days’ of days’ of days’ 
Persons Incapacity Persons Incapacity Persons Incapacity 
WAINIADI AR Ga abel dcitloae sis esas se 5,874,541 41,744,060 5,002,245 30,738,796 5,002,245 37,512,836 
Prince Epwarp ISLAND.......... 45,392 352,560 42,646 262,060 42,646 319,811 
TASTE AS are Sire fl Se Rai 10,143 78,781 9,004 55,330 9,004 67,523 
TEA UC(O A 2: en SMI Ad, OO a 16,317 126,734 15,183 93,299 15,183 113,860 
(QUGET CI eine Heater cae creme 18,932 147,045 18,459 113,481 18,459 138,428 
PNIOWESAS COTTA si. Si:\crajceraome wie a arse: . 263,104 2,043,529 249,742 1,534,665 249,742 1,872,865 
J NNT 00) 0 nn a Coe 8,307 64,521 7,990 49,099 7,990 59,919 
ATIUIAOMISN =...2\. 5st a clae seers 5,228 40,606 4,845 29,772 4,845 36,334 
@aperBreton: sy.) Meee s.leeiscees 48,143 373,927 44,276 272,076 44,276 332,035 
(Colle vecyerg ie Boia us Ges eee oe 12,581 97,717 12,470 76,628 12,470 93,515 
Onbiieay oferd 2510 Aes) Oe aaa 18,807 146,074 17,559 107,900 17,559 131,678 
DTS] ON a ane OMe ee ee ee 9,510 73,864 8,843 54,340 8,843 66,315 
Guivsboroughy..,..ccseee s+. csi. 8,488 65,926 6,955 42,738 6,955 52,157 
retreat Tea Xt |r fai spe 4 65 ssc tls 49,744 386,362 50,460 310,077 50,460 378,410 
1S Sn) UPAR, ROSS) ie re 9,993 77,616 9,400 57,763 9,400 70,492 
WAV CRTICSS oy.) cbksisinrerete iiss #/e oe 11,235 87,262 9,820 60,344 9,820 73,642 
GIGS ay siece cu toias ame ation) sions oe 12,436 96,590 11,921 73,255 11,921 89,398 
HOM DUTE cei ae es se es 16,174 125,623 15,500 95,248 15,500 116,238 
| PEGOT I Ae oy a a 19,956 154,998 19,062 117,136 19,062 142,950 
(Qe RES air 80 ed ne a 5,503 42,742 5,109 31,395 5,109 38,313 
ERECIION Gch aa Meneses chorale es 5,875 45,631 5,223 32,095 5,223 39,168 
Shelourne vragen s ceo: 6,452 50,113 6,033 37,073 6,033 45,243 
Wisco SEs BSG, 6 bce Ar een 4,290 33,320 3,719 22,853 3,719 27,889 
BYCTIMOU PH 35,2005 /ctarelteiet ters! s/s chensle 10,382 80,637 10,557 64,873 10,557 79,169 
INTIWIDRUNSWICK: «2 i4 cele ees sees 208,620 1,620,351 199,599 1,226,536 199,599 1,496,833 
ENVIR Beles Odes, AIG DIET ACT RRR 4,039 31,371 3,640 22,368 3,640 27,297 
Warleboneencc. «eae os Rie ads 10,776 83,697 10,020 61,573 10,020 75,142 
(CLIT? G8 Rae GOS hd ae Ree 10,868 84,412 10,469 64,332 10,469 78,509 
Gloucester. aiiktie ss sleisias 3 21,402 166,229 20,512 126,046 20,512 153,824 
CETUS eae tape Senne Sib: oite ashore’ 12,279 95,371 11,199 68,818 11,199 83,983 
EGIINR SW eects cic eiela setts @ overs 4-0 10,264 79,720 9,543 58,642 9,543 71,565 
INEROAWASKA NS .)....cstsceld «5! 6 6) 0: 8s 12,650 98,253 11,877 72,984 11,877 89,068 
Northumberland............... 17,695 137,437 16,429 100,956 16,429 123,204 
QUCETIS Tee SW Reece aoe s 6,058 47,052 5,161 31,714 5,161 38,703 
REStIPOUCHE ns x .:08ebr aes alsisia'es = 15,607 121,219 14,252 87,579 14,252 106,879 
Sis LEO pean e faeacic oe eee 29,996 232,979 31,617 194,286 31,617 237,102 
SSRUTUOUEY a ose tacaetetete nists oracle: ais 3,726 28,940 3,273 20,113 3,273 24,545 
BVIC OTIS iets, .) oatomitetens:« cise ks 7,888 61,266 7,019 43,132 7,019 52,637 
WVestmoriands....cmiaee tes & sis sess 28,851 224,086 28,655 176,085 28,655 214,890 
WG RGA BoE EREG ba ee Eee 16,521 128,319 15,933 97,908 15,933 119,485 
QyuesGyotel, MMs ah, Mantes 0H) eee 1,447,124 11,239,812 1,427,131 8,769,720 1,427,131 10,702,341 
ANSTO eases SO od 4.0 DE 13,257 102,967 10,485 64,123 10,435 78,254 
PAMOTECCUIIEN chan aettetniecriecdoeie arg 10,212 79,317 8,764 53,855 8,764 65,723 
PAT EN DASKS Scr, ./leperee es «2106. 5.86 13,767 106,928 13,392 82,294 13,392 100,429 
IBAZOUNEN radi) MORN Pits oe wide Be 8,489 65,934 8,425 51,772 8,425 63,181 
Bea Ge ete ae erevele ie sisicisisrs 22,650 175,923 22,143 136,069 22,143 166,055 
Beauharnoiseis. dice ec es sees 13,772 106,967 11,391 69,998 11,391 85,423 
Wellechasses piccsisetatnaa: cals suns 11,308 87,829 10,698 65,739 10,698 80,226 
IBYer HGS ae, a os 9,841 76,435 9,665 59,391 9,665 72,480 
IRONAVENtUTE 2. Maeimtid ss. ¢s 16,691 129,639 15,741 96,728 15,741 118,045 
HBT ODAC rs aE i sis)ssoccie 6 6 isle 6,616 51,386 5,817 35,745 5,817 43,623 
(Gloenieal ol hii Uk ABI Oe see 13,490 104,777 13,311 81,796 13,311 99,822 


Whamplainbemeie: fees wee cnt 30,869 239,760 29,066 178,611 29,066 217,972 
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TABLE 1—POPULATION OF CANADA BY PROVINCES, COUNTIES OR CENSUS DIVISIONS, SHOWING THE ALL-AGES 
RATES OF INCAPACITATION UNADJUSTED FOR AGE COMPOSITION AND TOTAL DAYS’ INCAPACITY ESTIMATED IN 
EACH COUNTY OR CENSUS DIVISION, AS OF CENSUS OF 1931.—Continued. 


(Males and Females) 


Females — Rate 6.145 Females — Rate 7.4992 
Males — Rate 7.767 (exclusive of confinements) (including confinements) 
Provinces by Counties or ASAE ee YP AE SA Ak A 
Census Divisions 

Number Total Number Total Number Total 

of days’ of days’ of days’ 
Persons Incapacity Persons Incapacity Persons Incapacity 

QuEBEc — Continued 

Charlevoix sec. te Merete is ane 11575 89,903 11,365 69,838 11,365 85,228 
Chateauguay. ss.) ie wan aa. 6,667 51,783 6,458 39,684 6,458 48,430 
@hicoutinl Mas ees ts ee 28,596 222,105 27,128 166,702 27,128 203,438 
Bama p tome). a ee eecae ean! 11,399 88,536 10,518 64,633 10,518 78,877 
Deux: Montagnes). i; 2.2 5).. 12 7,328 56,917 6,956 42,745 6,956 52,164 
WMorchesten:)!\ os TENN Ne ees Noha 14,547 112,987 13,447 82,632 13,447 100,842 
Wrummonds serious entocswnte ene 13,417 104,210 12,762 78,422 12,762 95,705 
Prontenaes {2 RAN ARR cll ae 13,311 103,386 12,370 76,014 12,370 92,765 
BSDE ANN UI Alen abana Vatehe aa 23,817 184,987 21,800 133,961 21,800 163,483 
aE UU ARRIVAL TS ODN AT Te 33,140 257,398 30,730 188,836 30,730 230,450 
HProntmedon sa... Meee eu oean 6,451 50,105 5,894 36,219 5,894 44,200 
Merville onthe vehi mle. eval 4,769 37,041 4,633 28,470 4,633 34,744 
ASEH ORNS AREER eR 13,644 105,973 13,941 85,667 13,941 104,546 
Kamourasks) i. gee ea. ane enae 12,161 94,454 : 11,793 72,468 11,793 88,438 
Watellels eh yay apes tock yal ae 10,710 83,185 9,430 57,947 9,430 70,717 
HaciSt-Jean..(40 ssn vice a ane 26,162 203,200 24,091 148,039 24,091 180,663 
Seip pTA rie’ es ey.0. ye sten ele G22 Sood 6,369 39,138 6,369 47,762 
I Agsomption:. wee’ oe conn Tato 60,047 7,592 46,653 7,592 56,934 
JEYS\ ig SEN ir cl ah ae ene EB 17,811 138,338 17,845 109,658 17,845 133,823 
D263 Feri P ede Gi ih) sepa 9,966 77,406 9,438 57,996 9,488 70,777 
Povpiniere. (soe. tere cle ee 11,706 90,920 11,328 69,611 11,328 84,951 
Maskinongé, 2.) eoets ... lee 3. 8,160 |. 63,379 7,879 48,416 7,879 59,086 
Mistanie ) (Ua ants a lei se ca a! 23,497 182,501 21,775 133,807 21,775 163,295 
ING pantie. 6) er 4 Peete este, tae 17,782 138,113 17,710 108,828 17,710 132,811 
IVETSSISC UO} SEY. Dae ok Ss eae 10,047 78,035 9,589 58,924 9,589 71,910 
INFONGCAING 1.0; Asien be ppd 7,051 54,765 6,814 41,872 6,814 51,100 
Montmagny 2 3 .)(seeee eels 10,426 80,979 9,813 60,301 9,813 73,590 
Montmoreneyi \ ioe aoajyee evans 8,515 66,136 8,440 51,864 8,440 63,293 
Montreal Island............... 494,287 3,839,127 509,581 3,131,375 509,581 3,821,450 
Ness: shanties! \ibecae motes ene 8,092 62,851 8,058 49,516 8,058 60,429 
Napienville' ui arena) i) on ae 3,912 30,384 3,688 22,663 3,688 27,657 
Nicolet 8! 323p ca Menta canis ee 14,282 110,928 14,391 88,433 14,391 107,921 
Papineanl.|.\. se ./| Memes, «0 Cctae 15,745 122,291 13,501 82,964 13,501 101,247 
Ponbige.ceile AeA) pales cacti ee 11,512 89,414 9,729 59,785 9,729 72,960 
Bortneus ye. aa aU ie oa 17,997 139,783 17,893 109,952 17,893 134,183 
QTE DOC ie en Suen cael eae 81,447 632,599 89,468 549,781 89,468 670,938 
Richelieu st). buses es cine e 10,959 85,119 10,524 64,670 10,524 78,922 
ECHO ONG: 2). MRR ed aa, 12,896 100,163 12,060 74,109 12,060 90,440 
RAMOUSKA. ocd slg ede on a sieoee 16,607 128,987 16,544 101,663 16,544 124,067 
Rowville sal toe igeuaeinsiacial wien 7,012 54,462 6,764 41,565 6,764 50,725 
Saguenay \Oi4. sete see ae 11,573 89,887 10,181 62,562 - 10,181 76,349 
Shefford (sR creel. 2a 14,535 112,893 13,727 84,3852 13,727 102,942 
Sherbrooke! i...) Auweaaecses cae 18,054 140,225 19,332 118,795 19,332 144,975 
Soulanges 5/0 5m ei eet aces 4,641 36,047 4,458 27,394 4,458 33,431 
Stamsteads 20. 5 Aenea. lacel on 12,619 98,011 12,499 76,806 12,499 93,733 
St-Hyacinthehscaesiven asuletoes 12,361 96,008 13,493 82,914 13,493 101,187 
Seedeanee, iii) ata. iene 9,193 71,402 8,456 51,962 8,456 63,413 
St-Maurice ite tie aa leesyane 34,413 267,286 34,682 213121 34,682 260,087 
Témiscamingue................ 11,741 91,192 8,868 54,494 8,868 66,503 
MPémiscouata.! i ieee ws oes wise 25,718 199,752 24,576 151,020 24,576 184,300 
METrevONNE sips LN Mwate eis bate hie 19,386 150,571 19,225 118,138 19,225 144,172 
Waridretb. a) i: Rn ak 6,103 47,402 5,912 36,329 5,912 44,335 
ICT OHETES (1c). occ Bene yeleees can ts ra he 6,398 49,693 6,205 38,130 6,205 46,533 
VOLE 2a ree 2 Same ye ba 8,738 67,868 8,173 50,223 8,173 61,291 
PVAIMASK Ahi elHasamaein ed icols wae ae 8,433 65,499 8,387 51,538 8,387 62,896 
ONTARIO Riise elu ee ety aa 1,748,844 13,583,271 1,682,839 10,341,046 1,682,839 12,619,946 
PAGING GOR aia sct 50 stare ae ads rake 3,620 28,117 3,259 20,026 3,259 24,440 
Algoma. iia). amare aban 25,081 194,804 21,363 131,276 21,363 160,205 


@) Includes District of New Quebec. 
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TABLE 1 — POPULATION OF CANADA BY PROVINCES, COUNTIES OR CENSUS DIVISIONS, SHOWING THE ALL-AGES 
RATES OF INCAPACITATION UNADJUSTED FOR AGE COMPOSITION AND TOTAL DAYS’ INCAPACITY ESTIMATED IN 
EACH COUNTY OR CENSUS DIVISION, AS OF CENSUS OF 1931.—Continued. 


(Males and Females) 


Me Females — Rate 6.145 Females — Rate 7.4992 
Se Rp eat Bt (exclusive of confinements) (including confinements) 
Provinces by Counties or 
Census Divisions 

Number Total Number Total Number Total 

of days’ of days’ of days’ 
Persons Incapacity Persons Incapacity Persons Incapacity 

Ontario — Continued 

TSVEDES Satin Peat (cbs ica tee eee 26,637 206,890 26,839 164,926 26,839 201,271 
TRESS Sa a Rel ks Coe ee 21,962 170,579 20,324 124,891 20,324 152,414 
(Clos A014 AON Siar, nn eee 81,975 636,700 88,065 541,159 88,065 660,417 
(@achinine seh: scitcahes 2s sen 34,644 269,080 23,389 143,725 23,389 175,399 
WM Ue erin es Oe. sate Be oni ets oles 7,908 61,421 6,984 42,917 6,984 52,374 
TDG EASE ccs Geperes 3 cei eee ee 8,294 64,419 7,804 47,956 7,804 58,524 
PDA eae. VR ee Aiea: Side ays 13,454 104,497 + 12,328 75,756 12,328 92,450 
RISES syed Maeeeae ous die sland 22,133 171,907 21,303 130,907 21,303 159,755 
iesaxens saya turns § isis sed ide 82,509 640,847 77,271 474,830 77,271 579,471 
MTONbeN ACK (ae crt emis hs scala ee 23,477 182,346 22,279 136,904 22,279 167,075 
MOOR PATTING tes cost sehe «fois slats 9,779 75,953 8,887 54,611 8,887 66,645 
(CHS Gags ola aalo os AER 8,252 64,093 8,075 49,621 8,075 60,556 
(Gheaye., GRR bee Late © co ciccdee rene 29,710 230,758 27,989 171,992 27,989 209,895 
FlleTMaANG see Seles -eis cays e ee 11,103 86,237 10,325 63,447 10,325 77,429 
eter ioebON Sees SER a ws wes 3,274 25,429 2,723 16,733 2,723 20,420 
TEGO NE tenes Gens Oo a ae eo 13,497 104,831 13,061 80,260 13,061 97,947 
DE ROS USLV- 2 AN oO AMO: ich cee 30,227 234,773 28,619 175,864 28,619 214,620 
1a LURID, eget Sone so See ae 22,998 178,625 22,182 136,308 22,182 166,347 
COTO rie PaaS Leis siaveve eae 12,473 96,878 9,473 58,212 9,473 71,040 
ISG. JO ROO OREED 5 Co Oe 32,487 252,327 30,378 186,673 30,378 227,811 
NEAT COM 15) c/o AMA aKhe wes eves 28,349 220,187 26,325 161,767 26,325 197,417 
HEADS yk os ae Pees ctsltne A 16,635 129,204 16,221 99,678 16,221 121,645 
TEGO) ad hae eae cic os. en 17,678 137,305 17,479 107,408 17,479 131,079 
TUSTETaYDY ee A Raa 6,279 48,769 5,725 35,180 5,725 42,933 
Em CONN ots obs Sc AMARG eo ees a 9 27,290 211,961 26,909 165,356 26,909 201,796 
Manitoulin........ 5,694 44,225 5,040 30,971 5,040 37,796 
Middlesex et. APE bBo aha a 58,638 455,441 59,603 366,260 59,603 446,975 
Mitr OK ase son co hae «oc ecoe: 11,077 86,035 9,908 60,885 9,908 74,302 
IND PISSING erect. «Seen be vee cae 21,919 170,245 19,288 118,525 19,288 144,645 
INGRT eS UR Rene ts ae 16,375 127,185 14,984 92,077 14,984 112,368 
Northumberland ..-26,........ 16,019 124,420 15,433 94,836 15,433 115,735 
(OV EeE SS CN LE I eens hae eee 30,627 237,880 29,040 178,451 29,040 217,777 
MOxtard ninco h at weet Rais wets 24,538 190,587 23,287 143,099 23,287 174,634 
IPAPEVA SOUND. 61. SeMb 6. b: 13,986 108,629 11,914 73,211 11,914 89,346 
TROGI. We bot ho Ce Ree ne ee 14,841 115,270 13,315 81,821 13,315 99,852 
Oru hee ees qe cr Aen Mee oss ok 26,171 203,270 25,221 154,983 25,221 189,137 
Peterborough....... LoeiDee te 22,221 172,591 21,737 133,574 21,737 163,010 
LEXSSCO ede. & ADE A 5826 se ers 12,618 98,004 11,978 73,605 11,978 89,825 
HerineepMid ward. cutie es. 3's 34 8,476 65,833 8,217 50,493 8,217 61,621 
SRITEVERULV.CI nts a ieeeoRh «<6 es 6 - 9,560 74,253 7,799 47,925 7,799 58,486 
entrewa: seit... Gah heds .e 8 4 26,914 209,041 25,313 155,548 25,313 189,827 
Essel seek hy we econ cca - 9,555 74,214 8,932 54,887 8,932 66,983 
SSITACOC A Nhe AE eR ERIS 66 Ls ahs 43,442 337,414 40,225 247,183 40,225 301,655 
SSOEMON Gees MEP ee els esa es 16,595 128,893 15,929 97,884 15,929 119,455 
UCDUEY A set) one Rilo sis Sd s 33,122 257,259 25,129 154,418 25,129 188,447 
MUINCEr! Baye RIAs << :yoe sds 35,987 279,511 29,131 179,010 29,1381 218,459 
PRianiskamings y.28h eee os tvs<cie: 21,236 164,940 15,807 97,134 15,807 118,540 
WG ches, 2600 on ee 13,346 103,658 12,498 76,800 12,498 93,725 
WiktorloOs vied Races coe eis. 44,745 347,534 45,107 277,182 45,107 338,266 
\NVCULES To OREN», WIRES 0S Sea 43,083 334,626 39,648 243,637 39,648 297,328 
Welling tonite. cnctddhe st << st 29,810 231,534 28,354 174,235 28,354 212,632 
Wentworth esses «cease ots 95,192 739,356 94,827 582,712 94,827 711,127 
VOT KGET WATE Bias ccs cd. 419,182 3,255,787 437,773 2,690,115 437,773 3,282,947 
Mistrret of Patriciaes y......)- 2,150 16,699 1,823 11,202 1,823 13,671 
INTANTTOBIAG od). atHNG is oss a 368,065 2,858,761 332,074 2,040,595 332,074 2,490,289 
DivasionuINO. wl. HHP EN. «ise + ss. 12,082 93,841 10,735 65,967 10,735 80,504 
DAVASIONENO. 2 VALE eins ce ciece 20,117 156,249 18,693 114,868 18,693 140,183 


DIVISION ING isin, ctashetelece is <2! c a) 14,520 112,777 12,233 75,172 12,233 91,738 
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TABLE 1 — POPULATION OF CANADA BY PROVINCES,’ COUNTIES OR CENSUS DIVISIONS, SHOWING THE ALL-AGES 
RATES OF INCAPACITATION UNADJUSTED FOR AGE COMPOSITION AND TOTAL DAYS’ INCAPACITY ESTIMATED IN 
EACH COUNTY OR CENSUS DIVISION, AS OF CENSUS OF 1931.—Continued. 


(Males and Females) 


Females — Rate 6.145 Females — Rate 7.4992 
Males — Rate 7.767 (exclusive of confinements) (including confinements) 
Provinces by Counties or 

Census Divisions Number Total Number Total Number Total 

of days’ of days’ of days’ 
Persons Incapacity Persons Incapacity Persons Incapacity 

Maniros a — Continued 

DIVISIONYNO: 4s. ieee od soreiate 9,981 77,522 8,272 50,831 8,272 62,033 
PD TVISiON NGO. Ol Sater een: 5 8s a 24,941 193,717 21,287 130,809 21,287 159,635 
DivisiontNo, |G. eco Gs bes ae 143,706 1,116,164 140,579 863,858 140,579 1,054,230 
Division No. 7........ sistent 19,338 150,198 17,574 107,992 17,574 131,791 
DivisiOnNNos Sinai -ie she sees 10,927 84,870 8,919 54,807 8,919 66,885 
WDIVISIONONO, Ob Mere eee eis alae 23,825 185,049 21,132 129,856 21,1382 158,473 
Division NosLOW cee tamil aie oh 9,576 74,377 8,340 51,249 8,340 62,543 
Division No. Meese ei oe 15,239 118,361 12,861 79,031 12,861 96,447 
Division, Nos W2stereyanes sce eee 13,185 102,408 11,159 68,572 11,159 83,684 
Division No; T3.ieon ee tie eee 12,885 100,078 11,378 69,918 11,378 85,326 
Diviston No, Was ae ret ae cess ae 18,971 108,513 12,007 73,783 12,007 90,0438 
Division Novl5: ones se els oe 5,466 42,454 4,542 27,911 4,542 34,061 
Division No: L6i ances sacs) ae 18,306 142,183 12,363 75,971 12,363 92,713 
SASKATCHEWAN < cleus sioisle slo os 499,935 8,882,995 421,850 2,592,268 421,850 3,163,538 
Divisions No. la . eres: cols eas 22,826 177,290 18,718 115,022 18,718 140,370 
Diviston Nona... Biv wae evsic cia att 23,572 183,084 19,259 118,347 19,259 144,427 
DivisioniNO. Bo tea eee eae 25,487 197,958 21,394 131,466 21,394 160,438 
Division Nowa) Vesa se de 15,814 122,827 12,312 75,657 12,312 92,330 
WDIVIEIONINO: OF sper seabed sa 28,939 224,769 25,009 153,680 25,009 187,548 
Division No; Gace esis see ae 57,388 445,733 52,518 322,723 52,518 393,843 
Divasion NO; ese en eet e ies 33,762 262,229 29,468 181,081 29,468 220,986 
WivisionNO. Ss sacusacesase on 27,149 210,866 22,212 136,493 22,212 166,572 
Division No.9) sae eemeses «see 32,339 Dau 77, 28,200 173,289 28,200 211,478 
Division No. UO) eet os) topo te 22,790 177,010 19,100 117,369 19,100 143,235 
Division INOW A Maecenas else care 46,299 359,604 41,677 256,105 41,677 312,544 
Division INO. 12 3 cscs ais ids abide 22,401 173,989 18,211 111,907 18,211 136,568 
Division NOwLSs ere en ie Lede. 23,453 182,159 19,179 117,855 19,179 143,827 
Division No. 4 eee ye eos cere 26,126 202,921 20,096 123,490 _ 20,096 150,704 
WDivasiONUNO, HO. se tines sae este 45,417 352,754 38,286 235,267 38,286 287,114 
Division, Nov 16. 208 casual 27,340 212,350 21,273 130,723 21,273 159,530 
Division No. wace eon asus 15,363 119,324 11,952 73,445 11,952 89,630 
Division NOMS. acc ne ae este 3,470 26,951 2,986 18,349 2,986 22,393 
ATER IVA 4 Seth the iso Bucpetiiclu ornare Met ate 400,199 3,108,346 331,406 2,036,490 331,406 2,485,280 
BDIVISIONUINO ML, kt cays os Slee ee 15,781 122,571 13,068 80,303 13,068 98,000 
Daviston INO. 2 yet ccs eisestere 31,370 243,651 25,816 158,639 25,816 193,599 
Division NO. di teeta haeion. sie ae 8,665 67,301 6,401 39,334 6,401 48,002 
WD ivislOnUNo, Ao igeee es ss ielswe we 16,343 126,936 12,724 78,189 12,724 95,420 
WD ivasronNO; (Del eecys sha ene 14,989 116,420 11,662 71,663 11,662 87,456 
DVISIONVNO: Os atte a sitio ee kine 74,751 580,591 65,449 402,184 65,449 490,815 
Divisvon INOdise aitas atin sits stan 20,951 162,726 17,155 105,418 17,155 128,649 
WDIVIsIONUNO, Bs ecttas pee cis ot Gs 32,891 255,464 28,125 172,828 28,125 210,915 
Mivaston! INO: Oeeieees ce sie.8 05 aes 14,188 110,198 10,350 63,601 10,350 77,617 
Division NO. WOss ce. s coc bey ale 31,449 244,264 26,600 163,457 26,600 199,479 
BivisioniNO seem es 2 tie da 66,880 519,457 60,376 371,011 60,376 452,772 
Divasion NOW 2 tary ctns sie eres ahs 8,226 63,892 5,504 33,822 5,504 41,275 
DivasionWNOsWS sec ck ss} she 13,775 106,991 11,161 68,584 11,161 83,699 
Division No. 14. cs ss eee s 22,167 172,171 17,341 106,560 17,341 130,044 
Division yNG, Woy whet c/s sa 8,014 62,245 5,700 35,027 5,700 42,745 
VISION NO. LOMeeeite css Neds es 15,995 124,233 11,201 68,830 11,201 83,998 
Divaston NO erceesic ss shiek 3,764 29,235 2,773 17,040 2,773 20,795 
BRITISH COLUMBUAL tet ess nh 385,219 2,991,996 309,044 1,899,075 309,044 2,317,583 
Division No. iil. nen, os. 4: 13,488 104,761 9,078 55,784 9,078 68,078 
Division INOC 2. Nat aie hia e a 23,041 178,960 17,414 107,009 17,414 130,591 
DiVisiOnyNOsotae en mee Mees Fae 22,631 175,775 17,892 109,946 17,892: 134,176 
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TABLE 1 — POPULATION OF CANADA BY PROVINCES, COUNTIES OR CENSUS DIVISIONS, SHOWING THE ALL-AGES 
RATES OF INCAPACITATION UNADJUSTED FOR AGE COMPOSITION AND TOTAL DAYS’ INCAPACITY ESTIMATED IN 
EACH COUNTY OR CENSUS DIVISION, AS OF CENSUS OF 1931.—Concluded. 


(Males and Femalés) 


Females — Rate 6.145 Females — Rate 7.4992 
Males, Rate 7-707 (exclusive of confinements) (including confinements) 
Provinces by Counties or 
Census Divisions 

Number Total Number Total Number Total 

of days’ of days’ of days’ 
Persons Incapacity Persons Incapacity Persons Incapacity 

Britiss Cotums1a — Continued 

DIVISION INONS dom s eafes olaies+ +be15,0 204,576 1,588,942 175,282 1,077,108 175,282 1,314,475 
MD RVISHONUNO Diy. !=, ses sieiets shes 66,339 515,255 54,594 335,480 54,594 409,411 
Division NOG), se s< ci 5. elec fore 17,827 138,462 12,198 74,957 12,198 91,475 
HD iVISION ONO Aud 1 Ges < ate oho ois 3 3 7,892 61,297 4,766 29,287 4,766 35,741 
HD IVIBIOMUNO Sch ais ercia sc ole os) 35 = 13,124 101,934 8,410 51,680 8,410 63,068 
WivisiON INO Deeds. noir. sini i2.0 11,812 91,744 6,886 42,314 6,886 51,640 
VL VASTON! NO Ooi.) cleis cieleie’s oleysce 4,489 34,866 2,524 15,510 2,524 18,928 
SVAN NT e TN Petron oo enc itlehelie ep whee 2,825 21,942 1,405 8,633 1,405 10,536 


NorTHWEST TERRITORIES.......... 5,214 40,497 4,509 27,708 4,509 33,814 
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CuapTer XII 
APPENDIX 2 
Under and Over-Estimation of Estimated Canadian Rates to All Ages 


SHOWING UNDER-ESTIMATES AND OVER-ESTIMATES OF SICKNESS DAYS FOR MALES, FEMALES (EXCLUSIVE OF CONFINEMENTS) AND FEMALES 
(INCLUDING CONFINEMENTS) AND GIVEN BY PROVINCES AND FOR CANADA AS A WHOLE. 


Males Females - exclusive | Females — inclusive Males Females — exclusive | Females — inclusive 
Prince Edward Island: Saskatchewan: 
(a) 380,556 298,953 338,241 (a) 3,679,304 2,544,083 2,988,636 
(b) 352,560 262,060 319,811 (b) 3,882,995 2,592,268 3,163,538 
— 27,996 — 36,893 — 18,430 +203,691 + 48,185 +174,902 
Nova Scotia: 
(a) 2,124,502 1,691,972 1,937,056 Alberta: 
(b) 2,048,529 1,534,665 1,872,865 (a) 2,984,002 2,026,379 2,393,107 
— 80,973 — 157,307 — 64,191 (b) 3,108,346 2,036,490 2,485,280 
New Brunswick: +124,344 + 10,111 + 92,173 
(a) 1,642,255 1,302,387 1,499,864 Beitich Cotumbias 
(b) 1,620,351 1,226,536 1,496,833 
Sago BYES earl eno te Sane a a sat 
Quebec: ) ’ ’ ’ ’ ’ ’ 
(a) 10,834,083 8,948,132 10,528,401 hay Enea = 420m 
(b) 11,239,812 8,769,720 10,702,341 Northnccsteliérritories 
+405,729 — 178,412 +173,940 and Wakow: 
Ontario: (a) 64,912 35,847 42,106 
(a) 18,912,128 11,402,728 13,288,342 (b) 62,439 36,341 44,350 
_., (b) 13,583,271 10,341,046 12,619,946 AB ™ 494 + 2,244 
— 328,857 — 1,061,682 — 668,396 
Manitoba: CANADA: 
(a) 2,792,975 2,087,163 2,458,712 (a) 41,550,876 32,381,130 37,864,108 
(b) 2,858,761 2,040,595 2,490,289 (b) 41,744,060 30,738,796 37,512,836 
+ 65,786 — 46,568 + 31,577 +193,184 — 1,642,334 — 351,272 


Nore: (1) The figures in the first column under the sex heading represent the total sickness days, the first figures (a) are those 
calculated at the estimated Canadian rate while the others (b) are those calculated at the estimated Canadian rate for 
all ages (unadjusted for age composition), applied to the population of Canada and the provinces at the Census of 1931. 
(2) —means the Canadian rate (unadjusted for age composition) under-estimates. 
+means the Canadian rate (unadjusted for age composition) over-estimates. 


MALES 


THE PERCENTAGE AGE DISTRIBUTION OF MALES IN CANADA ACCORDING TO THE 1931 CENSUS 
WAS AS FOLLOWS: 


Birth Over . % Number of 
‘a 10-24 25-44 45-64 65 Province Over Males 
Grove 1. 21.96 30.24 27.47 16.76 Saskatchewan............0+5: 5.2 203,691 
20.08 28.39 29.82 18.17 odd PS ak pees ae ad Gino os Coe 4.0 124,344 
24.57 | 30.16 26.21 | 14.30 | 4.74 (ONS Usa rie BIGIGEE Horio Coro on 3.6 405,729 
19.56 29.97 27.74 17.99 4.70 Manito bane eae een ous whe 2.3 65,786 
% 
Under 
Group 2. 23.73 | 30.36 | 23 .02 16.16 6.69 New Brunswick... .....5..2..-. 1.6 21,904 
18.58 27.02 29.07 18.73 6.57 Ontarion®..ao. eee aes 2.4 328,857 


21.28 23 .58 17.47 7. G6:>)|: Nova: Gcotiae tes 24... ¢- 3.9 80,973 
23.63 25.57|| | 5.72 | British Columbia............. 4.1 144,163 


20.89 29.27 17.16 Prince Edward Island......... 7.9 27,996 
27.63 
28.86 
22.26 


17.58 5.88 COW GSP OC eee RU Doteasy — — «(Cl 
13.67 1253 Northwest Territories......... — — 
35.19 12.40 Nukon sec. ek te ake ee —- —- 


oo nn See 
Nore: The double-line block distinguishes the highest and the single-line block the lowest percentage figure amongst the Provinces 
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If the estimated Canadian all ages total (unad- 
justed for age composition) for males does not agree, 
it must be because the ‘weighting’ of the various age- 
groups differs. 


The four provinces where this all ages total is too 
great are broadly speaking the provinces where, as 
in Quebec, there are more than the normal number 
of young people. If sickness among the young is 
less than the average morbidity, this would explain 
why the estimated Canadian all ages total (unad- 
justed for age compositon) over-estimates morbidity 
in Group 1 and under-estimates it in Group 2. 

But on closer inspection of the figures we see that 
this first generalization is only broadly true. The 
marked under-estimation of morbidity in Prince 
Edward Island is clearly due to the quite abnormal 
percentage of elderly people over 65. The slight 
under-estimation of morbidity in New Brunswick is 
clearly not due to relative scarcity of young people. 
Since their figure approaches that of Quebec it is 
presumably due to the tendency of people in the 
prime of life to migrate from the province. 


Conclusion—The above considerations lend force, 
we think, to the desirability of not using the 7.767 
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rate for all ages, without full explanation, and a 
warning that the totals obtained by addition are a 
closer approximation to the truth. 

The first point is that whereas the estimated 
Canadian unadjusted aggregate total over-estimated 
the male incapacity by 193,184 days, the same 
Canadian aggregate wnder-estimates the female in- 
capacity by 1,642,334 days. Presumably, therefore, 
there is an element of error due to the males of the 
healthier age groups being more, and the females of 
these groups being less numerous than in the Aus- 
trian age-distribution. If one takes 10-24 as the 
healthiest age group, it will be seen that the percent- 
age of males in Canada of this group is 28.50, of 
females 29.85, but the significant comparison is not 
between males and females in Canada, but between 
the age distributions in Canada as against those in 
the Austrian sphere. 

Taking the figures, exclusive of confinements, the 
Canadian unadjusted aggregate shows a considerable 
under-estimate of female incapacity, and this must 
be due to the differing age distribution, and means 
that there is a larger proportion of Canadian women 
in the unhealthier years than is the case for Austria. 
If this is true we should expect to find those provinces 


FEMALES 


THE PERCENTAGE AGE DISTRIBUTION OF FEMALES IN CANADA ACCORDING TO THE 1931 
CENSUS WAS AS FOLLOWS: 


Exclusive of Inclusive of 


confinements confinements 
Birth-9| 10-24 25-44 45-64 | Over 65 

Variation % % Variation 
25.25 33.59 25.19 12.77 2.23 | Saskatchewan..........:.. + 48,185 + 1.8 +5.5 +174,902 
23.88 31.95 26 .93 13.98 3.268 NheAl beret... eee eet + 10,111 + 0.5 +3.7 + 92,173 
21.18 32.40 27.03 15.08 AV2S.) |e VLADILO Dain. ae eae eh ras — 46,568 — 2.2 +1.2 + 31,577 
24.60 31.28 25.80 13.42 4:88 NiO UebeCs .....c «ated ae be — 178,412 — 2.0 Sel ye! +173,940 
17.76 27.12 29.12 19.77 5.16 | British Columbia.......... — 144,411 — 7.6 —3.1 — 72,060 
24.24 30.42 23.59 15.05 6.69 | New Brunswick............ — 75,851 — 6.1 —0.2 — 3,031 
18.76 27.08 28.74 18.31 G08) 7 | Ontario. wmceaicbee seem a — 1,061,682 —10.2 —5.2 — 668,396 
21.81 29.71 23.74 16.54 De le NOVA SCOLIG/« tera ee — 157,307 —10.2 —3.4 — 64,191 
21.61 28.33 17.69 17.31 10.06 | Prince Edward Island......| — 36,893 —14.1 —5.7 — 18,430 
21.82 29.85 26.87 15.80 BOBr aC ANGAD A: on aieeeeies Saas — 1,642,334 —351,272 
29.68 29.27 26.64 11.69 2.02 Northwest Territories... “| te a 4 2,244 
24.06 27.97 25.69 18.60 SPT oe ih QIU CO) MERI. aici o Guan eraere j 


mr aT Ls A oD LP cL Sd Ee ee oS eee 
Note: The double-line block distinguishes the highest and the single-line block the lowest percentage figure amongst the Provinces. 


with the greatest proportion in the healthier years 
showing the least under-estimate, or possibly an 
over-estimate, and this is so. 


PERCENTAGE AGE DISTRIBUTION 


Sask. | Alta. | Man. | Que. |/CaNapa]} Ont. P.E.I. 


Healthier years 
(Birth to 24) 


Unhealthier 
years 
(45 and over)} 15.0 | 17.24} 19.36] 18.30)} 21.48 
Percentage error}+1.8 |+0.5 |—2.2 |—2.0 


58.84) 55.83} 58.58) 55.88]| 51.77 45.84) 51.52) 49.94 
25.39} 22.25) 27.37 
_ —10.2 |—10.2 |-14.1 

It has been suggested that incapacity due to 
confinements is relatively less in Canada than in 
Austria, due to fewer births and shorter periods of 
hospitalization and lying up. Taking the figures, 
inclusive of confinements, the under-estimate drops 
to only 851,272 which seems to suggest that such 
may be the case. There are no data available to 
substantiate this supposition and it should be re- 
membered that to a considerable extent the rates 
are affected by the difference in the age composition 
of the females within the maternity exposure ages, 
16 to 49 years. 


It will be seen that the over-estimated provinces 
for females inclusive of confinements are exactly the 
same as the over-estimated provinces for males and 
occur in the same order: these are the provinces where 
there are more than the Canadian normal of young 
people. The under-estimation in Prince Edward 
Island is again due to the abnormal number of elderly 
people and this is partly the cause in Ontario, which 
province has the smallest percentage in the healthy 
10-24 group. 


That ‘including confinements’ should change the 
under-estimate of the ‘excluding confinements’ figure 
to an over-estimate in Manitoba and Quebec may 
seem strange in the light of the facts that, per 1,000 
of the population, Quebec has the highest birth rate 
in Canada (1981: Canada 23.2, Quebec 29.1) and 
Manitoba has the highest marriage rate (1931: Canada 
6.4, Manitoba 7.0). The explanation would seem to 
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require a tribute to the hardihood of the women of 
these provinces. 


Whereas, the estimated Canadian total figures 
(unadjusted for age composition) under-estimate 
both British Columbia and Ontario, it may be noticed 
that the under-estimation is relatively greater for 
males in British Columbia and for females in Ontario. 


DESCENDING ORDER OF UNDER-ESTIMATION. 


Males tachi Se Gneluding) 
Least under-estimate N.B. N.B. N.B. 
Ont. B.C. B.C. 
N.S. N.S. N.S. 
B.C. Ont. Ont. 
Greatest under-estimate PEL Pale P.E.I. 


It has been suggested that the provinces where the 
Canadian unadjusted total is not great enough are 
those with fewer young people, and since there is a 
distinctly lower per cent of young males in British 
Columbia than in Ontario and not a significantly 
lower per cent of young females, this explains the 
reversal of position of British Columbia and Ontario 
in the above table. 


PERCENTAGE OF TOTAL 


Young males | Young Females 


Ontario 45.60 45.84 
British Columbia DOILe 44 88 
Canada 49 26 51.77 
Conclusion: These considerations of the female 


tables re-inforce the conclusion from the male tables, 
viz., that a more accurate figure for total morbidity 
either for a province or for Canada is obtained by 
adding the age-group figures rather than by using the 
estimated Canadian all ages (unadjusted for age 
composition) aggregate morbidity rates. 


CHAPTER XII 
APPENDIX 3 
Births in Canada During 1931 Applied to the Maternity Exposure Period 


This appendix reviews the total maternity days in 
Chapter -XII — Morbidity, with the confinements 
given in the Vital Statistics of Canada. 

The total days in the “maternity exposure period” 
for females, aged 16 to 49 years, in the morbidity 
tables may be effectively tested as to their accuracy 
by fitting them to the actual confinements as shown 
in the Vital Statistics of Canada for 1931. 

In the following table the births in Canada during 
the year 1931 have been transposed to confinements: 


} Total Total 
Type of Birth Births Confinements 
Single live births 234,845 234,845 
Multiple Births: 
(a) Twin Births 5,932 2,966 
(b) Triplet Births 63 21 
~ (ce) Quadruplet Births 4 i 
Stillbirths 7,248 7,248 
Totals 248,092 245,081 


1 Includes both Live Births and Stillbirths. 


The omission of births from the Vital Statistics of 
Canada, due to late (delayed) registration of births 
is estimated by the Census Analysis Branch of the 
Dominion Bureau of Statistics to be in the neigh- 
bourhood of 5 per cent of the total registered births. 
The 5 per cent omission has been established fairly 
conclusively by cross checks between census enume- 
ration and birth registration. This would suggest 
an additional 12,254 confinements, or a total of 
257,335 confinements for the year 1931. 

The average period of hospitalization for a mater- 
nity case in Canada is reckoned at 10 days, with an 
average incapacity period of 12 days for after care 
or lying up. Some maternity cases may exceed the 
total incapacity period of 22 days, while in other cases 
the mothers return to their normal duties in a much 
shorter period of time. It is safe to assume, how- 
ever, that the average incapacity period for females 
in Canada is 22 days. 

The total maternity days (i.e.: the difference be- 
tween the total female incapacity days, including 
confinements, and the total female incapacity 
days, excluding confinements) is estimated in this 
study at the estimated Canadian rate to be 5,482,978 
in 1931}. 

The total maternity days divided by the total 
Vital Statistics confinements for the same year gives 


26 
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us a rate of 21.31 incapacity days for each confine- 
ment in 1931. Based upon these facts the total days 
in the “maternity exposure period” applied to the 
total Vital Statistics confinements for Canada in the 
same year indicates a close correlation between the 
two. 


Using the estimated Canada figures (unadjusted 
for age composition) we find a much higher incapacity 
rate for each maternity case because the females, 
including confinements at the rate of 7.4992 or 
37,512,836 sickness days, less the females, excluding 
confinements at the rate of 6.145 or 30,738,796 sick- 
ness days gives a total of 6,774,040 maternity days 
for Canada in 1981. 


Again dividing the total maternity days by the 
confinements for the same year gives us a rate of 
26.32 incapacity days per confinement in 1931. 


The estimated Canadian incapacity rate (unad- 
justed for age composition) for confinements is some- 
what higher than the estimated Canadian rate, but 
the above indicates that the reason for the lower 
incapacity due to confinements in Canada, men- 
tioned on page 364 of Appendix 2 may be influenced 
by shorter periods of hospitalization and lying up, 
in addition to the variance in age composition in 
Austria and Canada. 


Assuming the Canadian rate of 21.31 days inca- 
pacity per individual confinement to be represent- 
tative of the females in the “maternity exposure 
period”’, 16 to 49 years of age, in Canada in 1931, the 
incapacitation caused by childbirth over the past ten 
years is shown in the following table. 


Year Confinements? Maternity Days 
1931 257,335 5,482,978 
1982 7s SANA 2 5,312,294 
1933 238,355 5,079,345 
1934 236,310 5,035,766 
1935 236,504 5,039,900 
1936 235,267 5,018,540 
1937 235,052 5,008,958 
1938 244,804 5,216,773 
1939 244,271 5,205,415 
1940 260,561 5,052,555 


1The Canadian females (including confinements) at the rate of 7.57 or 
37,864,108 sickness days, less the Canadian females (excluding confinements) at 
the rate of 6.47 or 32 2,381,130 sickness days, gives a total of 5,482,978 maternity 
days for Canada in 1931. 
2 Plus 5% omission for delayed registration of births. 


CHAPTER XII 


APPENDIX 4 


A Summary of Sickness in the Civil Service of Canada 


An outstanding Canadian study of morbidity in a 
selected group of the population is that conducted by 
the Department of Pensions and National Health of 
Canada. This statistical study of illness in the Civil 
Service of Canada was conducted over a period of 
four fiscal years, namely, 1935-36, 1936-37, 1937-38 
and 1988-39, inclusive. The data collected and 
analysed in the four reports on illness among civil 
servants is of paramount importance in the particular 
field of national morbidity, owing to the repre- 
sentative portion of the population that is covered 
in the survey. 


COVERAGE OF THE SURVEYS. — The Civil Ser- 
vice of Canada covers an extensive range of occupa- 
tions in both exposed and protected groups. It 
includes such varied occupations as postmen, mail 
carriers and post-masters; mounted policemen, prison 
guards and revenue officers; farm help, veterinary 
surgeons and agricultural specialists; lighthouse 
keepers and mariners; doctors, nurses and _ tech- 
nicians; inspectors and examiners of all types; 
architects, artists, draftsmen, editors and librarians; 
and many other specialized occupations in addition 
to the ordinary clerical office workers. Thus, the 
morbidity statistics from such a group in the popula- 
tion constitutes a fair sample and cross section of the 
men and women in employment throughout Canada. 

During the years 1935-36 the medical certificates 
for illness among well over 30,600 persons employed 
in the Canadian Civil Service were included in the 
survey, while during the fiscal year 1938-39 the num- 
ber exceeded 35,200. The following table summar- 
izes some of the salient features of the survey for the 
four fiscal year periods as the same appertains to the 
general population coverage of the Civil Service 
sickness survey: 


PURPOSE OF THE SURVEYS. — Previous to 1934 
the personnel staffs of the Civil Service of Canada 
were greatly puzzled by what at times appeared to be 
discrepancies between medical conditions stated on 
the medical certificates and the length of the periods 
of sick leave. Since the medical certificate was 
provided by a duly qualified practitioner on a 
regulation form there was very little that could be 
done with these problem cases by lay personnel. 
The medical certificate, up to that time, had been 
used by the time-clerks purely for the purpose of 
preparing the pay lists, and the medical information 
on the certificates was not used beyond the point 
where the diagnosis indicated to lay persons the 
necessity for sick leave with or without pay. The 
problem cases then were largely medical, requiring 
examination by a duly qualified medical practitioner, 
but it was due to this fact that so many problem 
cases were referred to the National Health Branch of 
the Department of Pensions and National Health 
for consultation and advice by the administrative 
staffs of the many departments which make up the 
structure of the Federal Government. 


The Department of Pensions and National Health, © 


being well equipped to carry out the supervision of © 


sick leave through its well established Treatment 


Branch, realized the importance of some factual ma- — 


terial that would show just what was the effect of 
the sickness factor upon such an extensive personnel 
as the Civil Service of Canada, and Dr. F. 8. Burke was 


detailed to compile and examine the statistics which i 


were being gathered as the result of the survey. 
This appendix merely brings together in one report 
the results portrayed in the three final reports pub- 
lished by the Department of Pensions and National 
Health for the three fiscal years 1936-37, 1937-38 and 


TaBe A. 
1935-36 | 1936-37 | 1937-38 | 1938-39 1935-36 | 1986-37 | 1937-38 | 1938-39 
1. Total population of 4. Total days lost on 
civil service under medical certificate. ..} 183,129 | 208,746 | 199,984 | 207,992 
regulation...........] 30,617 35,053 35,140 35,215 
5. Total days lost on 
2. Number of civil serv- casual leave......... 47,290 56,682 50,217 60,365 
ants ill on medical 
; 6. Total days lost on 
certificate........... 7,876 9,545 8,335 9,826 sHelivaleoveihcate’and 
24 Totalummmher oe ad casual leave......... 230,419 | 265,428 | 250,151 | 268,357 
nesses suffered by civil 7. Number of repeated 
SCVGNUSs «ernater ay 10,582 13,256 11,336 13,397 periods of illness. ... . 2,706 Sela 3,001 3,571 


1938-39. At the very beginning of the work certain 
significant happenings took place: 


1. Medical care of those Canadians on relief had 
become a major problem. 

A definite swing towards Health Insurance was 
apparent. 

The need for a standard morbidity code for 
Canada became apparent because, to quote 
the 1935-36 report: 


“There were indications that morbidity. 
statistics were on the verge of being collected 
along several divergent lines.” 


ya 


3. 


4. The need for a uniform method of setting down 

morbidity statistics in order to provide a plan 

for future morbidity studies. 

. A general lack of statistics on morbidity and 
the confusion which is experienced when com- 
parisons are attempted of data collected with- 


out throught of uniformity. 


THE MORBIDITY CODE FOR CANADA. — The 
Department of Pensions and National Health, in 
collaboration with the Dominion Bureau of Statistics, 
prepared a morbidity code within the framework of 
the International List of Causes of Death. Certain 
adjustments were made in the various rubrics and 
other classes were added to the code to bring it into 
more general conformity to the need of analysis of 
illnesses and morbidity experience. 


RULES FOR GRANTING SICK LEAVE. — The 
following paragraphs taken from the surveys indicate 
the rules of Civil Service and the premises upon which 
leave was granted and the material collected: 


“Casual leave: Each employee is permitted 
eight days sick leave per annum which may be 
taken in periods of three days or less on the em- 
ployee’s own declaration and without a medical 
certificate. Returns are submitted monthly by 
all departments to the Civil Service Com- 
mission indicating the number of days taken 
under this head. In this study, days lost due 
to casual illnesses are recorded by departments 
but not by disease cause, age, or sex. The 
total days lost by casual leave are added to the 
total days lost on medical certificates in com- 
puting the total time lost due to illness. If the 
employee has exhausted his eight day casual 
sick leave and is again ill, he must provide a 
medical certificate for any further days or lose 
his pay for the time off duty. 

“ Sick leave on medical certificate: All em- 
ployees who are absent on account of illness for 
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more than three days must submit a certificate 
from a duly qualified medical practitioner 
covering the entire length of disability. There- 
fore, apart from casual leave which averaged 1.6 
days, every certificated illness suffered was com- 
puted from the first to the last day of absence. 
In serious or prolonged cases, several certificates 
may be necessary.” 


The medical certificates were submitted to the 
Department of Pensions and National Health, where 
they were scrutinized and returned to the various 
departments, together with a report on the medical 
conclusions. At the same time all information 
regarding the illnesses was coded and extracted for 
analysis at the end of the fiscal year. The time loss 
due to illness per person for each fiscal year averaged: 


Casual | On medical Annual 
Fiscal year ; average leave 

leave certificate 

per person 

1935-36 1.5 5.9 Jie} 
1936-37 1.6 5.9 TS 
1937-38 1.4 5:7 (iss 
1938-39 ey 5.9 7.6 


Throughout the material presented in this report it 
should be noted that: 


1. Since a certain number of employees are ill 
more than once in a year, there will be a difference 
between the number of persons ill and the number of 
periods of illness both in the classes and the grand 
total. 


2. Short periods of absence for certain conditions 
that appear to be out of proportion may be due to 
split periods at either end of the fiscal year or to short 
relapses after a period of work. 


It is probable that many minor operations were 
performed in connection with the treatment of cer- 
tain conditions, no mention of which was made on 
the certificate of illness. 


DEPARTMENTAL DISTRIBUTION OF ILL- 
NESSES. — Some idea of the effect of lost time upon 
the proper functioning of the administrative depart- 
ments of the federal government may be obtained 
from Table 1. Of an average of 34,000 employees 
included in the sickness survey during the four years 
from 1935 to 1938, some 8,900 employees per year 
(over one-quarter of the total number of employees) 
were absent on medical certificate for an average 
period of about 221% days, this alone accounting for 
about 200,000 days of lost time. Furthermore, a 


certain number of employees took an additional 
54,000 days of casual leave or an average of 114 days 
each for all employees. Therefore, of a total of about 
10% million working days in the Civil Service year, 
over one-quarter of a million working days, or about 
21% per cent of the total working time for the service 
as a whole, are lost each year through illness. 

As between different departments of government 
administration, percentages of total time lost vary 
from about 1 per cent to almost 5 per cent. There 
are general indications that departments with a 
large proportion of personnel (a) engaged in outdoor 
occupations, and (b) engaged on time-pay basis, as 
well as the Department of Defence, have a lower 
than average rate of sickness. Inversely, depart- 
ments composed mainly of confined office workers 
on an annual salary basis would appear to lose more 
than average time through illness. 

From Chart 23 it will be noted that an interesting 
feature of Civil Service morbidity incidence is that 
on the basis of the experience of the period 1935-1939 
almost three-quarters of the total Civil Service per- 
sonnel lose no time whatever during the year because 
of illness. During the four years under study, about 
18 to 20 per cent of the personnel accounted for 
almost two-thirds of the total lost time and for some- 
what over half of the total number of illnesses. On 
the other hand the remaining 6 or 7 per cent of the 
personnel report only one illness during the year, 
which however accounts for over one-third of the 
total loss in working time. 


LEADING CAUSES OF LOST TIME. — Tables 2 
and 8 give details of the numbers and percentages of 
persons and illnesses involved, and of the time lost in 
the Civil Service, due to certain diseases specified as 
the cause of absence from work during the three years 
1936-89. About one-third of both men and women 
were kept from work because of infectious and 
parasitic diseases while from 10 to 20 per cent of 
each sex were absent because of diseases of the 
digestive system and a similar proportion because of 
diseases of the respiratory system, with variations in 
the proportions from year to year. Chart 24 clearly 
indicates the distribution of the percentages of ill- 
nesses occurring because of specified diseases, segre- 
gated for males and females. About 11 or 12 per 
cent of the men were absent from work because of 
accidents, the fourth leading cause of illness among 
male civil servants, while a somewhat smaller pro- 
portion of women were absent from work because of 
diseases of the nervous system, the fourth leading 
cause of lost time for female civil servants. 

The number of illnesses due to each of the specified 
causes varied greatly from year to year. Infectious 
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and parasitic diseases accounted for approximately 
one-third of all illnesses, except in 1937-38 when 
diseases of the digestive system accounted for the 
larger number of illnesses. Next in order of im- 
portance for men, and accounting for over 10 per 
cent of all illnesses are: diseases of the respiratory 
system, of the digestive system and finally accidents. 
The same order prevails for women except that 
diseases of the nervous system displace accidents as 
a fourth leading cause. 


With respect to the time lost through illness, 
Chart 24 has been drawn up on the basis of the order 
of diseases which accounted for the greatest propor- 
tion of lost time, and therefore requires no comment 
at this point. 

Another feature of the lost time element is the 
average period or duration of lost time attributable 
to each type of illness or primary disease. The 
average time lost is of course determined to a large 
extent by the nature of the illness as is illustrated by 
the following table showing the average number of 
working days lost for each incident of illness (i.e., of 
those only which are covered by a medical certificate) 
and due to each of the primary diseases. 


AVERAGE NUMBER OF WORKING DAYS LOST PER EACH INCIDENT OF 
LOST TIME ACCORDING TO PRIMARY DISEASES, 1936-39. 


Average Average 
number number 
Diseases of Diseases of 
working working 
days lost days lost 
Cancer and tumours...| 46.1 Rheumatism, nutri- 
Circulatory system....| 31.4 tional, endocrine 
Blood and blood-forming glands and general..} 17.3 
organs s12 seeker. 4a 31.2 Digestive system..... 16.1 
Nervous system....... 25.4 Skin and cellular tissue] 13.5 
Genito-urinary system..} 22.2 Infectious and parasitic] 11.2 
Bones and organs of Respiratory: none ae 11.2 
locomotion......... 21.9 Other and ill-defined..] 16.8 
Accidents), 4204: 17.9 


Diseases most prevalent in the federal service were 
those in which the lowest average number of working 
days were lost, i.e. for infectious, parasitic, respira- 
tory, and digestive system diseases, the latter having 
the highest average loss of time at 16.1 days. Ac- 
cidents which are more prevalent among men than 


women, each accounted for an average loss of time — 


of almost 18 days while each illness due to diseases 
of the nervous system (comprising mainly functional 


nervous disorders, neuralgia and neuritis which as — 
previously noted were much more prevalent among © 
females than males) accounted for an absence from — 


work of 25.4 days. It is realized that although 


these figures may be valuable in assessing the relative — 


amounts of time lost per illness due to each type of 
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primary disease, they are, however, subject to certain 
qualifications, because of several factors which need 
not be discussed in full for purposes of this study. 
Table 4 shows the fifty principal causes of absence 
from work. The details are summarized briefly in 
the following table which shows the average number 
of illnesses per year during the three-year period 
(1936-89) due to 18 of the most prevalent of these 
causes. 


AvERAGE NUMBER PER YEAR OF ILLNESSES IN THE FEDERAL SERVICE 
DURING 1936-39 ATTRIBUABLE TO CERTAIN CAUSES. 


eee 


Average Average 
Cause aun Cause ra ed 
illnesses illnesses 
1. Influenza (all forms)} 3,453 7. Tonsils, adenoids, 
Gite 5 a's aid bide Sea 390 
2. Bronchitis (all forms) 912 
8. Gastritis, indiges- 
3. All wounds, lacera- HOMES Ages sisters ses 379 
HONS, ObCrece cee) cies 515 
9. Sprains, etc....... 316 
4, Fibrositis, myalgia, 
lumbago, sciatica, and 10. Fractures........ 233 
perineuritis........ 479 
11. Rheumatism, gout, 
5. Common colds..... 443 arthritis, etc...... 222 
6. Nervous functional 12. Neuralgia, neuritis} 212 
GISEASESs..'..056 0 oe 8 ¢ 402 


i 


The most common causes of lost time are those 
illnesses associated with what is generally termed 
“colds” with varying degrees of complications. 
Lumbago, rheumatism and associated illnesses rank 
high in the number of illnesses, while sprains, wounds 
and fractures make up a large percentage of the total, 
as well as nervous disorders, neuralgia, and “‘indiges- 
tion”. None of these illnesses may be considered in 
themselves very serious types; they do, however, 
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incapacitate the worker for a short period of time 
and prevent him to a very appreciable degree from 
displaying that efficiency which is so essential to a 
proper functioning of a federal administration. 


Table 5 summarizes the number of accidents oc- — 


curring in the federal service distributed by ad- 
ministrative departments. More than 33 persons per 
thousand in the federal service are subject to acci- 
dents each year, with men suffering from a propor- 
tionately larger number of accidents than women. 
It is also of interest to note that more accidents occur 
while the employee is off duty than while on duty and 
that fractures, accidental falls and automobile acci- 
dents are the most important cause of absence from 
work among the accident group. It is noteworthy 
that among males, the incidence of fractures increases 


steadily from the younger to the older age groups, — 


while in females there is a decided concentration 
from 50 years upwards. Of all the departments of 
federal administration the Post Office has by far the 
highest accident rate (an average of 5.58 per cent) 
but as indicated in the report covering this subject: 


“Considering the large number who pursue 
outdoor employment, i.e. letter carriers and 
postal porters, together with the railway mail 
service, we do not consider that the accident 
incidence is above that which might be ex- 
pected.” 


The Labour and Pensions and National Health 


Departments also had relatively high average acci- 


dent rates at 3.90 and 3.70 per cent respectively — 
during the period under review (1936-39) as com- | 
pared with an accident rate for the entire federal 


service during these three years of 3.35 per cent. 


1 Statistical Study of Illness in the Civil Service of Canada, 1938-39, page 15. ) 
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TABLE 1— SUMMARY OF LOST TIME DUE TO ILLNESS IN THE CIVIL SERVICE OF CANADA BY DEPARTMENTS 
OF GOVERNMENT FOR THE FISCAL YEARS 1935-36, 1936-37, 1937-38 AND 1938-39. 


= 
Ss WU rete a 2 ge me) 
= Ke N ao] = as Pa qe A & 
2) 8 | 2 joe | Bll Se eee ee lee (Sal cal ae | Salle |e le 
& S g 3 ° Oe | O'R 1S ep ite a4] oS] 8 A $6 z 
&| 2142/2!) 4 |88)88/88 sss] | Se) so) 38) 2 | eal s 
<) m te PS Ma Need ee ec ee e)  s ) te elie nee 
Number on staff. 
1935-36.............] 2,129) 1,676) 257 | 243] 182) 2,511) 1,056} 4,184) 2,178] 10,507] 2,050} 598} 1,313) 1,625} 97 || 30,617 
1936-37.............] 2,452) 1,628) 243] 207] 146 | 2,766] 1,037 | 5,545) 2,084] 11,005) 2,169) 1,187 | 1,645) 2,783] 206 || 35,053 
1937-38... .....| 2,452) 1,628) 243 | 207} 233 | 2,766) 1,037 | 5,545) 2,084] 11,005) 2,169] 1,137 | 1,645) 2,783} 206 || 35,140 
1938-39. . .| 2,453] 1,629) 248 | 207] 286 2,769] 1,037 | 5,561) 2,084) 11,017} 2,179) 1,137 | 1,673] 2,784) 206 || 35,215 
Number of persons ‘absent 
on medical certificate. 
LOSS SO ine cel ates Oa. 443) 411) 45 35 58 548] 197 901; 686) 3,157; 439) 178 37e) 1390) 15 7,876 
AGSG—S Givens cae ee 573} 500) 40 59 74 646] 222 | 1,508) 749) 3,430) 519] 210 502} 495} 18 9,545 
LOST OSs aah ly aot 446, 470] 43 52 77 513} 184] 1,328] 607} 3,101} 471) 228 397} 402) 16 8,335 
1938-39. . 593} 507) 46 51 82 648} 254 | 1,576) 697) 3,524) 535} 263 TS auld 972 9,826 
Total illnesses on “medical 
certificate. 
ROSS -SOn ay oes wat 563} 581; 50 42 72 718} 243 | 1,128) 1,007) 4,267) 563} 252 566, 499) 25 || 10,582 
LOSE OTN kee 760| 754, 48 69} 104 859} 302] 2,081) 1,108} 4,772} 689) 306 737, 640! 27 || 138,256 
MOSS Saw Mesh cue ae 571) 662) 48 61} 121 673} 240 | 1,778} 867] 4,226) 657| 346 545) 522) 19 || 11,386 
1938-39. . 744, 715) 62 61} 139 837} 309 | 2,152} 938) 4,894) 699} 406 733| 677) 31 || 18,397 
Sick leave on medical certi-_ 
ficate—Total eth lost. 
1935-36. . 3 .| 9,531} 10,532] 1,658 | 1,164 | 1,172 | 13,923} 3,900 | 20,182) 13,718] 73,286) 10,640) 4,139 | 8,182) 10,689] 418 || 183,129 
LOSES Tone fase 11,835} 10,938} 1,206 | 1,409 | 1,321 | 14,372) 5,687 | 29,786) 14,059] 79,137] 12,107] 5,103 | 10,130) 11,300} 356 || 208,746 
HOSTESS sere ANC 5 10,043} 10,423) 1,015 | 1,056 | 1,424 | 12,157} 4,398 | 30,248) 11,879] 80,167] 12,697] 4,641 | 8,689) 10,669} 428 || 199,934 
1938-39. . ..| 12,370) 9,929} 1,214 | 1,544 | 1,177 | 14,748] 4,784 | 32,606} 12,055] 77,962) 11,794] 6,059 | 9,598] 11,782} 375 || 207,992 
Percentage time lost) 
L9OSS=S6 ee eas |) 49) 2509 Dara nie6Or 2215 a Sh] 4 23) TG ll aM 2e 82 wel evel ook aos OSieeze lol iia 1.99 
1986-87 622. s -|  160) 2.23) 165)) 2.26 |) 3.011) 0.73) 1.82.) 1.78) 2.24) 2.389) 185) 1049) 2 Ob aes 5iOro7 1.98 
1937-38. . vee esd) 2.36) 2512) 1538) )) 1269/1202) 1) 41.46) 140i 1 Si) 1 Sol 2 4c Oa sr s5.1 a7 bated Odo 1.88 
1938-39... | 1.67| 2.02) 1.65 | 2.47) 1.65} 1.76] 1.53 | 1.94) 1.92) 2.34) 1:79) 1.76| 1.90) 1.40) 0.60 1.96 
Casual leave, 8 days” per 
annum—Total days lost. 
1935-86.............} 2,662} 5,712) 165] 426] 564] 3,752) 1,543 | 5,759) 4,799) 13,129) 1,960) 1,777 | 2,510) 2,373] 153 || 47,290 
1936-37.............| 2,675) 5,532} 213} 480} 807 | 4,457] 1,534 | 11,151] 4,968] 14,294} 2,323] 2,523 | 2,981] 2,562} 182 || 56,682 — 
1937-38.............| 2,746} 5,313) 157] 646] 793} 4,229) 1,482 | 5,804] 4,681) 13,341} 3,031] 2,559 | 2,821} 2,408) 206 || 50,217 
POISSHSO UM ee enL aes 3,034} 5,256) 218 | 511 |1,010 | 4,508) 1,857 | 11,802} 5,134) 15,001] 2,811] 2,703 | 3,418} 2,904) 198 || 60,365 
Average days eer pores 
1935-36. . LAW Mss 4 I ONGHl Me dak) wohl 15.14 Li3| i ue222) je hele sO rE oeO i. Ola ol] Pale 1.5 
19S6—3 (ee sae ees LU) BAe OSS Zea) | HOLS: 16), 1-5 2:0) ep 2' 4) VS | alah, (2a Sie .0.9\ 0:9 1.6 
LOS TOSi oe tae te DOA ST ol WOnO ap emton Liu) a I best gaunt le LEO 2 eho res 2h Alm 23 Le7\ OF Ol > TO) 1.4 
1938-39..... HQ SA Osoutee conn 43 LAGhi LES Dell Wie? Ol dat Webel ane: 2.01) Olea ia 
Total days lost, ‘sick and 
casual. 
1935-36.............| 12,193} 16,244] 1,818 | 1,590 | 1,736 | 17,675) 5,443 | 25,941} 18,517] 86,415) 12,600] 5,916 | 10,692) 13,062} 571 || 230,419 — 
1936-37.............| 14,510} 16,470) 1,419 | 1,889 | 2,128 | 18,829) 7,221 | 40,937] 19,027] 93,431) 14,480] 7,626 | 13,111] 13,862} 538 || 265,428 
1937-38. . .....| 12,789} 15,736] 1,172 | 1,702 | 2,217 | 16,386} 5,880 | 36,052} 16,560 93,508} 15,728} 7,200 | 11,510} 13,077) 634 || 250,151 
1938-39. . 15,404} 15,185) 1,482 | 2,055 | 2,187 19, 251] 6,641 | 44,408) 17,189) 92,963] 14,605) 8,762 | 13,016) 14,686) 573 || 268,357 — 
Percentage days. lost, ‘sick 
and casual. 
1935=36.0 oe. cce se], LOU) Sh23) 2.361 21s Sauls bite So) keno) 207s 2.Sopn ats Ool oe oO nl 2ac ees OCR OD 2.51 
TOSH OTS LA as 1.97))3.:86)) 1494013203) 04.84) (2.26) 2.31) 2545) 13.03) 2/82) 2021) 252358 QnGbinels Gon Osada 2.52 
1OSTASS Hwee es 12 73i 13.20) 1260) e2h729 83 05.) 91.96) V88ahy 2215) 72.63) 2581) 2-402 RON 232 eel ool t 02, 2.36 
HOSS-—BO Neal) sake 2: 08}, 3.09) 1.954 )F32 29°) 73.07) || 2.30) 22125)" 2264) 92.73) 279) a2. 221) (2555 Ie rosie zo 0.92 2.529) 


(@) Department of Auditor General included in Finance. 


(2) Miscellaneous includes the following Departments: External Affairs, Governor General, House of Commons, International Joint Commission, Library of Parlia- — 
ment, Prime Minister, Privy Council, Senate. 


(3) Exclusive of age not stated. 
(4) In 1935-36, 300-day year was taken; in 1936-37, 301-day year was taken; in 1937-38, 302-day year was taken and in 1938-39, 302-day year was taken. 
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TABLE 2 — SUMMARY OF ALL ILLNESSES AND ACCIDENTS IN THE CIVIL SERVICE OF CANADA BASED ON 
THE GROUPINGS OF THE INTERNATIONAL LIST OF CAUSES OF DEATH, FOR THE 
FISCAL YEARS 1936-37, 1937-38 AND 1938-39. 


Int. Total illnesses Days lost Average days lost 
a Class SS So | eo pe eae a 
1936-37 | 1937-88 | 1988-39 | 1936-37 | 1937-38 | 1938-39 y 1936-37 | 1937-38 | 1938-39 

I Infectious and parasitic diseases..} 4,713 2,218 4,096 48,651 30,649 44,131 10 14 11 
II Cancer and other tumours....... 124 120 123 5,988 5,360 5,588 49 45 45 

Til Rheumatic diseases, diseases of 

nutrition, endocrine glands and 
other general diseases......... 815 854 858 14,332 15,079 14,385 17 18 17 

IV Diseases of the blood and blood- 
LOUMAIN SOFC ADS sere eralelaa. 59 47 48 1,558 1,397 1,846 26 30 38 

Vv Chronic poisonings and intoxica- 
GIOTS wa 2 a a an il 3 1 127 36 48 127 12 48 

VI Diseases of the nervous system and 
organs of special sense......... 955 908 910 24,078 23,845 22,541 25 26 25 
Vil Diseases of the circulatory system 636 657 711 19,265 21,682 22,050 30 33 31 
Vill Diseases of the respiratory system] 2,108 1,899 2,115 24,182 21,323 22,815 11 11 11 
IX Diseases of the digestive system..] 1,418 2,229 2,095 27,036 34,034 31,492 19 15 15 

x Diseases of the genito-urinary sys- 
tem (non-venereal)........... 404 374 379 8,418 9,380 7,903 21 25 21 

XII Diseases of the skin and cellular 
ISSUC APY re PRR cot anrits ccf. 449 481 485 6,041 6,199 6,836 13 13 14 

XII Diseases of the bones and organs 
Ol LOCOMOLIONEE + 17h seek 132 140 103 3,296 2,951 1,954 25 21 19 
OVID A CCI eNtS 2.0, cnehicleinabebeec es gts 1,192 1,185] 1,222@) 20,379 22,552 21,629 17 19 18 
XVIII | Ill-defined and unknown causes... 200 139 167 33221 2,345 2,951 16 17 18 
XIX Preventive medical care®........ — 5) 2 — 19 6 — t 3 
Olas weg aa ater: ate 13,206 11,259 13,315 206,572 | 196,851 | 206,175 16 17 15 


@) Does not include 72 carry-over accidents, with 3,066 days lost, and an average days lost of 43. 
(2) Does not include 72 carry-over accidents, with 1,776 days lost, and an average days lost of 25. 
(8) Figures not available for 1936-37. 


Norer: Totals not corrected for short term and year end periods of illness. 
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TABLE 4 — SHOWING THE FIFTY PRINCIPAL CAUSES OF ILLNESS IN THE CIVIL SERVICE OF CANADA 
DURING THE THREE FISCAL YEARS, 1936-37, 1937-38 AND 1938-39. 


Cause of illness 


Total illnesses 


1936-37 


1937-38 


1938-39 


Total days lost 


1936-37 


1937-38 


1938-39 


Average days lost 


1936-37 


1937-38 


1938-39 } 


CON OOhWhHre 


Influenza (all forms).............. 
Tuberculosis - pulmonary......... 
Tuberculosis — non-pulmonary..... 
Cancer — digestive tract........... 
Cancer — other sites............... 


BONERS ew terre de. cee so 5 
Benign tumours — other organs..... 
Rheumatic fevers. lege. <iels sie eo > 
Chronic rheumatism, gout and arth- 
TUGISE CAL LOMTNIS) seit clot ete e cele s 
Fibrositis, myalgia, lumbago, sciatica 
QNGUPCTINGUTItIS' «08.2 jenslss sss 
Waele yt Pyles tis, cic ani hceseseite ates 
Anaemias (pernicious and other)... 
Cerebral haemorrhage............. 
General paralysis of the insane, de- 
mentia praecox, manic depressive 
and other psychoses............. 
Neuralgia and neuritis............ 
Functional diseases — nervous...... 
Diseases — Organs of vision........ 
Diseases — Ear and mastoid........ 
Myocarditis, endocarditis, valvular 
diseases of the heart and, pericar- 
GUT Eis 4 leks Sik susie Opec ten PERI E a eae ee 
Diseases — Coronary arteries, angina 
OCCLOLIS eee meni c me arald tv sho 
Functional diseases — heart........ 
Hypertension, hypotension......... 
Misemorrhoids. - oi... ee ees cee 
Varicose veins, phlebitis........... 
Diseases — Lymphatic system...... 
Colds, coryza, rhinitis............. 
Diseases — Larynx, Vincent’s angina, 
CMOS ch Nocile hea SSO EAC RCE ERE Ene aaa ae 
Bronchitis (all forms)............- 
Pneumonia (all forms)............ 
TA GUVTERN 501 9 a9 aa on OER 
IASC MIMA WRAY MOVED. aginii- wes. oi ies 
Diseases — Buccal cavity, annexa. 
Diseases — Tonsils, adenoids, quinsy 
Gastritis (acute and chronic), indi- 
ROSHLOM re ee rere craves els uel eee 
Ulcers (gastric and duodenal)....... 
PATODCTICICIUIS Hrmeras elae lie widis|s. sie schel 
Hernia, intestinal obstruction...... 
Biliary calculi, gall stones, cholecys- 


Nephritis (all forms), uraemia...... 
Diseases — Urethra and prostate.... 
Diseases — Female genital organs, 
_ menstrual disturbances.......... 
Boils, carbuncles, furunculosis...... 
Abscesses, cellulitis............... 
coon enadiag eczemas, herpes zoster, 
All wounds — Lacerations, bruises, 
ADLASIONS erent sa Seep < a's's-p 3.8 
Fractures (any part of body)....... 
Sprains y lUXAwWons vas .cleeruclse ee «+s 
Exhaustion, debility (unspecified) . . 
pclae, fever, fainting and dizzi- 


3,920 
64 

6 

18 
34 


37,067 
8,421 
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TABLE 5 — SUMMARY OF ACCIDENTS IN THE CIVIL SERVICE OF CANADA BY DEPARTMENTS OF 


GOVERNMENT FOR THE FISCAL YEARS 1936-37, 1937-38 AND 1938-39. 


2 S £8 
£ % % ao | eo 
aN Wee ea Pane Mae) Risin bee bch 
Bil 2 | a (ei 2 lees 
4 ics) via | ell See 
Population of Department 
1 SAN oa Sa 2,452] 1,628} 243} 207) 146 2,766] 1,037 
OST ESS weak ee tee 2,452] 1,628) 2438 | 207 | 233 | 2,766) 1,037 
1938-89............] 2,453) 1,629] 243 | 207 | 236 2,769) 1,037 
Number of Accidents 
LOSGES Tee ceiiemekus ¢ 49 46 5 5 7 52 22) 
193 (= SS i isin eat 50 46 5 2 6 55 21 
19S8—89 iin, sence: 60 40) 2 4 11 58 18 
Percentage of Accidents 
LOSG=S Tee. ce aeiek 2.00} 2.83} 2.06 | 2.42 | 4.79 1.88} 2.12 
1937-38. ...-0-| 2.04) 2.83] 2.06 | 0.97 | 2.58] 1.99) 2.038 
LOSS HBO eres sisiees coi 2.45) 2.46) 0.82 | 1.938 | 4.66 | 2.09) 1.74 


@) Department of Auditor General included in Finance. 


National 
Revenue 


9 
= 
3 
o 
es 
— 
s 
q 
° 
1 
3 
A 


Pensions and 


Post Office 


11,005 


Public Works 


Secretary 
of State 


Trade and 
Commerce 


Transport 
Miscellaneous® 


2,783] 206 
2,783} 206 
2,784, 206 


bo 
a] 
mE DO 


(2) Miscellaneous includes the following Departments: External Affairs, Governor General, House of Commons, International Joint Commission, Library of Parlia- 


ment, Prime Minister, Privy Council, Senate. 
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Introduction 


The purpose of the data presented in this section 
of the Committee’s report on Health Insurance is to 
furnish as complete a picture as possible of the public 
hospitals operating in each province, since under 
any National Health Insurance plan, the public 
hospitals throughout Canada will be called upon 
to provide the facilities and services necessary to 
meet the increase in hospitalization which will inevi- 
tably occur under a National Health Insurance plan, 
and it is upon the data here presented that additional 
needs in hospital facilities and services must be pre- 
dicated. 

The first census of hospitals and kindred institu- 
tions was undertaken by the Institutional Statistics 
Branch of the Dominion Bureau of Statistics in 1931 
and the growth of hospitalization in Canada since 
that year can best be exemplified by making a com- 
parison between the census figures of 1981 and those 
of 1940 which were the latest figures available at the 
time this study was made. 


In 1931 the various types of hospitals in operation 
and the number of each type were as follows: Public 
Hospitals, which include General, Women’s, Child- 
dren’s, Isolation, Convalescent, Red Cross and In- 
curable, 575; Private,164; Tuberculosis Sanatoria, 
31; Dominion Hospitals, 836 and Mental Hospitals, 
58, making a total of 864, with a total bed acco- 
modation of 85,801. The 806 hospitals, which include 
public, private, tuberculosis and Dominion admitted 
593,668 in that year, while the total under care was 
697,188. The fifty-eight mental institutions admitted 
10,059 and had a total of 39,986 under care during 
the year. Thus in 1931, 603,727 persons were 
admitted to all hospitals with a total of 737,169 
under care during the year. 

At the end of 1940, there were in operation in 
Canada a total of 1,173 hospitals, an increase over 
the number in 1931 of 309 or 35.5 per cent. The 
greatest increase in the number is found in Dominion 
hospitals which rose from 36 in 1931 to 178 during 
1940. To provide services for soldiers on active 
service made necessary by wartime activities, the 
Dominion Government increased the number of its 
hospitals throughout Canada and besides those now 
in operation several more are under construction 
and construction approved as it is anticipated that 
the need for beds will increase as the armed forces 
expand. The bed capacity of hospitals rose from 


Material for Part V, Section 2, compiled by J. C. Brady, 
ere Institutional Statistics Branch, Dominion Bureau of 
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379 


85,801 in 19381 to 122,302 in 1940, an increase of 
36,501 beds or 42.5 per cent increase. Beds in 
public and private hospitals rose from 45,656 in 
1931 to 62,964 in 1940. In the same period beds for 
tuberculous patients increased from 6,044 to 10,459, 
while beds in Dominion hospitals increased from 
3,592 to 9,486. Beds in mental hospitals rose from 
30,516 to 39,441 and beds in private hospitals in- 
creased from 1,637 to 4,248. The present increase 
in hospital beds in the nine provinces was as follows: 
Prince Edward Island, 21.8; Nova Scotia, 54.0; 
New Brunswick, 48.4; Quebec, 48.0; Ontario, 40.0; 
Manitoba, 41; Saskatchewan, 44.5; Alberta, 50.0 and 
British Columbia, 40.0. 

The total number of adults, children and newborn 
under care in public and private hospitals in 1940 was 
1,083,279; in tuberculosis institutions, 21,002; Domi- 
nion hospitals, excluding Military and R.C.A.F. 
hospitals, 38,622 and in mental hospitals, 56,823. 
Excluding Military and R.C.A.F. hospitals, the total 
number under care in all other hospitals in 1940 
exceeded the number under care in 1931 by 412,557 
or 56 per cent. 


The number of admissions during 1940 to the 
different classes of hospitals were as follows: General 
Public, 951,370; Private, 40,840; Incurable, 2,278; 
Dominion (excluding National Defence—Military, 
Air Force and Navy), 29,376; Tuberculosis, 11,524 
and Mental hospitals, 9,828, giving a total of 
1,045,211 persons admitted to hospitals in Canada 
during 1940. 

Since under a National Health Insurance plan the 
public hospitals of Canada must provide accommo- 
dation and services for the care and treatment of 
increased numbers who will need surgical or medical 
care, the fullest possible information regarding 
general public hospitals in Canada is given in this 
section of the Committee’s report. As mental hos- 
pitals, sanatoria and hospitals for incurable diseases 
are for those classes of patients for whose care 
financial provision has been otherwise provided, only 
general information is supplied. 


Plan of Presentation 


To obtain an accurate and clear picture of the 
distribution of public hospitals in each province, the 
following method was followed. Public hospitals are 
shown by census divisions and counties. The popu- 
lation of each county or census division is first given, 
its area and the population to the square mile. Then 


the location of public hospitals within each county 
or census division is given with their bed capacities, 
beds per 1,000 of the resident population, patients 
treated during the year, days’ treatment given, per 
cent of beds occupied, average stay, revenues and 
expenditures and cost per patient day. By this 
arrangement, comparison of hospital care in the 
different geographic areas can be made, variations 
in the number hospitalized noted and a general pic- 
ture of hospital facilities in each geographic area 
obtained. 

The extent to which use is made of the facilities of 
any hospital is influenced by several factors, among 
which may be mentioned the public attitude towards 
hospitalization, the standing of the hospital from 
both public and professional standpoints, economic 
conditions of the patients, accessibility or otherwise 
of hospital to patients needing care, facilities avail- 
able, ete. 
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The volume of hospital service as shown by the 
number of patients treated and the days’ care pro- 
vided in the public hospitals are facts of outstanding 
importance to all interested in the matter of pro- 
viding for future hospital facilities to meet the in- 
crease in hospitalized cases which inevitably would 
follow any plan of National Health Insurance. 


As to future hospital requirements, it is not possi- 
ble to give a direct answer as the needs of any com- 
munity depend on a number of factors outside the 
present study. Only by a careful examination of 
existing hospital facilities in each census division 
and each county can future needs be envisioned. 


It is hoped that the tables in this section will prove 
of substantial assistance in evaluating present fa- 
cilities and possible future trends in hospitaliza- 
tion. 


TABLE 1 — HOSPITALS OPERATING IN CANADA — 1940 


Classification Canada Tied a emis Quebec | Ontario |Manitoba|Saskatchewan| Alberta apie pee 
General iiscgcdyo aa 494 a 27 15 57 111 38 78 83 71 10 
Women’s.......... 10 = 2 1 3 3 — = 1 — — 
Children’s.......... 11 = 1 = 3 2 1 1 1 2 — 
Fsolation® ..s0. 0... 16 aa 1 — = 5 2 1 3 — — 
Convalescent....... il — —_ — 3 7 1 == = = =H 
Red Cross......... 42 — — _— — 29 — 9 = 4 
Not classified....... 9 — = — 6 1 _ —_— 2 — —_— 

Mo tals... ac ce 593 4 31 16 76 158 42 89 90 77 10 
Special — 
Incurable........ 20 — — 1 5 8 1 1 3 1 —_— 
Tuberculosis..... 40 ) 3 3 11 13 4 5 1 1 = 
Mental 60 1 17 1 10 16 4 2 5 4 —_ 
Mo tals erst ive. 120 2 20 5 26 37 9 6 9 6 _ 
Privatenacwe ash: 322 — 4 5 49 59 10 109 45 41 — 
Grand Totals..} 1,035 6 55 26 151 254 61 204 144 124 10 
SD ee eo eee eee ee Ee ee 
Nore: — Due to rapid expansion of Dominion hospitals it was not possible to ascertain the number operating at the end of 1940. 


Cuaprer II 


Prince Edward Island 


The population of Prince Edward Island on June 
2, 1941 was 95,047 of which 49,228 were males and 
45,819 were females. Of the total population, 
70,707 or 74.4 per cent were rural and 24,340 or 
25.6 per cent urban. 


There are four public hospitals in the province, as 
well as one public mental hospital and one provincial 
sanatorium. 


The number of beds in general public hospitals per 
1,000 of the population was 3 and for all hospitals 
6.8. The number of admissions to the four public 
hospitals in 1940 was 6,643, of which 633 were in- 
fants born in hospital; the rate of admissions per 
1,000 of the population was 68. The rate of ad- 
missions per 1,000 males was 65 and for females 75. 


Hospital Legislation 


1. Public Hospitals: These hospitals do not 
operate under a Hospital Act, because, outside of 
incorporated cities and town, there are no municipali- 
ties. There is no per diem grant by the Government 
but an annual lump sum is given to the hospitals. 
The annual grant is about $2,000 to each hospital. 
Incorporated communities which control the four 
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public hospitals have the power under their Act of 
Incorporation to make a special levy if deemed 
necessary. 


2. Provincial Sanatorium: The Provincial Go- 
vernment is responsible for maintenance expenditures 
as defined under the Provincial Sanatorium Act. 
The Government pays expenditures carried over from 
previous years and capital expenditures. In 1941, 
out of a total revenue of $84,699 earned by the Pro- 
vincial Sanatorium, the Government’ share was 
$66,000 and that of paying patients $17,617. 


The average cost of maintaining a patient in the 
Sanatorium in 1941 was $2.20, and the total expen- 
ditures $64,022.40. Included in the Provincial 
Grant was $20,000 to pay for previous year’s deficit 
and capital expenditure. 


3. Mental Hospiial: There is one mental hospital 
owned and operated by the Government. The 
yearly cost of maintenance is around $100,000 a year. 
In 1941 maintenance expenditures were $127,092. 
Less than $10,000 was received from paying patients. 
The average daily number of mental patients under 
care in 1941 was 271 and the average per patient day 
cost $1.30. 


CuHaPpTeER III 


Nova Scotia 


The population of Nova Scotia on June 2, 1941 was 
577,962, of which 296,044 were males and 281,918 
were females. Of the total population, 168,840 or 
29.2 per cent were under 14 years of age and 47,028 
or 8.1 per cent 65 years of age and over. Of the 
total population, 310,422 or 54 per cent were rural 
and 267,540 or 46 per cent were urban. 


The province is divided into twenty (20) counties, 
has an area of 20,743 square miles with an average of 
27.6 persons to the square mile. 


Hospitals 


Nova Scotia has 31 public hospitals with a bed 
capacity of 2,644 beds or 4.6 beds per 1,000 of the 
population. The number of patients treated in these 
hospitals in 1941 was 58,356 or 10.2 per cent of the 
population. The total days’ treatment was 619,954, 
giving an average stay of 10.6 days per patient. 
Twenty-eight hospitals reported revenues. of 
$1,645,120 and expenditures of $1,760,733. The 
three hospitals not reporting expenditures gave 
98,045 days’ care which, based on the average 
per diem maintenance cost of the hospitals report- 
ing, would amount to $278,447, raising the total 
expenditures to $2,039,180. 


Hospital Legislation 


The public hospitals of Nova Scotia operate under 
a Hospital Act and the responsibility for indigents 
admitted to general hospitals is fixed on the munici- 
pality in which such persons have settlement. 
Each hospital has authority to make certain by-laws 
and regulations which must be approved by the 
Governor-in-Council; also all hospitals receiving 
Government aid are required to make returns to the 
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Department of Public Health. All hospitals receiv- 
ing Government aid are subject to inspection by an 
official authorized by the Governor-in-Council and | 
aid may be withheld if the reports of the inspector 
are not deemed satisfactory. 


The province pays at the rate of 30 cents a day for 
each day’s actual treatment until the amount in any — 
one year in any one hospital reaches the sum of 
$1,500; after such aid amounts to said sum, twenty — 
(20) cents a day for each day’s care is paid. Muni- | 
cipalities pay $2.00 a day for indigents. 


Tuberculosis Institutions—The province has two 
sanatoria devoted exclusively to tuberculosis pa- 
tients, viz., Nova Scotia sanatorium, over 300 beds, 
which is owned by the province; Halifax Tuber-— 
culosis Hospital, owned and operated by the City 
of Halifax (80 beds), while seven (7) General hos-_ 
pitals operate tuberculosis annexes with over 200 
additional beds.’ At the end of the year 1940, Nova 
Scotia had 600 beds for tuberculous patients. 


Total revenue earned by the two sanatoria in 
1940 was $842,082 and total expenditures were 
$340,469, while the estimated per patient day cost. 
was $2.40. 


Menial Instituttons—Nova Scotia has seventeen 
(17) institutions for the care of the mentally sick. 
Two of those are Provincial hospitals, six County — 
hospitals and ten Municipal institutions. The bed — 
capacity of these institutions is 2,474. 


The number of patients under care in hospital 
on December 31, 1940 was 2,182. 


Total receipts during the year amounted to 
$887,238.76 and total expenditures $891,975.67. 


CHAPTER IV 


New Brunswick 


The population of New Brunswick on June 2, 
1941 was 457,401, of which number 234,097 were 
males and 223,304 were females. Thirty-two per 
cent of the population (145,791) were under 14 years 
of age and 46,747 or 10.2 per cent over 60 years of 
age. The population to the square mile was 16.4. 


Hospital Legislation 


There are no regulations governing general public 
hospitals in New Brunswick beyond the provincial 
requirements that the by-laws and regulations under 
which the hospitals operate must be approved by the 
Governor-in-Council and further that under the 
authority of the Provincial Health Act the Chief 
Medical Officer of the province is general inspector of 
all public hospitals. 


Provincial Grants 


Provincial grants to public hospitals are annual 
lump sums and are not based upon per diem con- 
sideration. 


Hospitals 


New Brunswick has sixteen (16) general public 
hospitals with a capacity of 1,590 beds which gives 
3.5 beds per 1,000 of the general population. The 
number of patients treated in 1940 was 29,003 or 
6.4 per cent of the population. The number of days’ 
treatment given to patients in all public hospitals 
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was 339,586, the daily average number under care 
was 888 and the average days’ stay 11.7 days. 


Total expenditures for maintenance of patients 
amounted to $1,120,600 with a per capita day cost 
of $8.30. 

Tuberculosis Institutions 


The province has three sanatoria with 540 beds, 
of which one is Municipal (East Saint John), one 
Provincial (Jordan Memorial, The Glades) and one 
(Sanatorium Notre Dame de Lourdes de I’ Institution 
Lady Dunn, Vallee Lourdes) under lay and religious 
auspices. 


The average daily population in these sanatoria 
during 1940 was 524. Total revenues amounted to 
$405,562, of which the province contributed 50 per 
cent, municipalities, 37.4 per cent and patients 
7 per cent. Expenditures amounted to $424,780 
with an estimated per capita daily cost of $2.50. 


Mental Institutions 


New Brunswick has one mental hospital—The 
Provincial Hospital, Saint John—with 1,160 beds. 

The number of patients under care on December 
31, 1940 was 1,146 with 399 on parole. 


Total receipts amounted to $369,150 and total 
maintenance expenditures to $358,566, giving an 
average per capita per diem cost of 98 cents. 


CHAPTER V 


Quebec 


The province of Quebec has an area of 594,534 
square miles, which exceeds the combined areas of 
France, Germany and Spain by over 2,600 square 
miles. Its natural resources are rich, varied and 
extensive. It has extensive timber resources for 
great pulp and paper industries; its rivers like the 
St. Lawrence are transportation routes and supply 
increasing electrical power. Its asbestos deposits 
are extensive, as also those of gold and copper, while 
its fisheries are well known. Agriculturally, the 
climate and soil of the upper St. Lawrence and the 
plains of the Eastern Townshipsareeminently adapted 
for agriculture. 


The population of the province on June 2, 1941 
was 3,331,882, which gave 5.6 persons to the square 
mile. Of the total population on June 2, 1941, 37 per 
cent were rural and 68 per cent urban. Quebec is 
divided into 67 counties, including the Madeleine 
Islands. 
5,000 population and over. The six largest urban 
centres are Montreal, Quebec, Verdun, Trois- 
Rivieres, Sherbrooke and Hull. 


Hospital Legislation 


Quebec has no provincial requirements concerning 
. Hospital Regulations. Up to the present time, hos- 
pitals can be opened without a permit of the Govern- 
ment or Municipality. The responsibilty for their 
functioning rests upon the proprietors or directors 
of the institution but hospitals, being public institu- 
tions, have to make a report to the Government in 
the matter of the number of beds, patients treated, 
etc. Hospitals once erected are submitted to the 
law governing “public buildings’. 


Public hospitals in the province receive support 
from the Public Charities Fund which is operated by 
the Government. For the purposes of allocating 
grants, the hospitals are divided into three classes:— 
Class Al—General hospitals with a minimum of 40 
beds for the use of indigents. Cost $3, of which one 
third is paid by the Bureau of Charities, one third 
by the municipality and one third by the hospital. 
Class A2—Hospitals with a minimum of 25 beds for 
use of indigents. Cost was fixed at $2.01 with the 
same distribution as under Al. Class A8—In hos- 
pitals where there is a minimum of 15 beds for indi- 
gents, as also in hospitals for incurables, the cost is 
fixed at $1,50 a day with the same distribution as 
above. 


The province has 41 urban centres of 
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Maternity cases.—After an investigation at different 
hospitals which have maternity cases, the Govern- 
ment has allotted a certain number of beds to each 
hospital and the Quebec Public Charities pays 365 
days a year for each bed at the rate of $3 per day. 


Babies born in public hospitals of indigent mothers 
are paid by the Government at the rate of 20 cents 
per day. A similar sum is paid by the municipality. 


Incurable hospitals recive one dollar a day for 
incurables requiring some medical treatment and 
7¢ cents a day for those requiring hygiene care but 
no medical treatment. 


Public Hospitals 


Sixty-five per cent of the public hospitals in 
Quebec are controlled and operated by Catholic 
religious orders. Three large hospitals under lay aus- 
pices and one municipal are staffed and operated by 
members of religious orders. Twenty-two public 


hospitals are under the auspices and control of lay — 


corporations, two are municipal, one county, one 
Jewish, one Shriner’s, one Salvation Army and one 
attached to the University of Montreal. 


The number of public hospitals operating in — 


Quebec in 1940 was 76. These hospitals had a bed © 


capacity of 14,482 beds, which gave 4.4 beds per 
1,000 of the population. The city of Quebec, with 


seven hospitals having 1,723 beds, was the second — 
largest hospitalized centre with 8.6 beds per 1,000 of — 


the population. The two cities of Montreal and 


Quebec had 71 per cent of the total bed capacity of 


all public hospitals in the province. 


The number of patients treated in Quebec public : 


hospitals in 1940 was 201,881 which was 6.1 per 
cent of the total population. The days’ treatment 
given were 3,776,625 with an average days’ stay of 
18.7 days. Many of the Quebec public hospitals 
take in incurable and tuberculous patients whose 


stay is longer than that of patients who enter the - 


general division of the hospital. This serves to 


explain the high average stay in Quebec public hos- — 


pitals in comparison with the average stay in the 
other provinces which segregate incurable and tuber- 
culous patients cared for in the general hospital 
divisions. 

Sixty-nine of the seventy-six public hospitals re- 
ported revenue of $12,801,386 and expenditures of 
$13,414,168, with an average cost per patient day of 
$3.75. gg 
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Tuberculosis Institutions 


There are eleven sanatoria with 2,404 beds and 
553 beds reserved for tuberculous patients in general 
public hospitals, a total of 2,951 beds. Contracts 
have been awarded for 650 additional beds which 
will raise the total to 3,641 beds in 1941, i.e. 1.38 beds 
per death. 


There were eleven anti-tuberculous dispensaries in 
the province in 1940 at which 34,255 patients were 
examined. The province is divided into 44 sanitary 
units consisting of 52 counties. Ten full time 
specialists and five part time clinicians were devoting 
full and part time to this field. The number of 
clinics held in 1940 was 1,445 at which 41,745 patients 
were examined. 


The revenue of the eleven sanatoria in 1940 was 
$1,185,852, of which sum $767,693 were provincial 
grants, $229,489 municipal grants, $23,606 Domi- 
nion Government contributions and $89,454 from 
patients. There was a total of 3,990 admissions 
during the year with a daily average population of 
2,501. Total patient days were 985,364 and the 
estimated cost per patient day $2.00. 
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Mental Institutions 


Quebec has seven mental hospitals under provincial 
control. In addition to these, there is one Dominion 
hospital at Ste. Anne de Bellevue and one private 
institution. The total bed capacity for the use of 
mental patients in above hospitals is 11,926. 


On December 31, 1940, there were 13,293 patients 
under care, of which number 9,745 were with psy- 
choses, 3,860 were mental defectives and all other 
types 188. There was an additional 1,459 under 
care in boarding homes. 


Total revenue was $6,085,930.83, of which 
$2,910,480.56 came from _ provincial sources, 
$611,824.46 from the Dominion Government, 
$480,830.94 from paying patients and $2,082,794.87 
from all other sources. 


Total expenditures came to $6,097,252, of which 
sum. $3,740,236 were for direct maintenance of 
patients and $2,357,016,58 for non-maintenance ex- 
penditures. 


CHAPTER VI 


Ontario 


Ontario, the second largest province in Canada, 
has an area of 412,582 square miles and its popula- 
tion on June 2, 1941 was 3,787,655 which gave 9 per- 
sons to the square mile. Of the total population, 
923,523 or 25 per cent were under 14 years of age; 
2,631,784 or 69.6 per cent between 15 years and 64 
and 201,325 or 5.4 per cent 65 years of age and 
over. Of the total population, 1,449,022 or 38.2 
per cent were rural and 2,338,683 or 61.8 per cent 
urban. 


The census population is based on counties, of 
which Ontario has 54. Northern Ontario comprises 
the districts of Algoma, Cochrane, Kenora-Rainy 
River, Thunder Bay, Timiskaming, Nipissing and 
Parry Sound. There are 43 public hospitals in this 
section with 2,280 beds to meet the needs of the 
population which on June 2, 1941 was 363,187. 
The average number of hospital beds in this area per 
1,000 of the resident population was 6.1. Southern 
Ontario, which comprises 47 counties, has a popula- 
tion of 3,424,518 and has 115 public hospitals with 
14,113 beds or 4.1 beds per 1,000 of the population. 


The following counties have no public hospitals 
but are served by hospitals in adjoining counties 
(the population of each county is also given): — 
Addington, 7,024; Dundas, 16,119; Glengarry, 
18,803; Grenville, 15,931; Lennox, 11,348; Russell, 
17,340; District of Patricia, 10,225. The six cities 
of Toronto, Ottawa, Hamilton, London, Windsor 
and Kingston had 55.9 per cent of the total bed 
capacity of all public hospitals in Ontario. The most 
highly hospitalized population was that of Frontenac 
county with 205 per 1,000 of the population. Other 
counties with high hospitalization rates were:— 
Thunder Bay, 149; Carleton, 185; Stormont, 131; 
Kenora, 1388 and Middlesex, 114. These must be 
considered crude rates as it is not possible to state 
how many were residents of the given county and 
how many came from outside counties to be hos- 
pitalized, or how many left the county to be hospi- 
talized in other counties. Nine counties had less 
than 2 beds per 1,000 of the resident population, ten 
had 2 beds, ten had 3 beds, five had 4 beds, seven had 
5 beds, five had 6 beds and two had 10.5 and 8.7. beds 
respectively. The average for the whole province 
was 4.3 beds per 1,000 of the population. 


The total number of patients treated in Ontario 
public hospitals in 1940 was 322,653, which repre- 
sented 8.6 per cent of the total population. The 
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total days’ treatment was 4,009,128 days and the 
average days’ stay was 12.4 days. The average 
number under care each day during the year was 
9,736. The per cent of bed occupancy in all hos- 
pitals was 67.2. The percentage of bed occupancy 
varied from 81.7 in Carleton county hospitals to 14.0 
per cent in Haliburton county. 


The total revenue earned by all public hospitals 
was $14,797,189 and total expenditures were 
$12,888,990. The estimated cost per patient day 
for all hospitals was $3.22. 


Hospital Legislation 


The province pays at the rate of 60 cents per day 
for every indigent patient up to 120 days and 10 
cents a day for every day in excess of 120 days, with 
the proviso that provincial aid (except in a territorial 
district) shall not exceed the total of all amounts 
received in that year from municipalities. The 
province also pays 30 cents per day up to 14 days 
after birth for newborn babies. 


The municipality pays $1.75 per day for indigents 
and if municipality is in a territorial district the 
government may assist with special grants. The 
municipality also pays 60 cents a day for babies of 
indigent mothers. 


In 1940 the Provincial Government paid statutory 
per diem grants of $1,072,110.44 to public hospitals — 
and a further sum of $183,634.20 to incurable hos- 
pitals, a total of $1,255,744.64. Municipalities paid 
$2,724,364.57 to public hospitals and $509,311.38 
to incurable hospitals, a total of $3,233,675.95. 


Tuberculosis Institutions 


Under an Amendment to the Sanatoria for Con- 
sumptives Act, which came into force on July 1, 
1938, the province of Ontario abolished municipal 
liability for the maintenance of tuberculosis patients 
in sanatoria. Since that date the province pays the 
whole amount. The only municipal obligation is 
to provide transportation, after care upon discharge 
and burial expenses in the event of death. The 
province pays a grant of $2.0714 per day for each 
patient regardless of whether or not the patient 
is an indigent. The sanatorium may, in addition, 
make a reasonable charge from non-indigent patients. 


Ontario has thirteen sanatoria with a bed capacity 
of 3,688 beds. These institutions had under care in 


1940 an average daily population of 3,885. Admis- 
sions totalled 3,161 and discharges 3,090. 


Financial returns made by the sanatoria to the 
Dominion Bureau of Statistics for the year 1940 
showed a total revenue of $2,774,084, of which sum 
the province contributed $2,378,732, the munici- 
palities $21,288 and the Dominion Government 
$90,806. Paying patients contributed $146,289. 
The average cost per patient day was $2.30. 


The province of Ontario is among the foremost 
provinces in adopting preventive measures against 
tuberculosis. The Provincial Government operates 
chest clinics in well over one hundred centres through- 
out the province. Twenty-five other clinics not 
under provincial auspices also are in operation. 


Mental Hospitals 


The public mental hospitals in Ontario are owned 
and operated by the province through the Depart- 
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ment of Health. Neither residence nor indigency 
are considered on admission. The most common 
measures of admission are:—voluntary, by certifi- 
cation of two medical practitioners, commitment by 
a magistrate or by warrant of the Lieutenant 
Governor. 


Generally speaking, the entire cost of maintenance 
is paid by the Provincial Government. 


In 1940, total expenditures in those 15 hospitals 
amounted to $6,254,654.68, of which sum $5,908,819 
was for maintenance of patients. Towards meeting 
these expenditures, the Provincial Government con- 
tributed $4,079,180, the Dominion Government, 
$581,948.34, Municipalities, $234,767.81 and paying 
patients $1,036,199. 


The number of patients in residence on December 
31, 1940 was 14,153, as compared with 14,825 on 
January 1, 1940 and the daily average number under 
care during the year was 138,893. 


CuapTer VII 


Manitoba 


Manitoba, the most easterly of the Prairie Provin- 
ces, has an area of 246,512 square miles with a popula- 
tion on June 2, 1941 of 722,447, which gave 8 persons 
to the square mile. The province is regarded as 
typically agricultural, particularly in its southern 
portion. Its northern parts are important in the 
production of timber and contain besides large 
mineral deposits which are capable of great develop- 
ment. 

On June 2, 1936 the population was 711,216 which 
increased to 729,714 on June 2, 1941. This repre- 
sents an increase of 1.5 per cent during the five-year 
period. Of the total population in 1936, 56.3 per 
cent were rural. The farm population of the 
province comprised 261,167 of which number 143,210 
were males and 117,957 were females. In 1935 
the workers on Manitoba farms totalled 142,202, of 
which number 89,602 were members of family— 
83,070 males and 6,532 females. Permanent em- 
ployees were 5,787, all males, and temporary em- 
ployees totalled 46,873, of which number 44,058 were 
males and 2,815 were females. 

The total number of farms was 57,774, of which 
38,810 were operated by owners, 11,712 by tenants, 
253 by managers and 6,779 by part owner and 
tenant. The total farm area was 15,668,927 acres, 
which was 11.1 per cent of the total land area. The 
average area of a farm was 271 acres. The total 
value of all farm lands was $153,219,000; buildings 
$71,628,000; machinery, $85,792,300; live stock, 
$40,902,400, making a total value of $801,542,600. 
This total does not include automobiles which in 
1936 had a value of $4,344,807. The total amount 
of mortgage debts on owned land and buildings only 
was $51,322,800 and the farms reporting mortgages 
19,499. Lien on live stock, implements and ma- 
chinery was $2,860,700 and the number of farms 
reporting liens 5,476. The total farm expenses in 
1935 were $14,711,880 and the total value of farm 
products $52,296,997. Mortgage and lien debts 
plus expenses totalled $68,395,300. 

Manitoba is divided into sixteen census divisions 
and it is around these divisions that the study of 
its hospitals are based. 


Hospitals for the sick. — Manitoba has 42 public hos- 
pitals. All the census divisions, with one exception, 
are supplied by one or more public hospitals. Divi- 
sion 3 with a population of 24,598, with an area of 
2,577 square miles, has no public hospital. The bed 
capacity of all public hospitals was 4,026 which gave 
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5.5 beds per 1,000 of the population of the province. 
The percentage of beds per 1,000 of the population 
in the various census divisions varied from 0.5 beds 
in Division 5 to 9.3 in Division 6 which includes such 
cities as Winnipeg, St. Boniface and Portage la 
Prairie. The number of patients treated in public 
hospitals in 1940 was 81,042, which represented 11.2 
per cent of the total population. The total days’ 
treatment given was 920,539 days and the average 
stay in hospital 11.8 days. The percentage of bed 


occupancy of all hospitals was 62.6, varying from low © 


31.2 in Division 12 to 70.1 in Division 6. Total ex- 


penditures for maintenance of patients amounted — 


to $8,217,233 which gave an average per diem cost of 
$3.30 per patient day. 


Personnel.— The total personnel of the forty-two hos- — 


pitals was 2,425, of which number 55 were full-time 
and part-time salaried doctors and 71 interns. 
The number of graduate nurses engaged in public 


hospitals was 426. The eighteen public hospitals — 


that had approved schools of nursing had 828 student 
nurses in training and 123 probationers. 
public hospitals had organized medical staffs with 
703 staff doctors in attendance. 


Fifteen — 


Twenty-five hos- | 


pitals with non-organized medical staffs had 182 | 


doctors attending patients during the year. EHight 


a 


public hospitals operated separate units for the © 


treatment of tuberculous patients. 


Tuberculosis Institutions. — Manitoba has three sana- — 


toria with 632 beds. In addition to these hospitals, 
the Municipal Hospitals of Winnipeg devote 140 


beds for tuberculous patients and four Indian hos- — 
In@ 


pitals have 50 beds for tuberculous patients. 
1940 the daily average population was 749, admis- 


—— a a 


sions 1,145, total patient days, 274,226, of which total — 


208,281 days were given in the three sanatoria. 
Total revenue of the three sanatoria in 1940 was 
$425,687, of which total the province contributed 
$137,672, municipalities, $245,332 and the Domi- 
nion Government, $7,398. Total government grants 
represented 91.7 per cent of total revenue. Paying 
patients contributed $18,237, or 4.3 per cent of 
revenue earned. Expenditures amounted to 
$458,549 which gave a per capita cost of $2.30 per 
day for maintenance of patients. 


Mental Institutions. — Manitoba has four mental in- 
stitutions, viz., 

Hospital for Mental Diseases, Selkirk 

Hospital for Mental Diseases, Brandon 


Psychopathic Hospital, Winnipeg 
Manitoba School for Mental Defectives, 
Portage la Prairie. 

The normal bed capacity of above institutions in 
1941 was 2,381. The average daily population 
during the year was 2,867. The number under care 
during the year was 3,663, while total admissions 
was 748. 
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Total revenue amounted to $625,447.79 of which 
the Provincial Government contributed 65 per cent, 
municipalities 10 per cent, Dominion Government, 
4.1 per cent, paying patients 14.5 per cent and re- 
ceipts from other sources, 6.4 per cent. As any 
deficits are met by the Provincial Government, 
above revenues correspond with total expenditures. 


Cuapter VIII 


Saskatchewan 


The area of Saskatchewan is 251,700 square miles. 
With the exception of a narrow strip along the north- 
ern boundary, the whole of the province is overlain 
by generally fertile soil of great depth. The north- 
ern areas are abundantly watered by lakes and rivers, 
rich in timber ressources and prospective mineral 
wealth, while the southern plains include a large 
portion of the great wheat fields of Canada. 


The population on June 2, 1941 was 895,992 
which gives 3.5 persons to the square mile. Al- 
most two-thirds of the population live on farms. 


Saskatchewan for population purposes is divided 
into eighteen census divisions and it is around these 
divisions that this study of hospitalization in the 
province is based. 


The outstanding medical problem in this com- 
paratively new country lies in the unequal distribu- 
tion of its physicians. Eight cities and towns which 
embrace only 15 per cent of the total population had 
45 per cent of all the physicians in the province in 
1940—275 out of 611. Outside of these cities and 
towns only 336 physicians were available to look 
after the medical needs of nearly 800,000 people. 
While in the eight mentioned cities there was one 
physician to every 542 persons, elsewhere throughout 
the province the ratio was one physician to every 
2,300 persons. 


Saskatchewan is organized into local government 
units known as rural municipalities. The typical 
rural municipality is an area 18 miles square, divided 
into townships. The average population of a muni- 
cipality is about 2,100 or about 6% persons to the 
square mile. 


Laws have been passed whereby local areas may 
tax themselves to pay the salaries of doctors and to 
construct hospitals. The provincial government 
pays to all general hospitals 50c for each day’s care 
supplied to patients and one dollar per day’s care 
given in sanatoria. In one municipality of 1,820 
people two physicians are paid $6,000 a year to pro- 
vide medical and surgical services to its residents. 
It should be understood that these two physicians 
are the only ones resident or practising in the muni- 
cipality. Another example of what a full-time doc- 
tor performs is worth recording. In a typical rural 
community with a population of 3,026, a full-time 
physician at a salary of $4,000 is employed. He 
provides general medical services, obstetrical care 
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and minor surgery to these people. He acted also 
as the local health officer. He gave 2,211 office con- 
sultations, 1,527 hospital visits, 187 visits to towns 
and 130 country calls. He attended 58 maternity 
cases, performed 332 minor surgical operations, as 
well as 41 emergency major operations. His mileage 
totalled 2,578. 


In 1940, 97 out of 300 rural municipalities had 
local plans whereby physicians were paid salaries to 
furnish the residents of the area with medical servi- 
ces. In addition, 64 towns and villages have set up 
similar plans. These 161 communities embraced a 
total population of 203,000 or 25.6 per cent of the 
population outside the eight large cities. 


Sixty-one rural municipalities and 14 towns and 
villages pay for hospitalization of their residents. 
The municipality entered into a written agreement 
with a hospital or hospitals whether urban or rural, 
usually for a daily rate of $2.00 to $2.75, in 
return for which all residents of the municipality 
receive all ordinary hospital services. Many other 
arrangements between the municipality and the 
hospitals are found to exist. 


The number of public hospitals operating in 
Saskatchewan in 1940 was 89, divided as follows:— 
Union District hospitals, 23; Community, 22; Cath- 
olic Religious Orders, 18; Municipal, 9; United 
Church, 4; Presbyterian Church, 1; Doctors’, 3; 
Children’s, 1 and Red Cross, 9. All these hospitals 
received government aid during the year. 


The total number of beds in these hospitals was 
4,315 which gave 4.8 beds per 1,000 of the popu- 
lation; 86,008 persons were admitted during the 
year or 9.7 per cent of the population of the province. 
The total days’ treatment was 893,167 days and the 
average stay of patients in hospital was 10.3 days. 
The percentage of beds occupied was 56.7. 


The revenue earned by hospitals was $2,759,828 
and total expenditures amounted to $2,853,535. The 
average cost per patient day in the eighty-nine pub- 
lic hospitals was $3.30. 


Tuberculosis Sanatoria—In the province of Sas- 
katchewan all persons suffering from tuberculosis 
are given free treatment in the sanatoria. Tuber- 
culosis patients residing in the province can go to the 
sanatorium free of cost and remain there until the 
disease is healed. The expenses for the care of 
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patients is met by municipal levies, the government 
and various contributions. 


There are three sanatoria in the province but 
several general hospitals receive tuberculous patients 
at the expense of the Anti-Tuberculosis League. 


The number of beds available for tuberculous 
patients was 762. -Admissions during the year totall- 
ed 740 and the total under care during the year 1,682. 
The collective days’ stay of patients was 287,800 
with an average number of patients daily of 789. 
The total cost of treatment was $689,984.74 and the 
per diem cost $2.40. 


Twelve stationary tuberculosis clinics, three tra- 
velling clinics and two survey clinics are operated and 
maintained by Christmas Seal funds.. The various 
medical services of the League including treatment, 
diagnosis, follow-up, Indian research, examination of 
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school children, nurses and teachers comprise a 
total of 47,598 persons who had medical advice 
during the year. 


Mental Hospitals—Saskatchewan has two mental 
hospitals with a bed capacity of 2,700. The total 
patients under care during the year was 4,157 and 
the number remaining at end of the year, 3,767. 


The staff. comprised:—Salaried doctors, 15; tech- 
nicians, dentists, 2; graduate nurses, other nurses and 
attendants, 521; clerical and others, 197, making a 
total of 735. The total revenue was $1,643,762.12, 
made up of paying patients, $112,726.28, provincial 
grants, $1,409,207.11 and other sources $121,828.78. 


Expenditures for maintenance amounted to 
$1,377,027.12 and for non-maintenance $266,735. 


The average cost per patient day for maintenance 
was $1.02. 


CHAPTER IX 


Alberta 


The population of Alberta on June 2, 1941, was 
796,169. Its area is 255,285 square miles, which 
gives three persons living to the square mile. With 
the exception of a fringe of mountainous country on 
its western border, the whole of the province is over- 
lain by arable soil of great depth. Alberta has two 
marked features: (1) the great valley of the Peace 
River which has resulted in the extension of settle- 
ment farther north than any other province in 
Canada and (2) the great grazing lands of the south 
in the Foothills district continuing to the slopes of the 
Rocky Mountains. Considerable coal and oil mi- 
ning are carried on besides lumbering and ranching. 
The climate on the whole is pleasant, cool in summer 
and tempered in winter by the ‘‘Chinook’”’ winds. 


In 1941 for every 100 urban residents there were 
160 rural residents. There are four cities witha 
resident population of over 10,000——Edmonton, 
93,817; Calgary, 88,904; Lethbridge, 14,612 and 
Medicine Hat, 10,571. There are 58 towns with 
populations between 500 and 3,000, and 140 villages 
having between 100 and 500 resident population. 


The great need of hospitalization in the rural 
areas of Alberta led to the passing of an Act in 1917 
called the Municipal Hospitals Act which made pro- 
vision for hospitalization to be supported largely asa 
cooperative community enterprise. In 1918 the 
first three municipal hospitals were opened, viz.: 
Mannville, Vermilion and Drumheller. At the pre- 
sent time the municipal hospital system of Alberta 
has reached a stage where fairly adequate provision 
has been made to meet the needs of the communities 
served. The Minister of Health may establish 
municipal hospital districts upon receipt of petitions 
from the councils of the municipalities concerned, or 
of twenty-five per cent of the resident ratepayers of 
each township within the area proposed to be estab- 
lished as a municipal hospital district. 


Municipal hospitals vary in size from twelve up 
to one hundred beds. Some serve districts in which 
the population is entirely rural, others include some 
of the larger towns and villages. One municipal 
hospital district comprises a city only, that is the 
Red Deer Hospital District. Another is located in 
the city of Drumheller. Many rural areas would 
have found it difficult to provide medical and hos- 
pital services in any way other than under the 
Municipal Hospital Act. The rate usually charged 
to ratepayers and hospital supporters in these muni- 
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cipal hospitals is one dollar a day, while others 
provide for the entire cost of hospitalization from 
taxation and make no charge per patient day. 
On the other hand, some charge the ratepayers 
$1.50 a day. The average tax payable to a hospital 
in a municipal hospital district varies from $2.00 per 
quarter section to $4.50 and $5.00. This tax is raised 
by a mill rate on the assessed value of the property. 
In the years of depression several municipal hos- 
pitals underwent financial difficulties because of the 
slow collection of hospital taxes but in years of pros- 
perity the taxpayers’ obligations are generously met 
because the people believe that the municipal hos- 
pital system constitutes a form of health insurance 
at a cheap rate. 


Number of Public Hospitals—The number of public 
hospitals operating in the province on December 31, 
1940, was 90, of which number 84 were General 
Public, one for Women, one for Children, two were 
Isolation and two were Special. All these hospitals 
are tax supported and receive provincial government 
grants. Of the public hospitals, 33 were municipal 
district hospitals, 25 were operated by the sisters of 
the Roman Catholic Church, 4 by the United Church, 
one by the Presbyterian Church and 5 by the Salva- 
tion Army, while 3 were operated in connection with 
industrial plants. None of the seventeen divisions 
was without at least one public hospital. 


The bed capacity of these hospitals was 5,180, 
which gave 6.6 beds per 1,000 of the population. 
The total patients treated during the year was 
96,755 which represents 12.2 per cent of the popula- 
tion of the province. The percentage of beds 
occupied was 55.7 and the total days’ care 1,053,578 
which gave an average stay of 10.9 days per patient 
under care. The revenue earned during the year 
amounted to $4,024,444.56 and the expenditures 
$3,566,510. The average cost per patient day was 
$3.01. 


Tuberculosis Sanatoria—Alberta has one sanatorium, 
Central Alberta Sanatorium at Calgary with 210 
beds. Three public hospitals, Edmonton General, 
Royal Alexandra and University Hospitals at 
Edmonton have an additional two hundred beds for 
tuberculous patients, giving a total of 410 beds for 
the care of tuberculous cases. The number of ad- — 
missions in 1940 was 374, the total patients under 
care during the year 755, the total patient days 
143,407 and the daily average population 392. The 
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total revenue was $365,319, made up (entirely of 
Provincial and Dominion Grants. 


Mental Hospitals—Alberta has five mental institu- 
tions with a total of 2,448 beds. There were 3,408 
under care during the year. The number of admis- 
sions during the year was 645. Total receipts 
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during the year amounted to $986,711.18, of which 
sum $859,505.28 was derived from Provincial and 
Dominion Grants, $97,316.73 from patients and 
$29,889.22 from other sources. Eighty-seven per 
cent of the cost of maintenance was derived from 
provincial sources. 


CHAPTER X 


British Columbia 


The province of British Columbia has an area 
roughly estimated at 378,000 square miles and is 
third in area among the provinces of Canada. Its 
population as on June 2, 1941 was 809,203 which 
gives 214 persons to a square mile. A very small 
portion of its vast area is settled or even partially 
developed. The tempering effect of the Pacific 
Ocean makes the winters of the coastal area mild and 
the summers cool and the southwesterly part is 
classed by climatologists as one of the four most 
favoured climatic zones in the world. The popula- 
tion is mostly centred in the southern portion of the 
province. 


British Columbia is divided into ten (10) census 
divisions or population units for which the Dominion 
Bureau of Statistics publishes basic population 
figures. In these divisions are centred the cities, 
towns, villages, urban and rural municipalities, 
school districts, hospitals, industrial centres, etc., 
and it is important to be able to find out at a few 
minutes’ notice how many people live in each divi- 
sion, their occupations, ages, the number of wage 
earners, number of unemployables, as also the hos- 
pital and medical services available in each of the 
ten areas mentioned. 


Since under a national health insurance plan the 
public hospital must provide accommodation for 
insured persons for the care and treatment of those 
suffering from acute diseases, or who need surgical 
or medical care, a detailed analysis has been made 
of this class of hospitals only. Mental hospitals, 
sanatoria, incurable diseases hospitals are for special 
classes of patients for whose care financial provision 
has already been provided. 


How Hospitals Are Controlled—Of the 77 public hos- 
pitals, 19 were controlled and operated by hospital 
societies under governing boards, 25 by lay corpora- 
tions, 20 by church organizations, 5 by municipali- 
ties, 5 by the Canadian Red Cross Society, one by 
the provincial government and one by a rural com- 
munity. 


Provincial Aid to Hospitals—When a public hospital 
fulfils the requirements laid down by the Hospital 
Act, it receives financial aid from the public monies 
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of the province. The following rates of aid are in 
force :— 


Days’ care Rate 

1 Between 365 and 500 days $ 635 

2 oS 500 and 1000 days 1.25 per day per patient 

3 “1000 and 1500 days ODS eel nate < 

4 «¢ 2500 days and over SSO peak umnties pb 

for the first 2500 days’ treatment of such excess, in addition to — 
aid mentioned in 2 and 3. 
5 Over 5,000, 75c per day per patient for the first 5000 days plus 


aid mentioned in 2, 3 and 4. 
6 Over 10,000 days, 70c plus aid mentioned in 2, 3, 4 and 5. 


$1.25 a day for each patient treated in a sanatorium or tubercu- 
losis institution. 


N.B. No aid shall be given any hospital which refuses to admit any 
patient on account. of his indigent circumstances. 


Public Hospitals—The number of public hospitals in 
British Columbia in 1940 was 77 with a bed capacity — 
of 6,088 which gives 7.5 beds per 1,000 of the popula- 
tion. Of these hospitals, 63 or 83 per cent were © 
situated south of the 58rd parallel. The area of 
British Columbia south of the 53rd parallel approx- — 
imates roughly 46 per cent of the total area of the 
province and has a population of about 739,000, 
showing an average of about 4.4 persons to the 
square mile. The bed capacity of the 63 hospitals 
in this area was 5,607 or 92.5 per cent of the total — 
beds in the province, giving an average of 7.5 beds 
per 1,000 resident patients in this area. 


Over fifty per cent of the geographical area of 
British Columbia lies north of the 53rd _ parallel. 
The population of this northern area in 1941 was 
around 70,000, scattered over an area of 198,000 
square miles, or with 2.8 persons to the square mile. 
In this vast area there are 13 public hospitals with 
439 beds which gives an average of 6 beds per 1,000 
of the population. 


Highly industrialized areas where group insur- 
ance exists show a much higher occupancy of 
hospital beds than urban centres where no such 
group insurance plans operate, which goes to 
prove that under a national insurance scheme the 
available beds in public hospitals will be filled to 
capacity and additional hospital accommodation 
will be needed in areas now with limited hospital 
accommodation or lacking hospital facilities alto- 


gether. This will mean additional capital expendi- 
tures which must be met either by the province or 
by subventions by the Federal Government to the 
province which undertakes to adopt the proposed 
insurance plan. 


Patients Treated in Public Hospitals—The number of 
patients entering British Columbia public hospitals 
in 1940 was 104,586 or 12.9 per cent of the total 
population. The total days’ care given these pa- 
tients amounted to 1,331,912 days, giving an average 
stay of 12.7 days per cent. The percentage of beds 
occupied in all hospitals in 1940 was 60.4. 


Revenues and Expenditures—The total revenue earned 
by all public hospitals in 1940 was $5,998,171 and 
the total expenditures $5,540,673 which gives a per 
capita cost per patient day for all hospitals of 
Se. 19. 


Publie hospitals in British Columbia earned from 
in-patients and out-patients during the year 
$5,161,600. These gross earnings were reduced to 
$3,013,993 by rebates, courtesy, free and bad debts 
which amounted to $2,147,607. 


The net income was increased by provincial per 
capita grants ($937,427), municipal per capita grants 
($581,104), special provincial grants ($11,340), spe- 
cial municipal grants ($235,514) and other grants 
($25,934), making a total operating revenue of 
$4,805,312. 


Other revenues, such as special capital income, 
donations and investments produced a grand total 
revenue of $5,998,171. 


Notes: Breakdown of Revenue by sources: — Payments from 
patients, 50.2; from province, 16.4; from municipalities, 
13.6; other sources (special, capital income, donations, 
investments), 19.8. 


Economic Status of Pattents—A hospital survey made 
in British Columbia in 1985 in 22 representative 
public hospitals which had an enrollment of 14,262 
patients on its books during the six-month period 
ended December 31, 1985 showed the economic 
status of admitted patients, patient days and aver- 
age length of stay for each economic group, viz., full- 
pay patients, part-pay patients, non-payment, relief 
and not stated. 


The following table sets out the information 
obtained— 
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Economic ConpiTions AND AVERAGE Days’ Stray or PATIENTS 
IN Pusiic Hospirats 1N Britis Cotumsta, 1935. 


Patients Patient Days 
Ave 
Economic Status earl’ 
% of % of | of stay 
Number} total | Number] total 
number number 
Fall pay. Meee Nee, Foo Tse | Wola) | gos 
Pantipaiyge \.. Gate 1,950 7.9 51,320 plies} 26.3 
Non-pay.... 0:0). 4,877 19.7 | 145,895] 32.0 29.9 
Reena. SA. 2,540 | 10.3 49,693} 10.9 19.6 
Not stated........ 1,098 4.4 16,146 3.5 14.7 
TOT AT eae ese XC 83.5* | 455,842] 41.1* 18.4 


* These are the percentages of the total patients and patient days in the 
province. 


Above figures support the results obtained in 1933 
by a similar survey in the province of Ontario, as 
the following comparisons show:— 


British Columbia Ontario 

vf % 

Full and half pay 65.6 62.0 
Nothing 30.0 30 to 35 


Due to the large increase in the number of people 
employed in 1942, the number of indigents would be 
less than in 1935. 


Definition of Indigent—No satisfactory definition of 
an “indigent” has yet been established which would 
be acceptable to the province and the municipalities 
which pay the hospital for the care of such patients. 


Quite a number of patients, on admission to 
hospitals, are on Government relief or on city relief 
and are for these reasons accepted by the hospital 
as indigent but when their hospital accounts are sent 
to the proper authorities, the latter refuse to recog- 
nize them as being indigent and refuse payment for 
services rendered. 


It is evident that until a satisfactory definition of 
indigency is established each case must be judged on 
its merits. Unemployment relief, whether govern- 
ment, municipal or city, is basically a temporary 
device and the receipt thereof should not alone be 
sufficient to classify a person as “indigent” or ‘‘unable 
to pay”. Sucha person, it is true, cannot pay at the 
time but may be able to pay in the future. A person 


receiving relief may be unable to pay his hospital 
expenses, but this cannot be determined without 
taking into consideration the person’s usual occupa- 
tion, whether he owns property, his age, physical 
and mental condition, training and future prospects. 


A married labourer, 60 years old, receiving relief 
is not likely to ever earn more than a bare existence 
and should be considered as a person ‘“‘unable to pay”’ 
and should be considered a ‘free patient” and en- 
titled to full medical care. On the other hand, a 
younger man who may have considerable future 
earning possibilities and opportunities of employ- 
ment should be considered a potential “pay patient’. 


The status “indigent” is still undefined in several 
provinces and subject to different interpretations in 
different parts of the Dominion, while the term is 
not used at all in some provinces. The general inter- 
pretation of an indigent in general acceptance, how- 
ever, is ‘‘one entitled to free hospital services whose 
annual income or earnings has been ascertained to 
be on such a low scale that if any part or portion 
thereof were applied to defray his present hospital 
expenses, either by a lump sum at his discharge or 
by deferred payments, such payment or payments 
would deprive him and those dependent on him of 
recognized minimum requirements in regard to food, 
clothing and shelter.’ 


The question then as to whether or not a patient 
is entitled to ‘‘free service’ lies with the hospital 
which should keep records of such cases proving 
inability to pay. Such proof should be available for 
inspection by the proper authorities when the hos- 
pital demands payment for services rendered to per- 
sons unable to pay. 


Another interesting table taken from the British 
Columbia survey gives the percentage of patients 
and patient days and average days’ stay for certain 
classes of disease for 24,727 patients under care 
during the six-months period ended December 31, 
1935 in 22 representative public hospitals. 


Group Hospitalization 


The following centres in British Columbia have 
adopted some form of Group Hospitalization In- 
surance. Many of these have been in existence for 
several years. The following table sets out the name 
of the hospital, rates and benefits:— 
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Persons 
not 
accepted 
Six months’ 
illness in any 
one year 


Success 
of plan 


Name of | Rate of 


Hospital | payment Benefits 


50c per 
month for 

persons | recognized and 

without | a three-months 
dependents} waiting period. 


and 75c if ; 
Nanarmo |dependents oe ward 
be y- 


included. | Emergency care 
in another 
hospital is paid 
for at public 
ward rate. 


3 months 
hospitalized in 
public ward to 
subscribers and 

dependents 
under 21 years. 
Many extras 
are included, e.g. 
maternity cases, 
operating room, 
X-Ray, ete. 
Doctors’ fees 
not included. 


Public ward 
accommodation 
for 90 days 
including 
maternity, 
stock drugs, 
anaesthetics, 
dressings, 
operating room 
Sr. Luxn’s and 25 per cent 
Hosprrat, | $12.00 per | reduction in all 
PowELu year. X-Ray plates. 

RIVER There is a 
waiting period 
of 2 months 
except in case 
of accident or 
injury after 
first payment, 
and 6 months 
for maternity 
cases. 


Hospital care 
for unlimited Non- 
period in public | employees 
$30.00 per} wards with and those 
year of | dressings, drugs,| suffering 
which | serums, X-Ray, from Very 
$14.64 goes] medical, surgical | venereal and | satisfactory. 
to direct | and obstetrical chronic 
hospital services. diseases. 


Nee Also cash 
benefits during 
illness. 


3 months public 
ward care to 
each subscriber, 
wife and 
dependents 
under 17 years 
of age. 
Maternity care 
and extras 
included. 


Very 
Maternity | satisfactory. 
and to 
certain subscribers. 
diseases. 
In operation 
since 1926. 


Very 
satisfactory. 


All claims 

fully met 

and a fair 
surplus left. 


Alcoholic, 
venereal, 
or chronic 
diseases. 


$12.00 per 


KAMLOOP: 
Ore year. 


Mental cases. 


Very 
Alcoholics, | satisfactory 
venereal and| as far as 
chronic __|hospital and 
diseases. subscribers 
are 
concerned. 


TRAIL 


Very 
satisfactory. 
Subscribers 

satisfied. 


Port 
ALBERNI 


$9.00 per 
year. 


Other hospitals with similar schemes are Invermere, Merritt, 
Nakusp, Campbell River and Bella Bella. 
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TABLE 2 — PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS, SHOWING FIGURES FOR EACH HOSPITAL 


© 
q > ol-2 u a 
i > & Qey i) q OS) © © ij hy 
Census Division : 51 Reo go 8 a moe} w a2 = I 3A 
and Location Name of Hospital Sy 4 Ss ‘5 3 C4 ee 3 és 5 3 £ Se £ Ce os te 
Sm cee were) en (el eral eae |e [os 
aa tam & & fo) ff 
Oy 
IERINCHHIDWARD)/ ISUAND| 5/0050 s chys Slate leo sraiers svete eialale os 286 | 3.0 6,795 | 7.2 65,782 | 63.0 | 9.7 159,770 154,602 | 2.35 
BEG TAS Bee PPAR [rca eei 77h cent teveva by atia a eial Si @ Tell leat 247 | 1.3 2,669 | 43.0 | 10.8 7,255 7,959 | 2.98 
Montague........ Kang s\Countyin ie see ae 17} — 247 | — 2,669 | 43.0 | 10.8 7,255 7,959 | 2.98 
Brin Ge srnia ohs6(30 Eid 1b Gichnt e ieee Sn ear cee nea 65} 1.9 2,671 | 7.8 20,962 | 88.4] 7.8 41,789 30;200ulediags 
Summerside...... Prince’ County. space ase sats 65} — 2,671 | — 20,962 | 88.4 | 7.8 41,789 36,273 | 1.73 
Ease er iis. ier aisle sede Sialeleie soln Was alne ds 2041} 5.0 3,877 9.6 42,151 | 56.6 | 10.9 110,726 110,370 | 2.62 
Charlottetown. ...| Charlottetown.............. 88 | — 1,626 | — 19,094 | 62.0 | 12.2 35,685 35,298 | 1.85 
Prince Edward Island....... 116) — 2,251 —_ 23,057 | 54.5 | 10.2 75,041 75,072 | 3.26 
BNERVZSES COTTAM Go aie tec stot ate Aba klb charade MAM Bhs. 2,644 | 4.6] 58,447 | 10.2 633,967 | 65.7 | 10.8 | 1,645,120 | 1,760,733 3.28 
PSHNADOLISE Sty o 5) 5.0 [ae © ark ee Soe ve Babe «.- 57 Sel 1,326 7.6 10,651 | 51.2 | 8.0 26,919 24,127 | 2.27 
Annapolis Royal..| General.................... 23; — 508 | — 4,512 | 53.7 | 8.9 11,398 10,910 | 2.42 
Middleton........ Soldiers Memorial.......... 34) — 818 | — 6,189 | 49.5 | 7.5 15,521 13,2075 2215, 
PRETO OMISEU ELAS said) «2 Wiliate fobeys! ele a cih Bie. wicks, Subic Maal te Gi 185 1.8 3,625 | 3.4 33,588 | 49.7 | 9.3 145,325 137,572 | 4.09 
Antigonish....... Sta Martha’ shear ce «cece 185 | — 3,625 | — 33,588 | 49.7 | 9.3 145,325 187,572 | 4.09 
Cine TBS a Bee QU Re CR Sane ea ee 825 | 7.5] 16,603 1.5 173,415 | 57.6 | 10.4 580,184 603,125 | 3.59 
Glace Bay........ Generaligeg ist Acta sets deeae 228 | — 2,507 | — 30,780 | 37.0 | 12.3 132,190 121,140 | 3.94 
Glace Bay........ St. JOsephis.ki. saan ses 206 | — 4,725 | — 41,911 | 55.7 | 8.9 148,961 158,662 | 3.79 
New Waterford...} General.................... 83 | — 2,411 — 23,116 | 76.3} 9.6 56,547 64,608 | 2.79 
North Sydney. ...| Hamilton Memorial......... 75) — 1,032 | — 14,347 | 52.4 | 13.9 38,296 35,169 | 2.45 
Sydneyaen..<:. OM City, of Sydney.on. = 2-1! =; 110; — 1,738 | — 26,319 | 65.6 | 15.1 102,544 123,380 | 4.69 
UTC V Er ere) (MD UERERILAIS oleh scree cau ictont cise 54) — 2,611 — 20,695 |105.0 | 7.9 60,910 67,260 | 3.24 
SVANeYA-EE os. < @] Salvation Army............. 24); — 642 | — 5,461 | 62.3 | 8.5 No | Report _— 
Sydney Mines....} Harbour View.............. 45} — 937 | — 10,822 | 66.6 | 11.5 40,636 32,906 | 3.04 
COLON ESEOT ep tea al Aor eae SEN er CRSA dae! shee s Gsilt Zak 1,889 6.2 18,058 | 78.5 | 9.6 54,995 54,969 | 3.04 
PERUTO Wad cceson Colchester County.......... 63 | — 1,889 | — 18,058 | 78.5 | 9.6 54,995 54,969 | 3.04 
Miia berlan dpe ree eal ales oi sie sie seksi tvs achiolse le 150} 3.9] 3,270) 8.4 32,868 | 60.0 | 10.1 103,166 88,135 | 2.68 
Amherst......... Highland eViewyaseseienn |. 60 as) 88 | — 1,377 | — 15,591 | 48.5 | 11.3 53,944 49,569 | 3.18 
Springhill........ AULISaint Sie. ee a eee 62); — 1,893 | — Wii 2 (Gales Ooh aoa 49,222 38,556 | 2.23 
LDA Bs RO OBA OES] no GREE any Be eee ee: Saas 31 1.6 647 | 3.4 6,181 | 54.6] 9.6 21,118 23,295 | 3.77 
Digbyaecer «40 Generale p sk sot ik Sa bekstc 31 —_ 647 | — 6,181 | 54.6] 9.6 21,118 23,295 | 3.77 
Guysboron.).....2: NOG eyed oid 5 ahs i Sone faras — — — — — _ — — — — 
ISHN ERG ae SA Anraete 8 ancl ly OE ne Eee ee oe 706 |} 6.8] 18,062 | 14.9 227,579 | 88.3 | 12.6 331,650 421,348 | 3.12 
Halifax....... ‘Ul ibniteieggs se ekn oe eee Ode 210}; — 6,190 | — 78,985 {103.0 | 12.8 No | Report — 
Halifax NaI dighatets VAC ROUT. Dag 2 Cab ee aoe 245); — 6,202 | — 81,342 | 91.0 | 13.1 232,450 313,151 3.85 
Bialiiax \ css sa. 2s Salvation Army Grace....... 98 | — 2,998 | — 30,393 | 85.0 | 10.1 58,338 61,790 | 2.03 
Halifax Rea eas @hildrenisem was Me sis celle ol: 80}; — 1,501 — 23,260 | 79.7 | 15.5 40,862 46,407 2.00 
Halifax. 5... 0: ®) Infectious Diseases.......... 73) — 1,171 | — 13,599 | 51.0 | 11.6 No | Report — 
Hants ah Abbe bide oo ollldlg tee ado ROIS TO el ae ee SOW 250 1,968 | 8.9 14,822 | 73.8 | 7.5 30,311 39,079 | 2.64 
Windsor. ...2.0.805- Payzant Memorial.......... 55} — 1,968 | — 14,822 | 73.8} 7.5 30,311 39,079 | 2.64 


Notes: “ Patient days not included in computing per diem cost. 
® 91 T.B. patients and 14,013 patient days included. 
® Hospital has a bed complement of 63. 
( Hospital has a bed complement of 315. 


23 


f 


7 
{ 


398 
TABLE 2 — PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS, SHOWING FIGURES FOR EACH HOSPITAL 
(Continued) 
o > 
=| ~~ ola & 3 
BOA > x Qey S) =I oe | o Co) 3 BA | 
Census Division ; 5 Ro 26 wa n ® aa} & vee oe S| | 
and Location Name of Hospital re Ss § 3 C4 ea ‘3 5 5 s $ Sen 3 3 a Bae 
a |orv| sae | Sal As 22 | PA] BS He $2 
yea Ay S B Bd |< fe a. Oe 
Ay al jo) 4 ao 
Nova Scotia 
—Continued. 

TV OF TNESe ns Meat earcattTieb et cal eee hel rae URES te 141} 6.9 1,417 | 6.9 19,234 | 38.4 | 13.6 59,095 68,934 | 3 
Cheticamp*)s/: 4. 4a) sacred Elearth: Uuamnin. smi 50; — 395 | — 4,557 | 25.0 | 11.5 16,513 25,570 5.61 
Inverness........| County Memorial,.......... 4l _ 465 | — 7,873 | 52.6] 16.9 20,066 20,194 2.56 
Inverness........ SG Mary siee aree materia, 50 | — 557} — 6,804 | 37.3 | 12.2 22,516 23,170 | 3.40 

FEIN GS As NS hs ewe ANareet lal ded Rao ae aaa IBEW LL tote 146; 6.1 2,815 | 9.9 27,700 | 52.0] 9.8 84,581 83,209 | 3.00 
Berwick..........| Western Kings Memorial... . 31}; — 936 | — 5,560 | 49.1} 5.9 15,766 17,783 2.32 
Kentvillev.. ..o.4/:). Blanchard-Fraser Memorial. . 75) — 1,278 | — 15,728) 1957.50] W238 47,268 44,736 2.84 
Wolfville.........] Eastern Kings Memorial..... 40} — 601 | — 6,412 | 43.9} 10.7 21,547 20,690 | 3.23 

Thunen burg ys sds aCe rat ete tee bene Ree eae SEN LET 1,362 | 4.2 14,798 | 72.4 | 10.9 44,959 42,198 | 2.85 
Bridgewater...... Dawson Memorial.......... 56} — 1,362 | — 14,798 | 72.4 | 10.9 44,959 42,198 2.85 

Pietra Ae ES ree SU UA aN AA eran rt 154 | 3.8 3,470 | 8.6 43,181 | 76.8 | 12.4 115,992 118,780 | 2.75 
New Glasgow..... Aberdeen emia eecrish a. 129; — 3,072 | — 38,753 | 82.3 | 12.6 103,811 105,777 | 2.73 
Pictou see Sutherland Memorial........ 25) — 398 | — 4,428 | 48.5 | 11.1 12,181 13,003 2.94 

Queens. vy eae None 412) ergata. Severe etal = — = st Yt = — — — — 

Richmond... 4 .)./5'. INONE 2 os. Se eh ee ee eter. — — — — — — — — — — 

Shelburness).(0 i). 2: None sf) ne a tts Daan _ — — a — — —_ — — — 

Wictorial one o6.e None ee: or eee aera Si — — — — — — — — — —_ 

Warmouthiy ti ie Rteeek UC Me MLO iL SSaie ty Epsips sie Eee! 1,993 | 9.0 18,031 | 65.9} 9.0 46,825 55,962 | 3.10 
Viarmouth ie tet) STMQOUbE Nh aise te nae ttel sas 75) — 1,993 | — 18,031 | 65.9} 9.0 46,825 55,962 | 3.10 

IN EW. SRUNS WICK llc} uond) Once eye ean ape mee 1,590 | 3.5] 29,003] 6.4 339,586 | 58.5 | 11.7 | 1,181,073 | 1,135,482 | 3.34 

VAT Orble isieet so trcteve valftalehd Seg eC) or oR) Ae tof 16] 1.9 T5GiiwoLEe 1,858 | 31.8 | 11.9 5,558 5,680 | 3.06 
Riverside.........| McLelan Memorial.......... 146) — 156 | 1.9 1,858 | 31.8 | 11.9 5,558 5,680 | 3.06 — 

| 

Carleton este Genet Oe Ae ee Oe Eee 50} 2.3 1,195 | 5.6 13,087 | 71.7 | 10.9 44,621 41,476 | 3.17 
Woodstock....... L. P. Fisher Memorial....... 50}; — 1,195 | — 13,087 | 71.7 | 10.9 44,621 41,476 | 3.17 

Charlotte ye he TLRS Mal NCSA aga Sp 99 | 4.4 2,247 | 9.9 18,422 | 52.4) 8.2 62,225 63,394 | 3.44 — 
St. Stephen....... Chipman Memorial....,.... 99} — 2,247} — 18,422 | 52.4] 8.2 62,225 63,394 | 3.44 | 

GlOUCestereae ins ee tite Cak, ote ehye becist ey Veena Seem a 105) 2.1 1,647 | 3.3 18,043 | 47.1 | 11.0 38,949 35,867 | 15995) 
Bathurstwoy a2) ¢ James Hamet Dunn......... 70; — 1,039 | — 10,193 | 30.7 | 9.8 28,277 22,671 2.22 
Dracadietnmaeic ELD VotiSt.| Josephitaen. lene 35 | — 608} — 7,850 | 61.4 | 12.9 10,672 13,196 | 1.68 

IKenitie 2 Weisner chee INO 458 )b2 4 cote tes — — — — — _— ~- — —- _ 

KG gS aie Hai oe ee INGHO We Pak ety ci — — — — — — — — — — 

WMadawaskar Wak we vali [tear de enh Va ee enemas 45) (1.6 16210 2a7 8,508) (oz ae 26,457 23,934 | 2.80 
Sty Daschle neem: EC DVot St: Josephvria.ehniee? 45} — 762 | — 8,558" | 52.1} 11/2 26,457 23,934 | 2.80 

Northumberland ore a. cous. ee ene eee ee 116 | 3.0 1,919 | 5.0 22,037 | 52.0 | 11.5 75,992 81,458 | 3.70 
C@hathamtarer 4 le) of Sti) osephearia ernie 60}; — 1,032 | — 13,159 | 60.0 | 12.8 50,619 53,110 | 4.04 | 
Newcastle: ¥e.. ) su Miramichi secon n1 ae cine ts 56] — 887 | — 8,878 | 43.4 | 10.0 25,373 28,348 | 3.19 

Queens?) sitio yee eral NOME a. ich fl vbl <j sceuenorteene eh — — — — — _ — — -—- ja 
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TABLE 2 — PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS, SHOWING FIGURES FOR EACH HOSPITAL 


(Continued) 
Be ee 2 8 :=| 32 » 5 aa 
Censns Division Name of Hospital 3 ag EE 33 B5 ake : Bl Saw faey oe 
Gye") eee] UR [eels] ee |B [og 
New Brunswick 
—Continued. 

UES BOUCHE Ui ar tec oil erate «hat Mate als Sobehs beatae ds 205 | 6.3 | 4,154 | 12.7 46,151 | 61.7 | 11.1] 140,801 | 128,517] 2.78 
Campbellton...... H.-D. of St-Joseph.......... 140} — 2,971 | — 33,365 | 65.3 | 11.2 94,052 99,651 | 2.99 
Campbellton...... Soldiers’ Memorial.......... 65} — 1,183 | — 12,786 | 53.9 | 10.8 46,749 28,866 | 2.26 

SAANS CHONG Gy oP aR ees Oe Sa UR 556 | 8.4] 9,637) 14.3] 181,502 | 63.7] 18.5 | 446,605 | 404,331] 3.07 
Saint John....... General Ay, ee res ote 404}; — 7,681 | — 106,617 | 72.3 | 13.9 356,450 313,905 | 2.94 
Saint John....... Sts Joseph’siey eat © nie ol 122; — 1,521 | — 19,797 | 44.5] 13.0 80,150 79,430 | 4.01 
Saint John....... Evangeline Maternity....... 40); — 435 | — 5,088 | 34.8 | 11.7 10,005 10,996 | 2.16 

SUD UNV ee ere Si cton ctr INONE SY mite eee alee Fee shes — — — — — = — —_ _ _ 

WH ELOFIA Teo): Ht fareisints | NONE Bo ccheatisvaterclerisioisiy sieets © _ — — —_ ~ —_ _ — = _— 

NER EEOL AI ewes etl orirete Bheeiee inte lee leks, spa ermcen tere 251 | 3.9 5,148] 8.1 55,174 | 60.2 | 10.7 213,251 220,745 | 4.00 
Moncton.........| H.-D. de l’Assomption...... 125| — 2,071 | — 24,475 | 53.6 | 11.8 66,904 72,123 | 2.95 
Moncton..... poor IMonctont® 3. e.2¥) sean «-. 126; — 3,077 | — 30,699 | 66.8 |} 10.0 146,347 148,622 | 4.84 

BYTE ie earch ducabera bet eral ots ales slave of slgaph ie ae 137 | 3.8} 2,188] 5.9 24,754 | 49.5 | 11.6] 126,614] 130,030) 5.25 
Fredericton....... Wictoriavan.ctis sce aeler creiteds 137 | — 2,138 | — 24,754 | 49.5 | 11.6 126,614 130,030 | 5.25 

OOMBBOS: of 4 ncse5t COU iss Ore Geto ney tle INT Aa 14,482} 4.4 | 201,881} 6.1 | 3,772,685 | 71.4 | 18.7 |12,801,386 |13,414,168 | 3.75 
| FADILIDI MEPS. on eee ites seas ache ciiblels PO titerss 38 5) 798 | 1.2 9,241 | 66.6 | 11.6 16,960 21,185 | 2.29 
| PANGS eA yest als 21s; 2 H6pital Ste-Thérése......... 38 | — 798 | — 9,241 | 66.6 | 11.6 16,960 21,185 | 2.29 
| Argenteuil.......... UNONG Heiner sess-Siees ese tos esha %e — — — — — — — — — = 
| PARE DAS en su chapel MEN tact mrs rays hs os Saye tse 78 | 2.6) 1,257] 4.2 13,787 | 48.2 | 10.9 64,694 57,106 | 4.16 
| Arthabaska....... H.-D. de St-Joseph.......... 73 | — 1,257 | — 13,737 | 48.2 | 10.9 64,694 57,106 | 4.16 
| Bagot INGNOMI Oe iesed Sasisis Sera — _ _— — — — — — — = 
| TEPID oo oc nmol. a4||n3 bis cn att ei eee ee ee 69 | 1.4 629] 1.3 13,442 | 53.4 | 21.3 34,564 33,314 | 2.47 
| Beauceville Ouest .| H6pital St-Joseph........... 69; — 629 | — 13,442 | 53.4 | 21.3 34,564 33,314 | 2.47 

GR UNAETIOIS pee reey. tl Me ee MenE Me Meena ee PD. cc 147 | 4.8 1,723 | 5.7 23,467 | 43.7 | 13.6 101,027 97,872 | 4.17 
Valleyfield........ HOtel-Diew)..9- 8 4: Ate ahs 147} — 1,723 | — 23,467 | 43.7 | 18.6 | 101,027 97,872 | 4.17 

ibellechassemynn -A en eras ites it ek Mh, Bo 40 1); Anz 580 | 2.5 5,365 | 36.7 | 9.2 21,541 20,340 | 3.79 

Ville Marie.......| Hépital Ste-Famille......... 40| — 580} — 5,365 | 36.7] 9.2 21,541 20,340 | 3.79 
LEUNG onc Bone? adul| INNS NE acon cca te Meee — — — — — -— — — —_— — 
_ Bonaventure........ INO} eas Ae Sie ee ees eee — _ _— — — — —_ — — = 
| IBrOMes Ae Wye. 4) AN None weer ate pe So. = — _ — — — — —_ — = = 
| Cbambly........... Danae Pa bate Youths; ee ee ee | a Be a Rie ee = _ 
| CHET EN Is 5 olSo8' alla ep 8s SoS ES eee 54 8 691] 1.0 8,964 | 45.5 | 12.9 45,672 44,670] 4.98 
: La Tuque: 2%. .- HO6pital St-Joseph........ 54] — 691} — 8,964 | 45.5 | 12.9 45,672 44,670 | 4.98 
| Charlevoix......... ISTE « (Seu betas BOS Ee ee — — _ — — — — — — — 
|! Chateauguay....... NONE Meee incre Satin: — — — — — — — — — — 


_ Note: 192,019 patient days of six hospitals which did not furnish financial returns are not included in computing per diem cost. 


TABLE 2 — PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS, SHOWING FIGURES FOR EACH HOSPITAL 


Census Division 


Sd eeation Name of Hospital 


QurBEc—Continued. 

Chicowtimis ys. Lee era ae le aaa) = 
Chicoutimi....... H.-D.\St-Valliers2’. sels. 
Compton ye. ain. ace... INGE Binte ese ons esk <8 
Deux-Montagnes....| None.............:.e2e00e- 
Dorchester......... None. Se as. 
Drummone j 3.36.) sey eye eae, Weer Rae eR ne «ors 
Drummondville H6pital Ste-Croix........... 
Frontenac.......... None ie tae ener erase cscs) <= 
Gaspes seer ease 5b AUER: Soo G30) ts eo Oe 
Cap-aux-Meules...| Hépital N.-D. dela Garde... 
ing geek H.-D. de Gaspé............. 
Monts) clei Hépital Ste-Anne........... 
Hullu(Gatineatt) scp. so See e cce ee 
12 aN ape eneee art H6pital du Sacré-Coeur...... 
Maniwaki........ H6pital St-Joseph. . ie 
Huntington......... ANON 1. Bist sk teeters ee vite. 
Tberville i.) ac hie. IN ONG fe nee iersre teen 2 
Joliette Mu saey wicks a We he se See eRe Pie 
Joliette.........@] Hépital St-Eusébe.......... 
Kamouraska®....:...6 40) JNODC sssdee hae ee ce ete oe 
Labellesiok cask 3/1 Cit Sena ae aver ene as 


Mont Laurier...“ Hépital Ste-Anne........... 
Lae St-Jeaniae. 35 sa eee eet ene 


Roberval......... H6tel-Dieu St-Michel....... 
Maprairiereaee sega see beds gaan etey eae RRe a 
Caughnawaga..... H6pital du Sacré-Coeur...... 
L’Assomption....... IN ONG 4 tt. Ree leteiors 
Taree Gt ot ro ts Coon Mein 
de Jésus: ohana 

hE) Sy ohn cae RO er IN OME Abies 5 a lealous Meramec 
Lotbiniére.......... None sit 3. ode omen 
Maskinongé........ None: Si 2ds ohn eeh eee be 


Capacity 
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(Continued) 


Patients 
Treated 


% of 
Population 


Norrs: ® Includes T.B. — 71 beds, 293 patients, 30,164 patient days. 
@) Revenue and Expenditures includes orphanage and home for aged. 


“ Does not include number of incurable patients or patient days. 


Days 
Treatment 


9,179 
9,179 
70,781 


19,067 
18,956 


32,758 
48,265 


44,122 
4,143 


4,188 
4,188 
13,191 
13,191 
6,105 
6,105 


% of Bed 
Occupancy 


5 
© 
a5 => 
od (<p 
Sig 
o 
oe a 
& 
No | Report 
21,352 29,525 
21,352 29,525 
297,165 328,353 
36,459 58,883 
218,786 222,485 
41,920 46,985 
106,090 112,391 
92,483 98,684 
13,607 13,707 
116,381 136,846 
116,381 136,846 
41,818 43,395 
41,818 43,395 
No | Report 
11,192 10,482 
11,192 10,482 
197,140 208,414 
197,140 208,414 


Cost per 
Patient Day 
$ 
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TABLE 2 — PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS, SHOWING FIGURES FOR EACH HOSPITAL 


(Continued) 
> Ro § 4 & sy ro) i) e hy 2 
Census Division : B= ee ip, fuses n® oe] w es aie a) 
: 3 SP 3g [fp Q 
and Location pre ‘s 3 wa g8 s21 58 | oo She ete 
oe (oF Oo >M Ho Ho o,® 
5 Aye S y se 5 | a lea a, Os 
Ay = ie) rs S 


Quesec—Continued. 
NiGp Lan Geet (os er tedsta eo srocies Whew Ne ei Slee tes 55 752] 1.4 14,904 | 74.2 | 19.8 45,368 39,745 | 2.67 
IMataNe «oie oc rove one Hopital St-Rédempteur...... 55 752 | — 14,904 | 74.2 | 19.8 45,368 39,745 | 2.67 
INGEST CATO, AIRNee 9 200 [Me URE ey Wee 2 ae 271 1,586 | 3.9 86,113 | 87.1 | 54.3 169,412 | 147,677} 1.71 
Plessisville..... (8)| H6pital du Sacré-Coeur...... 98 401 | — 30,838 | 86.2 | 76.9 63,482 62)1532 02 
Thetford Mines. | H6épital St-Joseph...........} 178 1,185 | — 55,275 | 87.5 | 46.6 105,930 85,524 | 1.55 
IMS SO RRO. 2 gAr, J Iie he Sek eueien ARS CERN ence PEE Jee 22 408 | 1.9 3,684 | 45.9] 9.0 = a= = 
Sweetsburg....... Brome-Missisquoi-Perkins....} 22 408 | — 3,684 | 45.9 | 9.0 No | Report 
Montcalm... .... INO RS cease asics he eats — — — = Sai k Gane ee = a 
Montmagny........ NONE Sy Fs Braet ys sicas. aie — _ — _ _ -- _ — — 
DAMATRTTIA OLE C Vi Materiel awe cas tole cia kek erate tre cashal a rege aust = 57 419 | 2.2 5,104 | 24.5 | 12.1 35,129 32,834 | 6.43 
Ste-Anne de 
Beaupré........ H6pital Ste-Anne de Beaupré. 57 419} — 5,104 | — — — — — 


Montreal and Jesus 
Ne Eerie le) Bee Sorc Rach eee cee Ae 8,610 | 7.6 | 119,336 | 10.6 | 2,517,494 | 80.1 | 21.1 | 8,811,492 | 9,398,701 | 3.73 


Lachine:.)....... H6pital St-Joseph........ 160} — 1,523 | — 19,441 | 33.3 | 12.8 88,089 112,423 | 5.78 
achines: .< 2.40.8 Generalltt. <i See hers os 64) — 925} — 10,760 | 54.6 | 11.6 35,227 36,692 | 3.41 
Nfontreall...c.... | Aomoepathic....4.5-....:-.| 142) = 3,616 | — 37,339 | 72.0 | 10.3 201,968 | 220,294 | 5.90 
H6pital Notre-Dame........ 663 | — | 12,025]; — 217,811 | 90.0 | 27.8 | 817,778 | 874,091 | 4.01 

H6pital Ste-Jeanne d’Arc....} 275 | — 4,658 | — 76,581 | 76.2 | 16.4 249,161 264,458 | 3.46 

H6pital Ste-Justine......... 540 |. — 8,061 |} — 162,896 | 82.6 | 20.2 | 498,764 | 587,757 | 3.61 

Hopital St-Luee he... nde 458 | — 7,853 | — 148,982 | 89.1 | 20.3 | 570,959 | 624,208 | 4.19 

H6tel-Dieu de Montréal..... 387 | — 8,063 | — 140,553 | 99.5 | 17.4 | 492,563 | 521,383 | 3.71 

Jewish General............. 226 | — 4,842 | — 61,766 | 74.9 | 12.8 | 338,986 | 342,129 | 5.54 
Montreal General........... 605 | — | 12,187} — 187,979 | 85.1 | 15.4 | 1,310,511 | 1,285,566 | 6.84 
Royal. Victoria. «i..ca0s ces 5 789 | — 16,897 | — 220,543 | 76.6 | 13.1 | 1,255,655 | 1,352,578 | 6.13 

Sta Maryesee echt neurcnn eens 242 | — 5,548 | — 69,320 | 78.5 | 12.5 |} 268,957 298,128 | 4.30 


Catharine Booth Mothers’...} 100 1,141 13,281 | 36.4 | 11.6 28,653 38,271 2.88 


(™) H6épital Général de la Misé- 


OCIS S Aone ARS eRe eee: iter 107 | — 2,403 | — 24,833 | 68.6 | 10.3 189,066 207,477 | 3.13 
The Woman’s General.......| 225 | — 4,068 | — 56,333 | 68.6 | 13.8 167,132 173,765 | 3.08 
Children’s Memorial........ 270 | — 3,504 | — 71,042 | 72.1 | 20.3 221,271 301,660 | 4.25 
Montreal Children’s......... 63 | — 1,719 | — 19,894 | 86.5 | 11.6 41,180 55,941 | 2.81 
SSITIMETS me riers sian heavens 107 | — 366 | — 22,046 | 56.4 | 60.2 83,191 83,191 | 3.77 
Alexandra Isolation......... 172| — 1,793 | — 49,541 | 78.9 | 27.6 170,450 183,846 | 3.71 
MopitalePasteunes. . 6h veh 325 | — 2,897 | — 101,277 | 85.4 | 35.0 346,085 393,102 | 3.88 
H6pital St-Joseph des Con- : 
Valescentes.8).. 2h 6 cba. a5 175} — 940} — 46,200 | 72.3 | 49.1 53,068 53,610 | 1.14 
Montreal Convalescent...... 220 | — 2,600 | — 71,500 | 89.0 | 27.5 139,160 138,684 | 1.94 
H6pital St-Jean Baptiste des 
Convalescents............ 50}; — 270 | — 13,105 | 71.8 | 48.5 10,359 9,501 abe 
®)| Hépital du Sacré-Coeur...... 900 | — 3,408 | — 307,705 | 93.7 | 90.3 636,206 605,185 | 1.97 
) Hépital Maternité Catholique] 278 | — 1,354 | — 41,386 | 40.8 | 30.6 — = — 
|) H6épital H.-D. dela Merci...}| 642 | — 1,347 | — 197,843 | 84.4 |146.9 120,550 120,497 61 
Institut du Radium......... 23 | — 428 | — 8,418 |100.3 | 19.7 104,161 146,612 | 1.74 
Aide la Femme Ltée......... 125} — 383 | — 34,520 | 75.7 | 9.0 79,620 76,908 | 2.23 
St-Laurent....... H6pital H.-D. de l’Espérance} 37 | — 375 | — 8,953 | 66.3 | 23.9 30,000 39,000 | 4.36 
Werdune® <a nitoere Hopital Général de Verdun..} 250 | — 4,642 | — 75,696 | 83.0 | 16.3 262,052 251,794 | 3.33 


Z 
° 
3 
Sl 
nm 
a 


Includes T.B. — 64 beds, 137 patients, 21,428 patient days. 


©) Includes T.B. — 60 beds, 119 patients, 18,081 patient days. 
Incurables — 63 beds, 203 patients, 26,392 patient days. 


™ Revenue and expenditures includes Hopital Maternité Catholique. 
8) Includes — 520 beds for T.B. and incurables, 1,224 patients, 167,447 patient days. 
) Ineludes — Incurables — 472 beds, 246 patients, 13,220 patient days. 
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TABLE 2 — PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS, SHOWING FIGURES FOR EACH HOSPITAL 
(Continued) 
§ 
ASI: S Es is 2 3 > 
timed a Vey Name of Hospital | ot A SOW ere" bee > : . A 
i= 2 23 Ay 8 rad 8 & fq 3 ae 
3 a 8 2 ow ne uw = S "a wa B 8 
Boe SEE ee SBP ek eee regenera 
6) AQ ae Ss | AR [SO] = a Ae OA 
QuvrBEc—Continued 
Napierville............ NS ee ee ee ee Se eT ee IA Inter ool ion li Be clic 1am A cleo cl oleernel [> Actas 
Nicolet... is Vite kie eee | ei cla aie Mota Me een ae 80) 2.7 583] 1.9] 10,421) 35.6 | 17.9 107,571 99,654] 9.56 
INGGOlet Hee ais ste aes H6pital du Christ-Roi........ SOE aes 583} 1.9 10,421] 35.6 | 17.9 107,571 99,654) 9.56 
IPR DINCAUL. oo ice SERIO cee IO Ctae Le aes tes 86} 3.1 696} 2.5 7,793] 24.8 | 11.2 22,214 31,029] 3.98 
Buckingham......... H6pital St-Michel........... SOlivay ae C9Gak. aa. 7,793) 24.8 | 11.2 22,214 31,029] 3.98 
POMtIAC Ag besciig tule treet] eed ee ean CST RTS ease ee cat ee 25, 1.3 270) 1.4 2,232) 24.4] 8.3 13,560 13,871] 6.21 
Shawville........... Pontiac Community.......... 25). . AKU by Boe oA 2,232) 24.4] 8.3 13,560 13,871) 6.21 
Portneut tens nn eee ae INOMG foo eles we thes wiationssey0:le ch atiiliaiave sage chalet totidlfigca lar see a ite] oe coihlo- til obs tet ose calle OER ope eet oR | a a 
CON Te] of eT RMI MCLG MeCN PAR he a el ee et aie Ut eed 1,723] 8.6 27,427| 13.7 | 455,872) 72.5 | 16.6 | 1,239,909] 1,186,372] 3.57 
Quebeeteie. twos Jetinrey Hales nie Meets sci cne e 196) Ponce 2,206)... 4.81 4133/3840) 46.6. | i5om 167,019 188,825) 5.66 
Quoebetans cnjetiect Ge H6pital del’Enfant Jésus...... ANS) 4s 7,204)......] 124,563] 84.5 | 17.3 278,015 284,535) 2.28 
UIUC Sey ry Aes BASS ae H6pital St-Frangois d’ Assise.. . 167\seeie S,OLGl eee 43,894) 72.0 | 14.6 149,949 124,811) 2.84 
Quebecsrmucasblane ch H6pital du St-Sacrement...... S25| ee me es GLH % 94,427! 79.6 | 15.4 359,955 348,389] 3.69 
Quebece ac ns er eee: Hétel-Dieu de Québec........ S75 ane GO2U ae ete 111,602} 81.5 | 15.9 No| Report |...... 
uebeerweeh,. stare HépitalyCivia ess siden. A: 110) See G84, cs |) 12, 120/430525) 815.5 No} Report |...... 
Queer ster. yt ees H6pital de la Miséricorde. .... TAG] EE S....:- UO ee 35,924) 67.4 | 33.5 284,971 239,812) 6.68 
Richelieu ere): scl, eae IA Ko) sto aeRO gk See ea) i Ae nes «(eR MUL ALS Ally  il4coa|[olivs Se Modal ada cece wallace - 
Richmond. .5'./.1ee ee Dk (0) 6) eS nt) ee Or | | Pas + eon MMe tic a clollsiaisod| ocio se aaaatl bigdea ns cde oo cD . 
FRAMOUSKD LoS ss alee eects 5 Sele a ave a Ree ore ARO eke 262| 5.9 2,827, 6.4 42,549] 44.5] 15.1 160,962) 137,148) 3.22 
Rimouski. 2 o.\. = sles G0))/Hépital St-Joseph............ 26215. ers. 2 DSZTM hers 42,549] 44.5 | 15.1 160,962 137,148] 3.22 
Rouvillemee ein .).0 eee DS C0) 0 CSA ILA A a ye PM Fey) 1 ae Se MEMOIR PRI SOAP os sid oR ody ideals cuales a Gra dlaitnion 6 
PA CUCDAV CHS Bac: catasiets ts erm tals tera i TOR en Re 110} 3.5 968} 3.4] 35,566) 88.6 | 36.7 35,925 34,290) 1.04 
Includes New Quebec 
Harrington Harbour. .jGrenfell..................... 740) | 9 eae ISG) ee ess 2,518] 34.5 | 18.5 No} Report |...... 
Havre St-Pierre... .()|H6pital St-Jean Eudes........ OOP. Bei. tc 4 eel 33,048}100.6 | 39.7 35,925 34,290) 1.04 
Shefford tahoe. seen Nome fF 5. Be URS clos [lscod Sie BSS chavs Ap snares savor eam atoll ive exe tity arc lie vere 6 [oie RRM CREM een Ic eee ore | en B 
Sherbrooke Re. . Gk Heals. < Slee re eae reenter ates 446) 9.6 7,826} 1.7] 79,779) 49.0] 10.1 300,924; 331,198] 4.15 
Sherbrooke.......... H6pital Gén. St-Vincent de Paul} 318}...... DB Glolseae 57,747) 49.8 | 10.2 187,578] 219,747] 3.81 
Sherbrooke.......... Sherbrooke Hospital.......... SSN Rie.4 ZiLSO es. 21,540] 67.1 9.8 105,040 103,145] 4.79 
Sherbrooke.......... Hopital Civique............. AQ | cpeueis DAL. ve wee 492) 33.7 | 20.5 8,306 8,306} 1.69 
Soulangestae tk Sere La fo) «Cc aan eee | Oe nS ES.) |, | Ce Od Ae cat ol inde aneeeingecmerian dlosc 
Stanstead Sane 2... Meee NONE? wists fore $01 4p Rited ee steko fore oigie UMlave Role oll Oe Seu:ahia Mall She st aoc epereen zai RUS <P ce oa ave Fave Petersen 
St-Hiyacrathes. cca eyes ccnsletn cele aha sts kotes ft deaaelereisto.« 172) 5.5 2,431) 7.7 27,351) 43.6 | 11.2 104,064 100,130} 3.66 
St-Hyacinthe........ Hopital St-Charles............ ye ee 2431, Js... 27,351] 43.6 | 11.2 | 104,064} 100,130] 3.66 
Died Callan i eer nacedicle sie clamice tinicne ce etemene onmtte 179} 8.7 2,114] 10.3 21,013) 32.1 9.9 82,717 108,161) 5.15 K 
4 
St CAN rene Mee ae Hopital |St-sean nr ae 179} 8.7 QL aN calor: 21,013] 32.1] 9.9 82,717 108,161] 5.15 


Note: © Includes T.B. — 76 beds, 199. patients, 22,632 patient days. 
“) Includes T.B. — 30 beds, 74 patients, 9,043 patient days. 
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TABLE 2 — PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS, SHOWING FIGURES FOR EACH HOSPITAL 
(Continued) 
g 
g 2 ae ie 
3 m 
Census Division 5 = 3 $ 8 2 - 
dl hation Name of Hospital aA fi i 2 z < S a P 2 £ A 
ao} seat rege | Gg jag| e 1) & on ae 
~ Cra ~ es I + 
BeEMe eH ol Be toed elec | ep ea 
6) aa) A Ss | AR | SS] « a ye On 
Quesec—Continued 
RSUMINIAUITICO cists hie els gure sonar Po fteia als VANE sierclajaioee 6 509} 6.4 5,181 66,253) 35.6 | 12.8 393,514 411,752] 6.21 
Shawinigan Falls..... H6pital Ste-Thérése.......... LOOM acts 1,011 13,914! 38.7 | 13.8 44,661 44,661] 3.21 
Shawinigan Falls..... woyce Memorial.............. AAV NEE. 923]. . 7,478) 46.6 | 8.1 48,721 57,484! 7.69 
Three Rivers........ H6pital St-Joseph............ GOA 3,247)... 44,861] 33.7 | 13.8 300,132 309,607] 6.90 
SREMAISICAIING FPPMAr TRY Jel sett sisborga 2 eieds hares diaioi clave xieiese 117} 2.9 3,364 40,874) 95.7 | 12.1 116,252 113,389] 2.77 
INOTaNS,. «6 cie. widen ss HigpitaluYouvalles a. sites es. LY Heer: 3,364 40,874] 95.7 | 12.1 116,252 113,389] 2.77 
“TET EOCEIE otro diat> aad horde C ACL ACIS ne REIS Geena 134) 2.3 2,118 24,512] 50.1 | 11.5 86,777 84,324] 3.44 
Riviére-du-Loup..... H6pital St-Joseph du Précieux 
EE ARO ATA E Na 14s 2,118 24,512) 50.1] 11.5 86,777} 84,324] 3.44 
Terrebonne............ INGOT pepe Otte at ec ee SS) cick cal emt ie eter ee | rere | ate Saas Ewer are: AA RI Ie en enNT AI ee ORL oy eee eee 
Waudreuil. 2. s0.055.. DG) RDO Sted ahs OA Pile Wve OU ee ABA PA loses casing) [olde Bed bebe! [2am N eR a SN oR LN aD QR Ae ec 
Werchéress .. oo ce cise ING) Steeda Hone Eee AC ee, Sows Blo c-cd eyed seis ol Waleed! os erally ope Kale EARN eats il |e, 9) | a ea uo ee Lee gt 
WVOLLeIae aise se eats, s I esateies Sai ea ia lee et AAs RD Eek Ml Lae tay a oy env] Le (aR ae MEAs) VE aT, Bl I | 220 2 
BVSMASKAH ® 5 s).,0, <)lesistes INODE SR yarn Sere Tet ets ot PR | Cn | PR tee ete b) et ae eo diy, Weaulis  L SRSt I cis J avdl dunes: 
MOEN UAHEOO MEY Vale tee ete as | alstanehopotevals aes alia cecvavane a Wikia) elle ci die 16,348) 4.3] 322,653) 8.6 |4,009,128] 67.2 | 12.4 | 14,797,139] 12,883,990) 3.22 
FAGGINGtON 6 5..e 3 ce sss IN GOING eMC os aT eater oP Ye aA ealsh cel] eyeboreteva| Atl esarete | MET ILE at ratte | awe osrcel | crear em | epee serena meta le anoles et callcuae eae 
oy, Lode abla eal OBE 260} 5.0| 4,313 42,103] 44.4] 9.7] 136,234)  124,8921 2.97 
IBlinG@aRiver:.s.crer- se. DESAI OSEPIVS arco oneiciiseichs isis sare SOc eis 137 1,621; 18.9 | 11.8 3,608 3,902} 2.41 
Sault Ste-Marie...... Generalities rcttc ctw cts ae gee Osan els 1,798 17,956) 52.9 | 10.0 65,321 51,554] 2.87 
Sault Ste-Marie...... Plummer Memorial.......... 64 1,560) 16,064] 68.8 | 10.3 48,941 43,081] 2.58 
BlmnduRIVerc. ... <5: Red'Crossis fsa satig stera ean 26). 189 1,278] 13.5] 6.8 3,472 4,612) 3.61 
laws Gtse . dicais a cies Igvevol( @) oy Tatts Greet anareer Ja ee 134 931) 23.2] 6.9 3,123 4,342) 4.66 
Hornepayne......... Red i@rogs ia. teebee s-ae ei clea osnae vd Wr erent 67 616} 24.1] 9.2 1,801 3,104] 3.48 
Richards Landing. ...|Red Cross............see000: 1 Pane 164 1,311) 29.9] 8.0 4,087 6,285] 3.79 
EPHESSALON:,.), . 5 sl elsiola< Red: Grogs iiss eine ists.< ote Preise 15) ee oe 264 2,326) 42.5] 8.8 5,881 8,012} 3.44 
LET ENT. «0 oligos 0.0 06 6. 4H hid DOO Ae BGS ORE Ee Caen Sanaa 297) 5.3 4,912 66,285] 61.1 | 13.4 206,895 212,742) 3.20 
Brantford; ..ieitiis 2s General cei ABR leis Aclawie cies 254)...... 4,348 58,232) 62.8 | 13.4 182,024 192,754) 3.31 
ALIS PIAA S'S bstorer sie AWE GG ON ate ee crate ish sets ate esha ASbRR aca 564 8,053} 51.3 | 14.3 24,871 19,988} 2.48 
WS PEC Ome neste ee ellis eis Sina aoe oer ein'e-ele evs ayein le ws 92 222 1,481 15,078} 44.9 | 10.1 48,864 41,523] 2.75 
Kincardine.......... MG CTICT AUS ote teh aie recut le vareteiel eels 45]. . 559 6,596] 40.2 | 11.8 18,743 15,034) 2.28 
Walkerton.......... Co. Bruce General........... 38}. 841 7,807| 56.3] 9.3 28,225) 22,172) 2.84 
Lion’s Head......... IREDI@TOSS Stele corso cialN ecaere en 81 675) 20.5] 8.3 1,896 4,317) 3.84 
Sob glllllss ae cane el SEI ES PS re 1,276] 6.4] 27,058 380,463] 81.7 | 14.0] 1,357,804] 1,090,195] 2.87 
Ottewanreemiein «3. OAC Atte arotet shes sis rolefoiayc tates GOO PS ak 13,923 200,853] 91.7 | 14.4 803,486 635,035] 3.16 
Ottawares ere ees Generaligeeh te teks. « amoebae 3941. Gyh 0d 113,601] 79.0 | 14.4 389,823 298,151) 2.62 
Ogiawariernractk ons s ss Salvation Army Woman’s..... 102) eRe 3,621 37,092} 99.6 | 10.2 61,453 60,806) 1.64 
Ottawa eee. 2 Protestant Children’s......... Hits) [BE ae 888 10,342) 51.5 | 11.6 41,368 34,529] 3.34 
OCA Wa stare sete oss ath cio Strathcona Isolation.......... 145 Me ca 851 18,575] 40.7 | 21.8 61,674 61,674) 3.32 


' 
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TABLE 2— PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS, SHOWING FIGURES FOR EACH HOSPITAL 
(Continued) ) 
| : 
g 
S 3 a) 5 n 
3 
Census Division : = S ts ees 8 5 e 
and Location Name of Hospital > a wn 3 3 Ge 8 3 A 
Bil jeune sy phe Saat aoe Wye a nee 
~ int ~ al = = 
6) eal A Ss | AR [SO] a Be jon 
Ontarto—Continued 
Cochrane 26.22) Une | Rao we: 2a CRO aii aM 368] 4.6 8,117] 10.1 83,704] 62.3 | 10.3 297,763 286,011) 3.42 
Cochrane <a -Meee bite ead yi Lin Gomi qasetette sites claret: CUE ae 797)......f 15,898} 62.2 | 19.9 38,953 37,763] 2.38 
Hearstiiel ti eae ePaal’ shy. ai. Awe aera ee AT ee ay df OOD) sea. 13,011} 86.9 | 13.0 30,564 31,184) 2.40 
Troquois Falls........ Anson: General). ai seh aeiheats BS aneve COSA 8,323] 60.0 | 11.8 30,208 41,735) 5.01 
Matheson waian neicnus Rosedale War Memorial..... . Oh Meh. SUZMan sent 3,147} 45.4 | 10.4 9,552 9,543] 3.03 
South Porcupine..... Porcupine General........... BA AO ee 10,551) 65.7 | 8.5 49,923 42,482! 4.03 
AERIS se ee aes ae Sta Marys a clita veh. aatniacetes SGT ee ete 4,068)......] 32,774} 57.6 | 8.1 138,563 123,304] 3.76 
DO ADTETSS hay dewey ANN a ED et Te ROPES: a Sut es WINER Nie Ley Ry Hs) 83.94 769) 5.4 9,829] 59.8 | 12.7 30,326 24,906} 2.53 
Orangeville.......... Tord) Dutton tere cee AD as eee OO eae 9,829) 59.8 | 12.7 30,326 24,906] 2.53 
Dundas eye. hace eee hs None gfe! oes Bh Mabe io 21S 0 pc lO at lle Pe ercalle tees AM SEN ee Pea ce ee ae Te on | 
ID urbana aie ery dee oh Bh ||) Be SNS aed ea a CU! 80} 3.1 1,471) 5.8 14,418] 49.4] 9.8 45,070 41,548) 2.88 | 
Bowmanville........ Generales sees chee tem 30a seis 3 GOSteceane 5,816} 53.1] 8.8 17,516 16,879} 2.90 
PorctiHope ey sae Port Hopes yaar nee wey | BOE SOSA EE 8,602} 47.1 | 10.6 27,554 24,669] 2.87 
TEA VTEC pCO aStae Se pest aRIAN HALLO Acam ae ARNE Lat A ih kL Saliasd a 125))237 3,168] 6.8 35,812] 78.4 | 11.3 141,905 116,300} 3.25 
Sts Whonsias sess) ae Memorial i itta aren f any ata UPAR Gls le 3,168}; 22...) 35,812] 78.4) 11.3 141,905 116,300} 3.25 
BISBE XY Hat dle Sicko vie aie aveeee de GEN hile ARON ect ae Rar and 503) (2.9 13,483] 7.8 | 125,810) 68.5 | 9.3 496,794 461,371| 3.67 
Wiindsorl 2:4 Gaius Gracelhee (2G, women ea tem itt cen 120) sere 3,332]......| 86,336] 88.0 | 10.9 111,919 107,190) 2.95 
Windsor.) an owt cs Otel Wiew enn cuenta en ae ee Ola ees 4,889]. ..... 46,835] 73.3 | 9.6 201,229 156,111] 3.33 
Windsor yp. utiauiy iMetropolitany (tama een at, ao... ie ah Beate SGlO| mem ae 6 35,679] 68.8 | 9.9 154,721 169,774| 4.76 
ENVINGSOL o..<, uk Weitsers bol LS OLAG LOM Ie re cee Reet ae et a ye ent SYA As 5 MSI see 2,295} 18.5 | 20.3 21,015 21,015} 9.16 
Windsor. oi: : 1). sal Convalescentempiancuie ae. SPARD Gb ate (hel Ree Gh 4,665} 39.9 | 68.6 7,910 7,281) 1.56 
Rrontenach e) :/: nae bial eet eye, ee ees oR ae ee 561} 10.5 10,913} 20.5 | 126,450] 61.7 | 11.6 493,179 414,676] 3.28 
Hongston | see e Hotel-Dieu Bele cic tis ate 208| sae SAN eg 44,766) 59.0 | 12.0 170,910 116,263] 2.60 
Kangetonia saath. General i ios tas cishy. 3 Hagiepa SDB! eee COAL ay Sat 81,684) 63.4 | 11.3 322,269 298,413] 3.51 _ 
Glengarry acc bee ke Norie ) 3) 3s eGo Gers a cfs dis wooo [Bale ee Uaaee il. eileen UG Sci] gear eer] Ete. 2 ec | | 
Grenyvilles.2.)s ees bicite Nome’ i ij) Hence ames ote seeenwuale! PROS Re ER. BC AHP x ge ORL Te cam OOO | 
sR ON RANE EUSA LI VO ALO ce aed oh a A Dee 156} 2.7 2,526] 4.4 29,289) 51.4 | 11.5 103,728 88,133) 3.01 
Durham 22 .2.| Red’ Cross: Memorial 1) 2) s 2: S| sclataes Diet ie 4,341] 42.5 | 18.5 10,395 8,024] 1.85. 
RaANOVeT) Ao e Heirae oie NIEMOLIAl estan eae rice ei OLA ba Ab SOGlon nore 3,634) 36.9 | 9.9 9,936 9,749] 2.68 
Owen Sound......... General .72 Baapeeeer se ne! TOD] eevee 1,925]......} 21,814) 57.8 | 11.0 83,397 70,360} 3.30 
TE TOICG We at: as Lia ae eS On ee a RRR Pn, a 30) 1.3 499} 2.3 4,752) 43.4] 9.5 15,298 15,386] 3.24 
Dunmyille sears |: War Memorialvaiiien -miaote BO} pera Cn eos 4,752) 43.4 | 9.5 15,298 15,386] 3.24 
EPA EOI bere eva ict a lis atede cid is che Ba le op Mitel ae ean ava 19) 2.8 146] 2.2 970} 14.0] 6.6 3,338 6,154] 6.34 
Haliburtonts 2.90.0... Red) Cross :1. Yi iy minnie a 105) ee ee S74 Bene ge 872) 15.9 | 6.5 2,509 3,638} 3.25 
Wilberforce. ......... Red ‘Orossvs\cn thers erent: Ate ok A2|e eee OSI 6.7 Th 822 829 2,516) 7.19 
ELA GOT S Ae Nees ieee eee cote streets agate REE Pics eae 30) ae 71] 0.25 1,961] 16.2 | 27.6 2,020 1,597} .81 


Burlinetonte eee Children’s Convalescent....... 33 ane (aleve se 1,961} 16.2 | 27.6 2,020 1,597; <8 


pe 


405 
TABLE 2 — PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS, SHOWING FIGURES FOR EACH HOSPITAL 
(Continued) 
=| 
S a 3 
Cc Di ad 3 4 iz S g > 
ensus Division : : a o a 
Pt inention Name of Hospital at bags i a. ely e H > £ us 
0) V8) rae) Fs BS) peg | See] ee yaa 
ae ~ Gat ¢ — [er f 
elegy tae) | 6°) | tae: hee. be) | | eee) | year ae 
6) ea) Hs S | AR | SO} a AA Of 
OntTar1o—Continued 
Beets GIT Sr nto oi ns ek le, cg HN IS foie) Gl Sect aun sse. abel uni ats 212) (3.3 5,029} 8.0 51,257) 66.2 | 10.1 197,406 149,371) 2.91 
Belleville............ Generales fhe. its cri i haes lacks 103 | aceaek. 4,648]......| 48,332! 68.6 | 10.4 189,803 138,809] 2.87 
He ANC LONG Pye Peta ratie IRECE@TOSS a.acme int lah eee 12). SPs Bale 2,499] 58.4 | 7.6 6,155 7,052] 2.82 
Coe Hill....... Red Cimon akcase lake ce 7 ee 426| 16.7| 8.2 1,448 3.510] 4.04 
VSAOWR OTT SUR GGA ds A ve en Lm 129} 2.9 2,147) 4.9 24,168) 51.3 | 11.3 84,364 72,439} 3.00 
Chlintone. 6. 45 hacthns: Clinton Public {Qn te. lls. s 27 477 5,565) 56.5.1 11.7 17,780 15,703] 2.82 
Goderich. oat 5: Alexandra Gen. & Marine..... Gi) eerie 718 9,589] 52.3 | 13.3 35,789 28,625) 3.00 
pearorthy | 2.0 geeky ts ScotteMemonial (2 v0)... 400 27 552 5,813} 59.0 | 10.5 18,100 15,898} 2.73 
Wingham Ceneralig Prepeitiretys. s.cdahTae PER wiodee 400 3,251} 35.6 | 8.1 12,695 12,213) 3.76 
“costo 4. Se ae WO ee ee 208] 8.7] 3,177] 13.3 | 34,678] 45.7| 10.9]  106,212/ 96,721] 2.79 
enorae oa trades talGremenals oA. Wace webct tess loans OU eek Cis) Iapeaen ad 11,159) 45.6 | 11.7 35,675 32,156] 2.88 
SOTORUM Ee Coe OU LOSEDIN Ss A Mts cays: sie above ne GSAS aa: QO Sl a wae 12,191] 49.1 | 13.1 35,569 32,946] 2.70 
Sioux Lookout....... Generale hc wa gkite, oot ot Pe) Nan ary OOO) oer 4,769] 46.7] 8.4 17,529 14,189] 2.98 
) hivcen ee ed Crane ee eo) k eee a oe 689]......| 6,280] 46.5 | 9.1 15,719} 11,970] 1.91 
Onell eer tyra a Eve) (Grossi stairs ce Se seeder ae 1 Dy Bis P Ly ead 93) 8.5} 8.5 524 2,653] 3.99 
PRedaittie. ci eels: se IGA @roser wert nee ee ree Be ates Shier 186] 10.2] 6.0 1,196 2,807) 2.11 
CTE RMS IE etek | cata eae ra ea otis Sak alte Goat ae es, coats 263) 3.9 5,724] 8.7 55,861) 58.1 9.8 206,213 150,800] 2.70 
Gnaphain pst ee eeneral po ccus gaa ct ee wat. con TSO Wane Splat As] Bo O4so | LOOL Qi He Ona 101,598 75,552] 2.65 
| @hatham:. . he... nc. bu OSC Maree. ayes Wd catlanahs 133} ) be NOI ile oe 27,318} 56.3 | 10.5 104,615 75,248) 2.75 
| eens A Oe! TIE S00 ae ae ep ean a 163} 2.8] 3,442) 6.0] 39,041] 65.6 | 11.3] 132,999] 119,366] 3.06 
PRELEONM Rs: scoin Mopens Crees aye Charlotte Eleanor Englehart... Boel cake ONS Macece: 8,498] 66.5 | 11.6 27,829 26,931} 3.17 
SETTC) SAMln ae Rice me Generale ee cence hs aon oe MS siees 2,710)......| 30,543) 65.4 | 11.3 105,170 92,435) 3.03 
| IDA, 4 Bias Bible dats ol bciiaedcn BS Oe eee eee 186} 5.6 3,367] 10.2 43,902} 64.7 | 13.0 148,416 119,498) 2.72 
PAIMONGEs «hy, etre kk Rosamond Memorial......... 26, ain Oog eae. 6,527] 68.8 | 12.1 20,278 15,526] 2.38 
Perbierete i scsctacey tee 6) sie Great War Memorial......... Oly fa eee WS 2E Tons 605) 13,748] 64.9 | 11.1 45,555 36,376] 2.65 
Smiths Falls......... BUD UICH a ers naa See eee Dot aie NPA leven 14,740) 73.4 | 18.2 50,430 39,395) 2.67 
Smiths Falls......... SOs HPANICIS'. 5329. 22 002 2A Shae AT tad tae 467]...... 8,887} 51.8 | 19.0 32,153 28,201| 3.17 
HABBO m6 bas peo OR OTE © Seal SIE OD OEE tee one enna 179} 5.0 3,620} 10.1 44,270] 67.8 | 12.2 188,728 144,413) 3.26 
Brockvilles ..)o55 5.5.5 Generate ment cr yy ast o oe 106 Retee PAO RY | ener © 27,747) 71.7 | 12.4 118,728 84,404) 3.04 
Brockville... Jeio8.. ; Dos vincent.de Paules. 2) ¥.o0). 1) steak W383) ese ce 16,523) 62.0 | 11.9 69,914 60,009} 3.63 
IUETNTGS <),bag BR oe ee NOT CPpN ey. ee Mess stoceey tees Ss oho hak eae MR eLrAHeMe [ie Ch cree CORRE OR EST cree ces coe | oa A Sector tate | ee S ore aut adap ata 
THER@SINS, ..'5 ghia Oo o Gee ellb. op tte kts 6 ae Ss ee 190} 2.9 4,298] 6.6 44,220] 63.8 | 10.3 168,442 150,465] 3.40 
Niagara-on-the-Lake. .|Cottage..............c000005 WU ys Goes 11o)7\ Eee 8 3,150) 43.1 | 16.0 8,779 8,071] 2.56 
St. Catharines....... KGCTIE TALE. Sh ES Pree tcl a a EOS ee ATOM redatesne 41,070} 66.2 | 10.0 159,663 142,394) 3.44 
| AVES iL OSA TNR ESRC Miele Tarcl> Fins ean e 6 bcs eebtewale oe 22| 1:79 315] 2:8 3,001) 37.3 | 9.5 7,268 7,977| 2.66 
| Mindemoya......... IRECKOrOss Sais aettre oie «sistema: D2: ee SiGe ZOOL S773 1 OLS 7,268 7,977| 2.66 
| IB OMOLYNESS 5 5 Gc duck Eoishcebell ere lose Cane CeCe MET Cue tal eee eee 828] 6.6 14,400} 11.4 | 206,969} 68.4 | 14.3 854,446 670,594) 3.24 
Pondonye. sas sl: OLA SHOVES 0 tse rene a) ory A ERPs eee 3745) Be as DSO dae 70,566) 59.5 | 12.7 302,284 211,620) 3.00 
WONGONE AC ke ich oe WACHOMIA eens chanteuse cc out ge) eee eae 8,219]......| 126,535) 76.5 | 15.4 526,485 436,335] 3.40 
Strathroy...... ecioes Gemera logy cae eh ee ahs eis sce 0610] Rees 8 GAGH oc. sii 9,868] 54.1 | 15.3 25,677 22,639] 2.29 
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(Continued) 
§ 

CanenaDivie S 3 Seth g eh lan 
ensus Division ; . hee ® 3 
and Location Name of Hospital > Co e z 38 a & Z a) 

Se eee ay ei BT eae Ailes @ (88 
|e] es) 2c] BB ee] & | g¢ | 28° lege 
Oo] ma | ae | S| AR [SO] «| B& | Be jon 
OntTarto—Continued 
Miuiskok arene ces cecvescte eds chs) secss ete siaiatvanes eae mem Roast tere Soleo 3 : : 20,818) 
Bracebridge......... Red Grossi ta dctia ese erate Sole ate : : 20,818) 
ING PISSING. aha: erates ey cilia cha clean tees crane ner eUa Tee eh lets 265} 6.1 131,077 
IMEI En Sot Au earn ee Generalities fen misk Reece 44}... 
INOTERUB Aeneas +h Queen*Victoria ly. .c heen Oe aeons 
INorthiBay: een... St. JOSephSitecnrecens se iternta JQ aes 
Sturgeon Falls....... St. Jean de Brebeuf.......... 0) Bae, Neri 
Whitneyscaieas cuss: Red! Grogs eerste aeteaicn bietecciers Ghaeieny: 
INOr i Oley ais Picea | MANN kere ee EE te eens 76) (201 
Simcoemeins, series Norfolk General............. TO ayes 
Nortaumsber! And ice c.: |echoe oo ete RRP eine 58] 1.9 
ODOM e rec cieheets nial: Generali} cucvatacene chicane rece Sit Sees 
ORE CPO Sec ROE CCR RAR a CEA a a Ue oN a Ie Tks v4 
Oshawaies. + siete wens General’, |. a. Aaukrasein es bias sie TLD eee 
OXLOrd een eicercls Cicciceis apead al sels ces US ee etre Peet ee ne 206} 1.4 

ar eersOllse. ochre ececeyesgis Alexandra tcc tcrcsctierstisleincns BO ae one 

Tillsonburg.......... Soldier’s Memorial........... 5% bee 

Woodstock.......... Generallniin eiganaate eee ter ne ee hoe 

PALTV SOMNG .. .oseh ts bic] J seks cisbs icon cine RAMEE te fo eke rls 105) 3.4 

Parry, Sound. .45 4s»: Géneral .\. scans beers she teo Bi ec eatle 

Parry Sound. ss 2, St. Josephigcc). seactoriysteres)sre.: GAO: 

Portloring soley e's Redi@rosss Jina eettcnie cee corer Gl attace 

Peel aa ntene soli is's ch) sratietiwens "cil s ae Meee fs Loner RR Oot ne rebe Sv osete 56} 1.7 
IBFAMPtOD).:) ka crea «eit Peel Memorial ates s/5% G6) viaetarcis 
1 Sees 0h he NG CORIO TOS ORS ETL PRR ACHE CES Poy hols acs hc oR FOL ace 165} 3.3 
Tastowel.. eei.s/c sles: Memorial) a tbiiaeae icteric 26 (Peters 
Stratforde... te. cigcie... Generalist). sidoc tea somone. gS 40 eed Reds 
Paterno OroOg cay sect relauesiliatcte siecle atv caine Glo miele ern eet sake 194, 4.1 : : ‘ 153,497, 

Peterborough........ Nicholls /.42 Sey. 7 eee Sees sis OS) Selsrste rs BS Sialctr: 2 , 96,992) 

Peterborough........ StsewOReCph’s Mes waren iie one S8lecltast, f ; i 53,427 

Apsley ails ace Ses Red! Crogsis. cat. betruan noe ierens arc Se bayad , ; 3,078 

PreSCOUGi Ne aie seen re es 12s icael ates cholate athe OREM ore cies 26} 1.0 ‘ Ee ‘ 17,067; 

Hawkesbury......... Notre-Dame ss . eave sna 26)? a. : : 17,067 

Princesa ward {ever s lavenens <tc ce eralee ete ce tisarele 62) voel : : ; 22,153 


Picton eae oe conte PoH County). woe BO vee ; E : 22,153 
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OO 


=| 
° 
° tet © 
= 3 > = mR 

Census Division : A | iS 8 2 > 

Bal eontabn Name of Hospital ‘i 5 I Ln e B > 3 A 

2) ee) es | Rj[eas| S| & 5 NCES 

a4 rary ~ ni — 

2) | 3p) 2| 28 lee] E| Z| Zhe lege 

Creat me, VS paar Tes |) a ea lon 

OntTario—Continued 

EUAISEV EUV CD Sey te te tenn [icrnets Oe eel eros cuale Bes eayerstelbte tans 32] 1.6 585) 7.6 5,822) 49.8} 9.9 15,062) 19,520} 3.35 
Atikokan iciecielieretetatten ss REGURO ROSEN Wet shox Rietess cents & Ale dese LAS So ae 58} 4.0] 4.1 838 2,919) 7.55 
Rainy River......... IRCCG OCTOBRE eh tee re 6c La cvehek 16}. . SOs. 3,274] 56.1] 7.3 8,030 8,118} 2.48 
oa Reem Cronss, se kN Eons 1 aes 266]. ..... 2,490] 56.8] 9.4 6,194 8,483] 3.41 
VG IEG WEEE Tastee ote | Srclee srhte thet aretoals eave dees ais Sis Bats 237| 4.4 4,419} 8.1 50,810} 58.7 | 11.5 161,242 139,955] 2.75 
Rembroke.. ccs)oaen si CORTE Bs Wi I er EN G2 aoa: 1,441)...... 15,584) 68.9 | 10.8 53,403 46,026) 2.95 
Pembroke........... General 6 Reta SR arin oaths eI nH) eee 1,891)......] 21,769] 54.2 | 11.5 72,663 64,554) 2.97 
REMIT Wile. go ccc ss WAGhOTIa de en ears heats Golitaaares HOSTS a2. 13,457| 56.7 | 12.4 35,176 29,375) 2.18 
Lill (ah ee INGOWOR Wye Seaton crtet lets c ater said Alt Me ueteteT eesti Sc | eae eae PA Hector s |B t URE ete Gey | MRRP aa 4 Sim al nes OTE ee MRC oe; Le 
SNETEGLD. ss o's WAS, SLSR SICH RES aS TE lr 383] 4.4 7,276| 8.4 88,188] 63.0 | 12.1 250,642 208,904] 2.37 
JAILS 050 eee Stevenson Memorial.......... AOU ae os NIG eee 7,842) 53.7 | 12.7 38,056 25,559} 3,26 
coat Vs Royal Victoria............... ee es ee 20,652| 71.6 | 11.5 53,361] 53,361] 2.17 
Collingwood......... General & Marine............ GOetetes IEZOO Renee. 17,787) 81.2 | 14.7 50,826 45,038] 2.53 
Midland #2).\.Sooec) SEMANGTEW Sele ieets thee ia nie toe euse DOES a POPS] sen 12,544! 68.7 | 11.6 30,360 23,768] 1.89 
Orillia es Neel cs o's Soldier’s Memorial........... Sole cs 3 1,939}......) 22,884) 72.1 | 11.5 63,145 57,070) 2.55 
Penetanguishene..... Generaligune tao narercsee canes: 2 barra AGSIe doin os 3,186] 39.7] 6.9 10,622 8,694) 2.73 
‘ Collingwood......... Blue Mt. Convalescent....... Biel oa ala} cata 3,743} 21.8 | 21.3 4,272 4,053} 1.08 
SS GORMGOTLU PEM PE TAC [0 Rae. 4s ore aser ater aeeletens ea hve 258] 6.4 5,340} 13.1 62,154} 66.0 | 11.6 182,728 155,374} 2.50 
Wornwalll.. 362.45. 3 Generally eh ames cess Sleds LOS ieee T9290)... 2s). 22,949] 58.2 | 11.9 82,636 73,718] 3.21 
Cornwall............ Hopeleieu ead has bose 150|......| 3,411]......] 39,205] 71.6] 11.5] 100,092) —- 81,656] 2.08 
SU] SOFT 39. clo: Bee eoloh papel cles CARER eRe UOTE OO Pe 303) 3.8 7,117) 8.9 69,439] 62.8 | 9.8 258,434 195,383) 2.81 
Clrpleati: ke ak.» Wade NVGImtOm ae cei tes 44s AQ Ati A(G\ee seo 7,194) 49.3 | 15.1 20,293 17,491] 2.43 
Sudbury. ....5...... Si ticcephiels . (i fies le. se O30... i070 eae 57,593| 66.0 | 9.2] 224,409] 162,022) 2.81 
Hispanolai sos... Redi@rossiens weer tie dows ote 20\a ces CAde see 4,573) 62.6 | 13.3 13,445 13,018} 2.85 
oleveter, ots Cie oes Redu@ross:! Oars oi. , anata Ce ene PE) Fe cee 79| 5.4) 3.4 287 2,852} 2.89 
LI nstaavere IBN 6.5 Ghoiosidkeal Ect qk ene eee 578] 6.8 12,125] 14.3 | 146,094] 69.2 | 12.0 509,151 373,218) 2.55 
Fort William........ McKellar General............ 22605252 4,980]...... 62,224! 75.4 | 12.5 219,553) 150,643) 2.42 
Port Arthur.......... (Generallgers ais Wecians cee deco ae Saas seronrs 2 SGM eee: 33,956] 69.4 | 11.9 98,436 94,971) 2.80 
PortArthur.........|St. Josephs. ...........00050. TRA Gs 4045}...... 47,935] 72.2 | 11.8} 184,444] 115,437] 2.41 
Fort William........ ROLA GION ep eae cpce eis Chik Shere telar ors TAPES ete alco wa arn sche is 8, |.) cenmes | maerenena tas |logernere Noj Report |...... 
Kakabeka Falls...... Red Gross), jn 50 5: Hot eae Ce Ale. 586] 26.8 | 7.9 1,815) 3,521) 2.71 
IN SITS yal niches sapiens Red rossa.s as cia sheeted ieee Olena ae I5od Hales AS 4591 14.0] 7.9 1,791 3,709) 4.28 
ELH COONS > sition lenis: Red Crosss ehios nh whence lotr: UA eas NOGA acter 934) 36.6 | 8.7 3,112 4,937) 5.29 
shimigkaming eemn eee en ctiie act: devotes a a aes 249) 5.0 5,251) 10.5 50,477) 55.5 | 9.6 192,150 170,160} 3.37 
Cobalt s sista als ae sve IMEIIMICT Bars grectars Oatskenesarsrest aie Dole er: p20) (ee es 2,400} 26.3} 8.0 7,494 7,484] 3.12 
Hailey DUTY 6! sesh : INFISCTICONC ah. qlee tele ts Listens Solero GSdlereee 7,681] 59.3 |} 11.1 33,449 17,095} 2.25 
inglehartis Wins. 5. Redi@rossinaaeniceeir cei: 19} ae 4051 ees 3,647} 52.6 | 9.0 9,744) 9,178] 2.52 
Kirkland Lake....... IRGaKG@rossreiee arti teic clam aise L46) ics BjOOBMes) <3 32,222! 60.5 | 9.5 125,736 120,667} 3.74 
New Liskeard....... VECO LOSS: rete teneei es Sans swine DA e Sat. 464)...... 4,627) 52.8 | 10.0 15,730 15,745] 3.40 
AEP BD. 5.6 o bn a 6 PAE aol Ba ee 85) 3.3 1,615] 6.2 18,044) 58.1 |) 11.1 58,020 47,022) 2.61 
EDGR AVAIN, ide eit cals Ross) Memorialle.. 66 cclte ne ae Alaa 1;615|;.....] 18,044) 58.1} 11.1 58,020 47,022) 2.61 
WES Vite alehte dele ss TSOLAGIONE Se wea hie oles, sete ms UW eee eal [ens 315 veo Pach EER ERRORS OH cron Sued nee ae No} Report |...... 
WGUER Os doo os ee8g SOU bob 6d 6 COS eILcRE e eee eae 356) 3.6 7,206) 7.3 80,773] 62.1 | 11.2 361,662 279,115) 3.46 
Galteitagic teria « Generdlmamtr aces me aileete ke: OL Sie 1022) tres 21,053} 63.4 | 10.9 91,901 75,891) 3.60 
Kitchener, ogi... 3. Kitchener-Waterloo.......... LOO eae 2,869}...... 30,693] 62.3 | 10.7 | ' 147,716 119,282} 3.89 


Kitchener........... SEAM adic Hlh is cctew ass re Dee 2415|......| 29,027] 61.2 | 12.0] 122,045] — 83,942] 2.89 
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(Continued) 
g 
AUR. 4 S 3 5S 2 i ss 
Census Division Name of Hospital al A 5 P| a > 3 s 
and Location > i Ps 5 aia hy eae 2 # A 
ej 2 £9 ra g as Ea faa J Dw 
3 a aS = ce hy Serie | aes = bE Ae 
Scie a ge] o [be Ves hs | ee ee oe 
Oo] Mm | se | S& | AH | SO] 4 a Se joa 
OntTarro—Continued 
Welland rs 5 ys | 5 AOA Ee ea ee tee. Ae ae 271) 2.9 5,912} 6.3] 57,740) 58.4 | 12.0 234,017 189,968} 3.29 
Fort Erie...........|/Douglas Memorial........... ASI ae B00 hee es 8,943} 51.0] 9.9 40,196 35,694) 3.99 
Niagara Falls........ Generale Wee MRR FRE ce aye 138 2,818}. 27,703] 55.0} 9.8 112,554 85,116} 3.07 
Welland............|Welland County General..... Sol aoe shes QNO5|i ce 21,094] 68.0] 9.6 81,267 69,158} 3.28 
Wellington's... RRR SREe i) < Soe tee ae tee ob. tee, & 310} 5.2 5,354, 8.0] 66,105) 58.4 | 12.3 235,467| 206,195] 3.12 
Rergusie |: /.:) eee eee Groves Memorial............ Sila 512 5,214} 38.6 | 10.2 18,872 18,997| 3.64 
Guelpbias) cee General. peak Ae nk i 120). se PLS) Ma Ae 25,835] 59.0 | 11.6 106,973 91,222) 3.53 
Guelphiy yy. ie Re oe Sts a Ose Dla erie iam a too specs Se, 2.088) ef. 28,295) 68.6 | 13.9 90,084 78,148] 2.76 
Mount Forest....... Louise Marshall............. pallies Haak 2 2,804; 36.6 | 13.4 7,812 7,248) 2.58 
Palmerston son 246 ce (General tein y red hey IS LAE.) 19]... 373 3,957| 57.0 | 10.6 11,726 10,580) 2.67 
Wentworthis ..< SRR ||. ok Sie Taye Sean eet io Oe, 9.9 | 245,663] 66.5 | 12.0 861,635) 813,164] 3.31 
Hamulton i. eee. | General, fm eee seraeie o> stscsis stk 190,850} 63.2 | 12.1 697,736] 672,485} 3.24 
Hamilton ...c tet. h4)s3 [Sts OSepISe pombe ree Gist els, a: LOO]: feiek) 4] meeTOOSl eae 54,813} 81.2 | 11.8 163,899 140,679} 2.57 
EN cerca e 5 cheer ac eek Cd te CISEHe Mase 2 Ge, o ict PORE eRe 9.5 |1,282,156) 73.2 | 14.3 | 4,962,593] 4,713,622] 3.75 
Newmarket......... Works © outer peers scsi « 11,639] 79.7 | 10.1 35,018 31,783] 2.73 
Toronto. shee s Lockwood (Clim pip. . 2htas sly SO adeeb a ROOO ae ee e 7,914 54.2} 8.9 39,715 35,732) 4.52 — 
MorontOnee sper keer Mount Sinai et aspce.erai ts ah pe kO2|S opie MMos a7 Ole lene 33,148) 89.0 | 10.1 130,174 115,409] 3.48 
Morontor sy... Aeon St) Josephis yan ave ch, Sh BOO LITE MM O46 (tebe 101,385} 76.9 | 12.8 355,824] 297,125} 2.93 
AV’OTOMtOUY Cy akrs deers sak Si Michael’siee ates oie 195,776) 79.1 | 14.9 739,681 639,349) 3.27 
Moronto, .).): .snenkie- + Toronto Mast/Generali. 0...) $d 82). e224 250), oe. 56,437] 85.0 | 13.3 211,648 191,779} 3.40 
SLOLONLOR 7. Hope Laas Toronto General... .. 372,812) 77.4 | 16.6 | 1,607,039] 1,563,373) 4.19 | 
Morontorcn Seaacee ae Toronto Western............. 85.1 | 13.2 746,071 742,716) 4.22 
MoOrontOPE 0 esate 3 Wellesley..#: is Ritsate.. 2h 2b 18.9 D2 176,998 156,174] 4.72 
MOrOMbOLs LAM awyetae SAM GrACe: water new h MEG. cl MUCLAT eM, MAUNA ts Seine oe 55.4] 9.4 56,207 54,912) 2.38 
Moronton: 2:2 Ree Women’s 'Collesege <. By2 50) Sel85|o5. el Ba Os0le oe 74.3 | 10.8 173,460) 166,382] 3.32 
MBOTONLOs, + 2S sieersetes Hosp: for Sick @hildren .).- .]) e432). 252 |) WROsoON a he 84.8 | 14.3 549,451 580,045} 4.33 
WOKORTO!, «2 smaadeees < Riverdale Isolation........... LS aliloed No} Report 
ROLOMTOR ss cheeses Civitan Childrents:' Camp... |: 92912 Sees) Ry LAGE ee. 89.9 | 20.7 873 822! .86 
MOrento) 0. ced ee Hillcrest Convalescent........}  43}]......] 281... 59.1 | 33.0 18,111 18,082} 1.95 
Morontow...c: sta I.0.D.E. Convalescent........ 65.9 | 57.2 61,816 56,304) 2.09 
Newtonbrook........ St. John’s Convalescent.......|  64)......] 623)... 87.8 | 32.9 51,060 49,696) 2.42 
Morontow s.. Maiateo Mothercraft;@entre ga. . \.....). |) 20). 3... G82 5 eo : 22.7 9,452 13,939) 3.66 
District of Patricia None } 2:4) 2565 J oie cbesaie eyes Abies «(Berets cilia ty allalogy ae, oe akcweceiele all dy acetone] Regal see ee | aera 
IMEANTROBAMs 5.2.0 Sask als llEal Sasa center aeons lech earer ace 4,026) 5.5} 81,042} 11.2 | 920,539) 62.6 | 11.3] 2,939,670) 3,048,964} 3.37 
DivaAsiON Ml! Hess Leathe sw -ill oil tal eh atte tees eather leroaretarater. 83} 2.9 1,664, 6.0] 14,121) 46.6] 8.4 29,220 28,667| 2.03 
Stembach: «0a /4 Bethésda:.4).(s2 sae ate bee: 48 987, 8,656] 49.4] 8.8 12,517 11,889} 1.13 
ATE ee eee rae Genieraleto swatch errs eb sete © 35 CUA ee 5,465] 42.8) 8.1 16,703 16,778} 3.07 
ID Ying t S103 107 Peet Ur aed bade em OR a i he i AI 94, 2.2 1,831) 4.4] 16,960) 49.4] 9.2 41,971 37,182] 2.19 
Al Gonatset cikee sek, - Bethanisy os Ae. preeee cemivrerdet: Pf ea eee 426 3,690] 37.4] 8.7 8,384 8,107} 2.20 
Mordentny. ..cnede cn: Breemason’st: ii:jee ages lsh grate 39}. OETA cls Be 7,414) 52.1 | 11.0 24,482 22,031] 2.97 
Winklerayitsktiens seater Bethel pte ..0 ss ame ec ececwebaietna tetas 28 pee G4. ash. 5,856] 57.3] 8.0 9,105 7,044) 1.20 
Divisionks agers eel aie: NOG hs cass siscore are foraie 34gusil oua:e eve bios Aigo 5,| 3 abe tsratore flake esate ellis © persuade ll ceteneore]l d cedag tee eee cell a ae te ret en 
Division Aan eters tee) aches ci cussed n sectee ra a tae een 22} 1.4 755) 4.8 5,514] 68.7 | 7.3 15,336 15,884} 2.88 
Deloraine........... Memorial 5280p se seoneteme aes 22 755 5,514] 68.7 | 7.3 15,336 15,884} 2.8 
DiVisiOneous Pareto foi /evtoks atl ote sei dee eee aia 28] 0.5 514! 1.6 5,791| 56.6 | 11.2 15,299 23,482) 4 
Pinetalls ssa eae Pine: Balls cies Paes ueterete ete Pde We tae 514 5,791) 56.6 | 11.2 15,299 23,482) 4 
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g 
° 
nsus Division . > 3 
Rah ibeation Name of Hospital a 2 a. Bis Pl HB > E A 
BS) e}eg/&] 2 [Fale] 2 | 2 le 
6) ea) =) S | AR | SS] = a Ba O Ay 
Manitrosa—Continued 
URES AS OILS ERS ROL IN coli (eee ect as ict ieee a tucradcs ous \s avakal& bev eae 2,711] 9.3 57,611] 19.8 | 694,070} 70.1 | 12.0 | 2,398,307] 2,497,225) 3.60 
(CU Ria Sinaia General Qatar cee. sila etic s | DBhee mio» O20 pe y= 9,330) 48.2 } 10.1 25,625 24,080} 2.58 
Portage arerairieje.1-|Generala-,. 5. enc. nas Bape AU a ee VSO kia: 18,247) 55.5 | 10.1 44,010 48,295) 2.65 
St. Boniface... 50... Sts Boniface 320 020, 01N . SPAT eo veal id IOV A Oe a 158,600) 82.8 | 11.3 428,226 486,081] 3.06 
Winnipeg............ Goncordiawaw eek oes eee ee GOV. OTe see ' 39.3] 9.1 22,344 20,785] 2.41 
Winnipeg. ..ior....: ETaCe ce et eee aeonte etc QeAbedinaate Ay OO leavers 71,170} 72.0 | 14.0 150,581 156,252} 2.20 
Winnipeg........... Misericordia................. 299). ..... 7,469 72,676| 66.6 | 9.7| 240,685] 251,184] 3.46 
Winnipeg: . 4). cs... itt OSCDI See ae se kee 1165) |e eee 3, 254s 8s 6 s3 28,521) 60.1 | 8.8 78,994 87,963) 3.08 
Winnipeg. 3.00.0: -- NiCLOnIger eect: cate ac SOR. Sia SS fl hed) eaie 33,123] 69.8 | 8.9 89,198 76,988] 2.32 
Winmnipe... 5s... Generalities tes) avon thee GST RAL: BUS Oe VL eens 204,745) 88.9 | 13.6 727,943 745,789] 3.64 
WAMMIDER inc 5. Children en yent ras at ee 135 2,357 34,684] 69.2 | 14.5 145,964 145,292) 4.26 
Winnipeg. ....25'... IMianICipalincnct sets che avs ers eas, 230 Rr ee. MRM BY evens 21,234) 25.3) 1105 386,842 386,842) 1.82 
Due bonrace |... ....- StaRochen wissen ad noes IGA scaly ® SCA our 21,635} 55.4 | 24.8 45,693 54,904) 2.54 
Winnipeg: )..¢.0 202 6. Convalescent qs. . ss sc es sees DOE ee TORE 23,s 12,093) 66.3 | 63.3 12,202 12,770} 1.06 
{DEREESEOIN 77, Bea le coal EIR Ry A Ev ee ee ar 0 ea 222) 6.1 2,953) 8.1 45,626] 56.3 | 15.4 144,150 133,426] 2.92 
[BYERS Coy Neoware ene General li. 508 frais ay onc delicdae PDD OO 2,953]......| 45,626] 56.3 | 15.4 144,150 133,426] 2.92 
] DISASTER 33 6 Big t.0'c Clo ROL 6 re cho eRe ORE ne CR a eer 68] 3.8 1,256) 7.1 10,006) 40.3] 7.9 “17,263 16,823] 3.03 
OMIM S Be EA. aes incless)s 4 Souris & Glenwood Memorial. . Ailes aye (hoy eae DOOUNS HeLa 17,263 16,823] 3.03 
AVA CT cick, . aerate Shp + + WING ene wy. Mean Rae icicle Sioa sie aid DAA Rio's 3. CARY) eee 4,445] 45.1] 9.7 No} Report Bee cites 
ene | VL took. ya leee cide ed 117] 2.4] 2,466] 5.2| 17,784] 41.6] 7.2 39,696] 43,390] 2.44 
oS ee ee Generlie aa tee ay. tk as <8 TOE we 2 O0TE 2 nc. 13,642] 51.9] 6.8 29,099} 30,935] 2.27 
Mewlowee co.cc esecets ERIN GENER eB eRN «os chersos oid ce ave,ctans CI, aecie ABOVE csc 4,142) 25.2] 9.0 10,597 12,455) 3.01 
IDAvaisiorr 1D og od on > aS [b AC el Ee ee ee ao a Se 66] 3.4 1,160} 5.9 10,529) 48.7} 9.0 22,088 23,343) 2.22 
Gladstone........... GENETAR Ne cae Sie a cas eussc eee PAG) tse ahd ADS). S535 33596) 37.5, | 8.7 4,730 4,725] 1.33 
INIECDAWEt.c:6 gece wclelens GOnera lg wis. omlecnei stctes 40 Ent EPA sh) ee 6,973] 37.8 | 9.3 17,358 18,618] 2.67 
LON ASTON TIL. 3 poe eepireeeyaal (-: Stet eee (CA) Pare 1,353) 5.1 12,669) 48.2} 9.3 24,534 25,293) 2.00 
BINGE a. BER Os Som VIET SS Mai tele fo chiaestole alot Dhol [See BOS |e shes 3,479] 53.0} 9.4 5,158 5,078] 1.46 
WIAMIOED's| 3 cite Asics General tear aes cones 15) ener 758) ee eae 2,344) 42.8 | 10.2 6,080 6,134} 2.62 
Minnedosa.......... ad yaNintoe segs etree tncise PST gece, BOS en. 3,664] 55.8 | 9.0 5,732 6,104) 1.67 
Shoal Lake.......... MURCIA og cies doses he shatters ple ee 348]...... 3,182} 41.5] 9.1 7,564 7,977| 2.51 
NEVISIOMRU MINE LAV yt alar3 (aie ia tds harbnal Aa tevehasigivielsl'a 2% 73) 2.8 992) 3.8 8,320} 31.2] 8.3 18,722 19,222) 2.31 
Mrnikedale....0e6s.. E. M. Crowe Memorial....... Do) eases 444)...... 3,787} 41.5] 8.5 9,588 10,133) 2.76 
Gimliaeyy: 2 SRB Mets. Johnson Memorial............ AST Ts sc SASH 2 4,533] 25.9] 8.2 9,134 9,089) 2.00 
LONER DUS3s 3.5.6 gl’ Shiels ARES ES enc eee 205) 7.9 4,113] 15.9 36,539} 48.8] 8.8 90,910 93,894] 2.57 
| Dauphin« .. sso... Generale s.\ch ete tdehh TOPE a Zr Ora eac 22,081} 55.0] 8.7 50,580 49,617} 2.25 
thelberben.boic.. cos. GENCTA ee orem clevereidisis: ersishcte DA accel PA le) Oe 1,988] 22.7) 9.3 6,318 9,882) 4.97 
Ste. Rose du Lac..... SCMROBC RE NED seeans alee caislens Ct eas a 8 52s. 9,038] 55.2 | 7.9 26,692 28,276) 3.13 
| Winnipegosis......... CLerar eae eich ee eeinoe 26 peas Z30e ee. 3,432] 36.2 | 14.5 7,320 6,119} 1.78 
DEVISIOUMEA era mer Petra lotr taas Fike cite Heldls fe diel d de ais iols 74| 2.7 1,436} 5.3 EL S33} AW ONE Sues, coccueo ce teeter sete es «== 
| Grandview. ......... 5p BNE ROR) See 18h ck 379|......] 2,108] 32.1] 5.6 No| Report |...... 
Russell ieee nes. acred Heart. (207. Ue sce alehe 56S ee LOD GIS as ca 9,225] 45.1] 8.7 No} Report |...... 
MPD ivisionplion twee Oh... aloe cots 5 iets Pe eee See 31] 2.5 449) 3.7 4,152) 36.7 | 9.2 9,713 9,656) 2.33 
wan River srsd.<. - SWAMPRIVEDE: . seisehl sas. decree Sl boca 449 4,152) 36.7] 9.2 9,713 9,656] 2.33 
\ 
| 
| 
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= 
ae aa s E mil 4 ig a 
ensus Division : aS S ® 5 
E atioontion Name of Hospital uy % A 8. a 3 gS ) B 3 a 
cea Ree gs ait PI =D cele A ED Weng OO HURT Pc 
a} 2|2e/=| ee |=2| 8 | | he [pee 
Oo |ma | aa | S | AR [SO] = a ee jon 
Manrtropa—Continued 
IDs ha teva 000 Rees Sea ieweie tl B clon eal van aaa Ss ah wale mes Ps I 160} 4.2 2,489) 6.5 27,125) 46.4 | 10.8 72,461 81,477) 3.00 
Hin lon. yale aneciase Ol ence Te28 ier 8,605} 47.1] 7.0 21,450 28,767| 3.34 
he Pas: : o.usevtee a: 110| ey Aa a ac 18,520} 46.1 | 14.7 1,011 52,710) 2.85 
SASKATCHEWAN: Jape aias c| sd idisfus seme Amoi eGl as clers aes: 4,315) 4.8] 86,008) 9.7 | 893,167) 56.7 | 10.3] 2,759,828) 2,853,535) 3.29 
Divisional gs... 2am setters |e mug ec a pee Vere, Ghose oe WE Dead hos 2,487, 7.3 | 28,683) 52.3] 9.5 86,767 64,652) 2.73 
Arcolaan, cic odie aang LG) Saws SUG acres 3,084) 52.8 | 9.8 11,230 9,917] 3.22 
Bienfaity..).) tae ages 15 406]. ..... 2,571] 47.0] 6.3 7,679 2.97 
Estevan sii). int ess 54 1259) a niae 12,872] 65.3 | 10.2 53,740 34,006) 2.64 
[campMan |: terery sae NG) Ae ZOO eae 2,996) 43.2 | 12.0 6,778 6,720] 2.24 
OXDO Warts). Aes nas 20 Pk | eRe 2,160) 29.6] 8.4 7,338 6,361] 2.94 
DIVISION 2 A022 eee: aubers.a] sae ane eRe ER cies nc 3 2 83] 2.3 1,447} 4.0} 14,128] 46.6] 9.7 40,478 42,917) 3.04 
Bengoughy) ) asa gee | 17 1G) serene 1,932} 31.1] 8.9 3,319) 3,240} 1.68 
Weyburn. tanec) 66) een DP Re 12,196) 50.6] 9.9 37,158 39,676] 3.25 
DAVISLOMPS Ne... s Morera cals eirete tee er ETeeT, cote tora 206) 5.3 2,436} 6.1 | 21,618) 28.7] 8.8 68,610 87,102} 4.39 
Assiniboia........... 26 GOSahe Mise 5,146] 74.9 | 7.5 20,037 16,581] 3.22 
Gravelbourg......... OB) Fite (02 Raee oe 7,206) 20.8} 9.9 25,774 42,124) 5.85 
ined. ee 18 oe eh 2,717| 41.4 | 7.5 5,746 5,818] 2.14 
Bontelxeds acca hy. ete SYA adic BYP eiaalets 2,933} 21.7 | 9.1 12,922 14,682} 5.00 
Manian Yuet Jae AO}. Ber 16S etna 1,831} 26.4 | 11.2 4,129 7,895] 4.31 
Rockglen s-:.tis0 soiie TE eRe AGH eters! 1,785] 44.5 | 10.1 o| Report |...... 
DA vaslOnra' ts) gp.\ reales | Ee Mee eee es 105} 4.7 2,115} 9.6] 18,781) 49.0] 8.9 53,808 55,878] 3.21 
rontier !) sa tapi es eae LOS] ere ete 1,005) 14.5] 8.9 3,735 3,922] 3.90 
Maple Creek........ 42 872 7,896] 51.5 | 9.1 26,057 25,596] 3.24 
Shaunavon.......... Siti Biss one i El 8,499] 64.7} 9.0 24,014 26,359] 3.10 
IBraACKeEN 21 Aee aie ots 13) sk AST eiee: 1,381) 21.0} 7.4 No| Report |...... 
Divisions sia! Seacle Golly eee ress See nea Pelee 90} 1.8 1,768] 3.4] 14,731) 44.8] 8.3 40,717 35,644| 2.42 
Broadview....... Hee Ds) Be SA SS2leeatisn 3,014] 33.0] 7.9 8,479 7,697| 2.55 
Melville............. 29) Been GOO Ee are 4,569] 43.1] 7.6 9,745 8,460} 1.85 
Moosomin........... 24 477 4,477) 51.1 | 9.4 14,509 11,773] 2.63 
Whitewood.......... 12 SOI sax 2,671] 61.0] 8.9 7,983 7,714] 2.90 
1 BIRT) ARO: Oso ae eI PALO ARE FADE Ai GENO Gaaes moe Gea 785) 7.3 15,323] 14.2 | 187,393) 65.4 | 12.2 635,285] 677,529) 3.72 
Indian Head? ....../... Ol take 683 5,907} 52.2} 8.6 18,894 17,991] 3.05 | 
REGAINED Mie: 2 eee a's be 300 C OOUN Haars 92,370} 84.4 | 11.8 348,575 392,890] 4.25 
Riginh...., Mele... 413 eo: eee 82,402] 54.7] 12.6] 265,056] 263,849] 3.20 
Rouleaws ace iic oe sisk Aad RSAC OU iy ee Ss metas f L016 21a 7a 2,758 2,796] 2.75 
REGAN Ase). mee olcile Jr. Red Cross 28) eet 1B) 5,698): Mean cer ee No} Report |...... 
DIV ISIONWG yas ste toe Pie bis Ve tec Mahe Ae ee Ire ie eerie 408} 7.6 5,902} 11.0 80,888) 54.3 | 13.7 215,593 221,455) 2.74 
Central Butte........ Enfield Victorian............. Gt eieperee 245]...... 1,727| 29.6 | 7.0 3,656 4,011) 2.32 
ihlerbertin: <7 antees: «+. Communitye see oars 22) Aken 262\secen 2,578] 32.1 | 9.8 6,380 2.58 
Moose Jaw.......... mera Ayal yb a errs eerie. 200 een. Sieh) Bees 51,480} 70.5 | 14.6 134,498 128,863] 2.50 
Moose Jaw.......... Providencé:.!#: So assaes teeteos 150)... ii 1 79Giecwe ss 24,632) 45.0 | 13.7 69,851 80,921] 3.29 
axtordity mtd ales, 28s Community game eae 20). iectet Bk OOP. see 471] 64.5} 7.1 1,207 1,013} 2.15 
DEVIsI ORNS RAE WRAL eo dH is eee Cok tc We, Sake CUE eaReIs < aby arare AG 217) 55.2 4,805] 11.2 | 48,376] 54.7 | 9.0 133,295] 127,676 3.04 
Cabrivey.,. area eee Winton: 5.8 Aad eae ee Seite 28}. GON ere cote 6,862) 67.1] 9.9 22,988 20,000) 2.91 
Hatonia': ci gece es RUinion,: 285.5 cic tae ae erase a PPA ee a 342}...... 3,140] 39.1] 9.2 8,695 10,853] 3.46 
Blase tty) Se eit tereiat: Communityal, (peewee denek 4 LS| ean L7S cheers 1,736] 31.7} 9.8 4,629 4,819] 2.78 
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8 3 2 g 

Siete So. a 3 =| 3 > 

es eee Name of Hospital mi ie z Birk nae te > 2 A 

2 oe (eee le a |as| & aa 2 pee 

8 me gs ae ica lg ten aye e ae a8 
hee Woes eeiewe” ree nee 

é) ea) ae Ss | ABR [SO] < a Ae jon 

SASKATCHEWAN 
—Continued. 
Division 8—Continued. 

ESLOD Pere streets 24 18% | GIPAS oaths Were arc emer nen ee 37]... 946 8,000} 59.2} 8.5 22,047 22,085) 2.76 
Guilliake 54.55. WIG eaten. aoe cts eee 24)... VPA Bree 5,004! 57.1 8.7 14,910 15,691) 3.14 
MBCAGER tn) /ceu eds fhe rt Headers Lown Marni sce ane Diliiehoaen OSE oe eae 4,939} 64.4] 8.5 17,634 12,228] 2.48 
Swift Current........ GGeneralll wows Mba n 528 rs a DO | Cruces VB5N io. V12 8441 6U. Sie 9. 42,388 41,998} 3.40 
PMDOLOSG isa (5 2ie.+ sts 's:3 REGKETOSS BM AcabeRre ties Uietetchets 1a Fs Binal USA ees 1,351] 24.7 | 9.4 No] Report |...... 
1 DYN APSO eGRS acl oe gree Oe] BS Be AI OIG GRAIG Cnt cae ome re 195) 3.1 5,450} 8.7 42,211) 59.3] 7.7 131,389 119,742] 2.84 
WanOraa cee sis Hugh Waddell............... DO arta UGGS nse ee oRh eG bn Wcdas 33,604 30,045] 2.47 
Kamsack.o.. ser tes os IKangabdwand.) qe sis ask sco SOE ae Stal ones 5,040} 46.0 | 5.8 17,283 11,276) 2.24 
BOrKGON... ei fae sic afar: Queen Victoria..vike......-0- 106| Siac 2 2,909)......| 24,999] 64.6] 8.6 80,501 78,420) 3.14 
BOUL Oe clas niall fe slobials sieisinis basin ciaield's vic’ sag 87| 2.0 2,050) 4.7 19,502] 61.4] 9.5 43,335 42,559] 2.18 
Moam Lake. 2).4..5..4 HOATAUIBIKG) sete frees resents te tee DPA diate SOO ea asst: BSP Bo Sul wee, 8,633 8,164] 2.84 
WGESbOCK a 6 o HAN bis/si0)< St tose ph’ s sty wpeipe ln. je tne Oe nace ASS le ciee 2,082} 28.5] 7.2 8,619 7,162] 3.44 
Wier lena rion Naat cat MONEY el tera etal «Aube savcncies ARUN ks: W363! 445 14,545} 88.6 | 10.7 26,081 27,232) 1.87 
“TORAES C0 TD Ue Bet eo cmeteanirnel earn hc as 7 a Le ea ae 588} 7.4] 12,689} 16.0 | 140,501] 65.4 | 11.0 526,433} 610,142) 4.45 
WAVIGSONG ci sie-as sons Wnion'sa. aati ce cece eee Qe kane ESRI ec 1°952) 25:5)" 5.9 6,260 7,942| 4.07 
INOKomnisy: <higsiis ie. ste Communityige serps eter oe ee 1G) as 7A Dd bee L593 P22 nen 4,756 4,138} 2.60 
Saskatoon........... Daskatoon! City. ames: we els BOM Seine 6,986]......| 86,526) 76.2 | 12.4 362,951 363,595) 4.20 
Saskatoon........... tga shy ase Bs <i eae DAI acca e BOG eee |e ee, 2ol 101 One oaG 152,465) 234,465] 4.98 
WALTOUR Hie a oily «3c 6 INamitowers wae ieee aicite acces 16 |B ae Salle ee ee 3,305] 56.6 | 9.7 No} Report ae 
Va SIOMWUD eaeretcts ce ctonte itis a, Wok shee eee aie ao coats Saleiames 124) | 3.6 2,193} 6.3] 23,058} 50.9 | 10.5 78,903 65,832] 2.86 
BIG GAP els 4... acti cal sts bse Margaret/s's.0.mels 4: OO eae GOS lA iakes 5,894] 32.3] 9.8 17,601 16,505} 2.80 
VEO Ise os tsleseces Community 6. ete west o mes LAs Eval Geae 2,916} 57.1 | 7.9 9,681 7,706| 2.64 
IROSCCOWN.. oe. seen Winto rae ears cieetaie td 5) .tsaks cee ok GO ara 11975 42] Meares 14,248] 65.1 | 11.7 51,620 41,620) 2.92 
DVISIOMME HEP Pera croc rer slats cas oRaie aie NS) ISS yd we orn able 244, 6.7 4,531] 12.5 | 42,897) 48.1] 9.4 130,619 129,984) 3.03 
Dadsland). ish. eeu se Communityere tee men tele Sie ented IY be ara 3,656] 32.3 | 11.5 11,989 7,567| 3.27 
Werropert:. 4. cert Winio my y S a re otoe te ote tee 2 ie eee: Goals 5,531} 37.0 | 10.4 11,930 17,394, 3.14 
Kindersley.......... LOR ST (OY sae nen yeh tom hc EMERG fe BOW ae hoe the AOS dines a) 9,478) 64.9 9.0 35,494 34,617) 3.65 
INVACK INA eee tiitenic sone SETIOSCDE wahhc sii eit oscar 50) Sa TOSS srs vera: 9,820} 53.8 9.2 32,919 31,914) 3.25 
SCOULTE NT t cis aie aioe Mamici pales. wuariis co naantior Ee aa BIO sree lees 2,740) 31.3 | 9.8 9,042 9,323] 3.40 
RUiretGyere ce aie.srs ss fee MONE: Me aeRO EL eee eet sce Ls Simei 35 |raeee: 7,600) 54.8 | 10.1 16,568 17,080} 2.25 
IVC eo oy aca bers (WMO A AY wanted sone ea ny PAU Sain se 500 4,072] 55.8 | 8.1 12,676 12,087] 2.97 
SIO MMLC age Cy eptON AP AROMEA we icicle austabacan ie! a uioa-s « 4 al 251) 3.8 5,789] 8.9] 47,857) 52.2} 8.2 115,769 110,179} 2.54 
Carrot River......... Mitchell Memorial........... 11 157 1,133] 28.2} 7.2 3,589 3,704] 3.27 
Kelvington.......... MION en aia othr ona cart oisteaee 15 439)...... 3,935] 71.9 | 9.0 14,302 12,753] 3.24 
INfelfort ee ae ae ees adyvaMintorsns acres ect econ Bale oes DOO5 Ihe eee 8,914) 45.2} 8.1 23,432 26,337) 2.95 
ING WAT) er cise ecte whic dad yaGreyne dS ialats ite.c.cl dies ced QO sae. VihG heen 6,450] 60.9 |. 8.3 12,461 10,456} 1.62 
Rose Valley's. .i3....\- MIO Me rr Reh ca cikie ere adele one 23a paticies 72,0) eos 5,525} 65.8 7.0 12,971 10,566} 1.91 
BPISdale a ones saison Sten lhereses ives. os nels ete WSieeinane 2,009]......] 17,3848] 60.9 | 8.6 49,012 46,360) 2.67 
Warravang sets oss esau: IREdk@rossns.. eset elses se TAISE ese Ole ese & 1,506] 29.5} 8.9 Noj Report j...... 
endeavors +. s.6.ck IREGI©rOss tteraie cs sya's stein ve Des LO ee GG[EE= s3- 577| 15.8 | 8.7 No} Report |...... 
Hudson Bay Jct...... Redi@rossi ites iarectsiry «okie an 17 eee tee PSY eoneeene 2,469} 39.8 | 8.6 No} Report |...... 
Divislonwlo mend serrais. screens os oe iie Nee Sins hak wale 466} 5.3 9,618] 10.9 | 94,108] 55.3] 9.7 288,164} 279,356} 2.99 
Birchebillsisnt.s ss ve Generale wie sc ietes cota feiss tine 18 303 Doo eol aca LL 7,726 8,041} 2.37 
UAWOrt Naess... se: SGeVICHSEL Stacie era: d ciate: 28 641 4,817) 47.1 7.5 15,822 14,368) 2.98 
ERTIMDOLAG te ys ee aie os. SD eEIZADetLIS selsclaats «ieee ee SS ot see DORM oasis 16,960} 52.8] 8.1 71,733 65,180) 3.84 
IKG NISMO n Beeaceia osc e. Kinistino District............ T5|eeerase SUES oise PIE LENO! SGN ef 8,057 5,420) 2.34 
Prince Albert........ lolyabamily set apres. <icts.<' 6! sire MOS ois odes OSM nn. -| PES2j 50S) OS .Oni LL. 106,435 105,065} 3.20 
Prince Albert........ NACLOUIAI ra ae ey? elise aes SO oka 2069). os. 23/197 eosin 59,964 61,352) 2.58 
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§ 
S = PP 3 n 
Census Division Name of Hospital = 2 x pl s E = 
and Location P. BS by RA iS 5 i Be © 3 ae 1A 
So) eel eed pe i/ms| S|] & 3 |ks 
~ we ~ mel = = 
2/2] 32) =| s8l=2| 8 | d+ | Zhe |eee 
6) fq Hs) Ss | AR [SO] = a Ae Om 
SASKATCHEWAN 
—Continued. 
Division 15—Continued. 
HVOSHNELN cae ee Community trv eri. socket SID en eed 2,385) 32.7] 1528 7,508 2.41 
Smeaton 2.0 see ese SMESTOM eect eyes tes fe 214). . 1,857| 39.1 | 8.7 3,930 2p 
Wiakaw tytn arnt nual. Anna Durnoull terete cai). worl ane sens biccnele 544). ..... 4,802} 45.4] 8.8 6,983 1.89 
Paddockwood........ Red @Crosstenaee te. eet tty 115}. . 942) 23.5] 8.2 o} Report @e|s, sas 
DF VISION LG oho. Oe eos calc Bee RE ree ey 139) 2.6 2,828] 5.3] 26,4941 52.2| 9.3 72,895 
EF ATTOnG: ss) meaner eke Fla ffordnreavertiie ode. cn. bee NO On Bate 381). ..... 3,246) 24.7 | 8.5 15,719 4.27 
North Battleford..... INotrenament yireets: wtaciere tical: ) Soles bier 1,980}. enh 19,220} 63.4 | 9.7 47,619 2.99 
Rabbit Lake......... IRosenGillememter serene. eich (otal Y Reto) oat tee 467}. 5028] 55.2] 8.6 9,557] 2.07 
DIVISION 1G os ieherccroch Cll RiGee EOE ET eb actinietses 160} 4.8 4,025] 12.2 | 46,491) 79.6 | 11.5 88,688 2.27 
1s Phas oa OO abdes a Ale ee Rady Mintope ererrne sori. met Qian 3,700) O104>|) 1301 8,524 2.50 
ashburns)/ nine tc District Union Heras ties lal Sale alerts (oy a ee 7,575] 71.6 | 12.4 17,997 2.62 
Lloydminster........jUnited Municipal............ LG2H ee 19,926] 91.0 | 12.3 44,185 2.27 
Meadow Lake....... Meadow Lake............... 816}. 8,814]105.0 | 10.8 17,980 1.84 
Loon Lake.......... Red Crosse uenintec a cioens GOL see 6,423) 62.8 | 9.3 No} Report |....22 
Division Sey certs cc, 5] cee ee eee ees 4.5 552) 5.8 5,450} 34.7] 9.8 9,076 12,536} 3.30 
Tle ala Crosse....... SG Dosephis ey yacwyeta er sedi v SLO eee 3,805] 34.7 | 10.3 9,076 3.30 
Pierceland........... Red Gross trite cee std et lah tion 182) ose 1,645] 34.7 | 9.0 No| Report |...... 
FATED ORDA Me cis: akreetects aig [cleiee Mel Cre a een: eat aye aii 5,180} 6.6 96,755) 12.2 |1,053,578) 55.7 | 10.9 | 4,024,444! 3,566,510) 3.39 
DIVISION SL s.8 oe Fea] CRE OE ares cern ae 156} 5.3 2,698) 9.2.1 27,097) Az6, | LOVON Aten Sport ere ener cree 
Medicine Hat ....... Medicine Hat General ........ LU DAR er Z6OH eeonnn 26,953} 52.0 | 10.0 
Medicine Hat....... Medicine Hat Isolation.......}  14)...... 7 144) 28-2 20.6 Mi. & crence scat ieteaeh cco | eee 
Division! 2s), Cees ccs al Jk hee ee ee be tenho 400} 6.9 10)143) 17-5) © 92/478) (63 sSul VOMIT NS cece eee ee 
Cardston) geet sc. Cardston Municipal.......... 1262). eons 9;870} 6OCS TPCeSke:. eee ee Ae ee 
Claresholm..-.0—..... Claresholmtepie cnet e.sane). cee 690}...... @, 108] 2222) LOSSES oe 3 ee a ee 
Coleman) Lines oc Miners (Unione ter gee aa | kolone ine 322| 5. oes 2,970} 6265) “OVQte Eek as sae 
Bethbridge: hic.taisi5 | ralblaeace ene ee ee LAS erie 3,429}... 25. 34,5561 183.8.) MOSM > Rus See. eee ee ee 
Lethbridge.......... St Michael sn atom ann. : 138) 5 eee SATs 5] * 2 T7Sb SOT 86h eek eho ae ae 
Lethbridge.......... Isolation......... SEA Ste eee] tpt: Pn ate ae, AN ohesoxeene 252) 0-491) 48) eee 
MacLeod... 0.61 MacLeod General............ Ol ears oes AS Tar: 3,856) 4273 1 7 SOUT ue Ee ete eee 
Pincher Creek....... Sta InCeNnt sven Creare | ek] eee 465]...... 4,091} 36.2 } 8.8120 cay eee 
DDEVISIONLS. (4 1 Woon Cetera ate GS aL ee oe ay oe 3.9 9741 6.3 D496) 42.65) OU74 Uo. ee oo Soe ee ee 
IBassano..)c eee ind Bassano Municipal...........]|  36]...... ABA a: wae 5,569} A274 12 Site. Ot eel. Bee 
IEDM Press dee ee Empress Cottage............. 520}. 3,927) 43.00 7 6 Ue ot cod ooo ete eee 
PDVASIOR A Ne, Soret elana's ALOE Me PT een One Ee 98} 3.3 2,177) 7.4 19,700) 55.00/99 000: 5. eee aoe ee 
Carmangay.......... Little Bow Municipal......... 20) eee £97 Ra 3,930) 53.8 | 9.3 
iphuRiver shih. 2) High River Municipal........ 49]...... DA Ra ea ae 11,094) '62.50.\) Qe] ok od as enc ae 
NVULC ANN oa) 5 os See tdeens lox Vulcan Municipal............ 29/432 38 fy: 9 | Fa 4,276} 44.2 |) 8.6 |o 00.55) ocdle sc cess celal oon 
DEVABIONGO F055 Sore Sees Me 5 Bete eT else te os a| Taal 1,105} 5.9 11,229) 39.9 | 10.2 
Werealee:,. teweenc 2 Rosle’ bce eS Sonam eee ae ch 4 Ea PAO eS Ae 2,201 s3bs5" (8 i831 bee Ree eee Seen 60 
LAMBA ey cotermate ec anna Mitnicipal ee eereeecac GON. wae 856]. 90287) 4172) |) ORS Ne 8 ese nent ee 6 
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(Continued) 
=| 
= : a he: 
8 2 
Census Division = 3 8 § £ > 
and Location Name of Hospital > = 5 | so) S rz 5 2 QA 
ei or aey| gE [as] S| & a [Be 
8 Sh eee a. oe ew as = ae: or 
Meee ud Wee |e ee ea) eee \eae 
Oo | A | se | S | AB [SS] 4 = HA OA 
ALBERTA—Continued 
Dinan Omaer wey eee teh) || acters cs titers | haved A aatecaae its 1,012} 7.0 DO OUMUA, 2 Ne2Zo2:500| "08.5 Il) La touleat ance tl siabanits.e| adel eae 
BOING 3 bis pee Eee Banff Mineral Springs........ 424 10,127} 40.8 | 23.9 
WaNMOLE say hiye voices Canmoren ttre eee neers, LOleae «ss 334)...... 2, SOL SAS Sail mats AO See ase.'svs, cial aerate lithe a. 
Walvary secs occe<: enero cee ene het. 230s SUL Zar lp ee SOO Sd SOUT Leon [bye yor den atbrspacuseyah arnt ea 
GAIA aces elcoscss/4.sre) » oly: Cross ac yaaa. Sdeeae BEAN wood SPOOL Eee ee OS, S00 BCS ote Lln so ver ctac,te ask | oor Menara c 
COPPER AAY tok ree mew ISeAl Graceban cote eel) gOS: 724 8,230) 38.9 | 11.4 }. 
ANC ANY Ase cpess ie laser? Nrpveds Crossew ey tre cet acu Ae COU ree ele « OT. 13,416] 73.5 |135.5 |. 
Walearyianaeeat ccc ass [SOlation ree acca seen Sole ootaee 298 AZ OD RSH DAN Sila 27 mike ligne 8 crapped chee aca 
ID stoi Ai wae pee Didsbury ast Gh dk toteks We ed ee 2,885} 43.9] 7.6 |. 
Wromheller? |. 2..)5 i IMEUMICR DAN ak crieclcis ot eis ene Pet BAAS Tea 27,655) 84.2 | 10.2 }. 
OW. Ve seen OLAS tn aE eros ee ee 3,836] 75.1] 8.6}. 
THRO OER 8 cc eeee eee Ur arve seme. scetccerty Oe 405 3,506] 36.9] 8.7 |. 
IVY VATO sya) taticis eves cles et a's Wie ye ey Semen ms cs lecic.cs tee SS megs + SOO EAE SAAC SG Oe OME eeies gc cca cucllluaaiins © aeoeat leva oes 
PD VASOTIM MEEPS ieee Tar oy illo RYerd coer etal aot = SRN Eh oysllon Pee deveustep de 246] 7.4 4,373) 13.2 41,205) 45.9 | 9.4}. 
(CREUG) Pd 6G eee Our Lady of the Rosary....... 437 3,270| 26.38 | 7.5 |. 
Wonsonteeus.. celina Consort wMiunicipalle. «sia: soi Alene. 438 4,837] 55.2 | 11.0 J. 
Coronation «400559 Coronation General........... 7.5) |, ADI has isvs 2,795| 30.6} 8.2]. 
Cal anaes ssi: Séavoseph’ sie em crow. cee eae Pos| ee eet DAO saa. 4,649} 45.5 | 8.5]. 
PPA TOISE Yio) 5c. <ponayarsscieis ewAnine sa Oe eM i. etcscnaraee 23 amit OU ae 4,715) 56.2] 9.2]. 
Saag tee cy-sscsiae « Kollam} Generale: 250-4: 21 ees: Byala 2,431} 31.7 |,.°7.6.|. 
IEOMORLIS Guide re ano Provost Municipal............ Sal as ss«« QOS aes s.- D852 ek lou LO cow eae tenia [eet acpi tale ae aa « 
WH Se as sie ee Waking iN itinicipalie |. .4..5% OO rete: GSI tes tgees GiOS4 boro aL Okara sc see lenin orcs > os 
Wainwright.......... Wainwright Municipal........ PAE sel sean GOS [tans 6; 5721 GGe Gil Osean «cise. | yceteerabbacnlllseres. &.< 
oR Ie eI Gf SSR Sn OR 340] 5.1 7,311] 10.9 62,538) 50.4] 8.5 
Wamrose ratte ale-ctiyerscs Stee NRarryi Ser eetere sve. oie. einer 5Siteape. LALO Paes al: 224 oa EPS AOR EL ata stare | ae epee etl Enc... ¢:< 
Daysland..3. 2... Providence wns ade. sce c.cs oe 6 nea ZOO irae. DL, (41 aL SA Be SOI pst ati cus | tah Sate ose) «510 
List taNG 6 eae eee Innisfail Municipal.... ...... cd a SGA 9,321) 54.3 | 10.8 
Wacombess ss. cls: Lacombe & Dist. Community. . 43 Pee a 8) lene eas 7,364} 46.9] 6.5 
Red Weersnte cece: Red Deer Municipal.......... YA |Sacce Se VIO see te LO:380) 42595" OL 4: 
Sleublena teste Gain ccs Stettler Municipal............ Oe ocr WE Z5 | aster ae 11,856} 72.2 | 10.1 
Wetaskiwin.......... Wetaskiwin Community....... 49 es. S68 |e LO MOST S740) MMe aOR W otrs sce «cle epeeneie sare 
LOTTO S92 ER 6 6 URE aeontlid REVAL Bec aon ee 114, 3.5 2,200} 6.8 18,396] 44.2] 8.3 |. 
IBODELG Voter ttews eraaecescnc: Bentley Community.......... 13 | Bees: AQG ee 2,793] 58.9] 6.6 |. 
Bickvillewe sac... Sy sss Medecine Valley Community . . St) andre S80) 0k Bee 2 OOM AZ a eG: La lee ins becewalliaeres a eae lence 
AGI orO OS ae yoy eee Seton ey ERIN c Gls ae! ae 1S eee. 224 ees 1,947; 29.6] 8.7 
INOTUCR Gee cherie eh Nordegg General............. 14a eae ZO) eee 1,689) 33.0] 9.9 |. 
TRUWEON SON 6. eroeyeorees ears bedi eeu ESI 23 cat oi On Reet Se RRC SOIR aSe O59 | Repess 5,019] 45.8} 9.3 |. 
Rocky Mt. House. ...|Rocky Mountain House....... 7) es Ul are 4,947) 52.1] 9.7]. 
IDIOM: 6 yb Bnerele aol oiein escort cae ae Caen eC ea 359) 6.1 8,209} 14.0 71,165) 54.3] 8.7}. 
slave. tie cinta. Kslava Viunicipal tac cis te ceok ie 28 lharie BYS| lee 3,082] 36.7 | 9.5 |. 
HAIMONtH omer ee yates. MamMonGee blige. <r de ces ede bob) | aie 2 OST aecer: 18,035] 61.8 | 8.8 
Manville. Soe) .))0..0. Manville Municipal........... 27 |Waseet: 454). ..... SOSA BOOT a te ha Obl tetas Sonera [ere ches ae 
Marwayne........... IVEOTWAWDIOS. Fo. ciciele see s/o tn a)s LOE eesti 150. 1,468] 20.1] 9.8]. 
Miindare snes nea. .5 Mundare General............ PA as Bibs BY ISLR RAS 5,033} 49.2] 8.8 |. 
UMivanarn:: semis ss: IVE ria see aiictitis esha: oF ects QSihian te SYS} e 5 bie 3,299] 32.3} 5.8 |. 
Vegreville........... Vegreville General............ 90}. . 2,471 19, 280 OSA 78 WMG SER casts: ccs <-lernetompaiererel| te athe 
Wernilions, a secm.)s.) Mermailion: eee ye) teens cle SO lbisei eck 914 10,910] 83.0 | 11.9 |. 
Wallingdon Pees. ..'. Walling contest cds sc. desc sobs BYA Ws Gee 703 O;47Al ATO Oe aalh te ca. ses | aebbuaabeyce ites sia sue 
LOTTO TUINS 5 Gehan g osta| lab ony 8 aie Sic eee 1,530) 10.4 23,157) 15.7 | 318,592) 57.0 | 13.8 }. 
Hdimontoneers .. 2.2... SSIES | cs by ber ee ORC EES TRON [Ss es PRA ak Bok 28,059} 42.5 | 10.3 }. 
Hdimonton. gan saas so. INisericond ian. setae cr-dels » siGuere SLA ere AO Aaens ct. 54,780] 47.8 | 12.9 |}. 
Hdmonton. seateers «+... Royal Alexandraws. acess. ste SOOM ce LOG Soler. 129,654} 71.0 | 12.0}. 
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g 
° 5 © 
S oS > 3 2 
Census Division P ote 3 oak) iss 8 5 ee 
and Location Name of Hospital > es 5 EF oq . 8 es A 
2 2. 2 a gq |as Sp fae 3 D > 
3 nm 8 on nr a = 3 = 4 a io a 
2) 42/33) | 88 |=3| & | Ze | 28 [eee 
Oo | a | a vw | AR | So] < ea jo 
A.BERTA—Continued 
Division 11—Continued. 
PAMonconeey desire: University of Alberta......... S5SIhi eo th | wa, O4o| ome ere 75,549] 58.6 | 15.6 
Mdmonton-yeeest eel. Beulah Rescue Home......... BN7S21 ALA Qa ZT SM nicis.caibls as | steals ete 
Bdmonton sen eit StiJoseph Beste ns echt aah Mh Ole ietanctes-fleimmmE Seo] clare 24,768] 75.4} 11.1 
De visions 22) ie salads eh rer Reena scouts. bs fags to 2.2 4.3 7 AOS H3t4At h ORS evs, cckeisclepo | arse teeenetae eae ‘ 
Bdsons deta he crete St John’ seers siteie ts «co ahet Setd al unl) SOlteetenetats 7,405} 53.4] 9.8 4 
Division 13.005. 6.5. Heer eee ieee arn stee ae 206} 6.2 12.4 | 33,937) 45.1} 8.3 3 
Bonnyville........... Katherine H. Prettie..........) 20)... 2,642} 26.9] 9.7 t 
Bonnyville........... SG MOUS ee Steck tepe BORE nk tien SOLOH ase i 5,975] OKON ROT) ceeeuae ce lee eee can 
Cold Lake........... ohn Nedaeh (oe cock cee acto | Selb ntl Ee™ MOUOL se rats. 4,389} 37.6 | 11 
BiksPoinb= seins ees Municipal it seeens: nhc. chen Odette. | Mme OOO) aye anne: 10,164) 75.3 | 7 
St Pauls ieh oeaetet Sta Theresen veces «foe ude | ee DLE Sa tae [neds OBO arora 8,168} 43.9] 7 
Vilna uteri eteeae ote Ouradyisheeee ck ck ae tess 2,599) 32.4] 6 
Divisionl 45. cieeke oie ost iets roe eee tabete ieee aire its eke fait 273) 4.6 8.3 87,687| 46531929.) ccsnl -- «|e ence steer 4 
Athabaska. i. ..... 6. Municipal tecine. «an stl t3] in) Golbpinee: 6,308) S824 ti 9. Bie... 8 210 ee) ccois mbes =| eee 
Barrhead) (240% .00c's St. Josephserere agente tal). OSlettaterts $612) 27 H0 | M2 Ayes ciclem - he ~ || oveseeme aes | ee 
Lac Be wel RRA Aad Sé Catharine’ sete. occ sss crete [ev Dol iete eh eal) NNUAL Al Te tae car 6,056) 23103] 14157}... \e.5. | peel ae 
Radwayssc cen sce aeier St Joseph’sis deactes «ole ee asic) | Solbertesr|ien t,000)-r el 6,266] 52.0} 5.9 4 
petite Taka oh thee. Geo. McDougall Mesocal. bce skte RMB OR [neon )s 2955] 38 7) MOL Ons bisa). «| piety ee 
Westlock............ Immaculate See. 5 osc ier a a 54.7| 9.5 
Division) 15 sie os crate ale sere ee ete etaeteter et satelite terete te 110} 6.3 12.7.) 20:292)):50.5 I) 99) |b. treet renee | 
High Prairie... -.-7...- Providence se Mas itecls wisi sieve ets 9,201) 6456: 109. Sit ic.n ws > alien cee ee 
Melennan 3). 23. 3.+% Sacred (Heart) Mania. ..cce cies | Oeleae mln etefieee  BOVOlan eieies 6,397| 47.4 | 10.6 
Peace River......... Municipal \aeawree ac cusses eet na) OM ele st A GOA ST SSVI OGM stu ieee sofort em 
Divisions 16s. sia. seweee cetee leet tet eeier mee ei ie 145] 4.8 8.4] 23,489) 44.3] 9.3 
BOrwy Ds. .s Msariacaw ist Berwyn and District..........{ | 18)......) 419)... . 3,076] 46:8 | 0723! )..<..% . 0... | als tee ioe ee 
Wairview . Sctyase idee Fairview Community.........}  30)...... 2,710| 24.7) 7.8 
Grand Prairie........ Mamnicipall Ae ferns cates etl ot 2 | aerate 15,068] 52.6} 10.4}. 20-.5...|ee aoe aneek | 
Grimshaw..........- BattlewRivernne cic de eck ae 1,879| 57.2] 9.4 
Spirit River.......... Communit yseppite cals sitteistetaylh S/R oop i Bin ROL Sieh ar 2300 Wize 
AD Sats) WW Ae RIN a an BIG Minin» oot omicle cio oie Cake Clea aA 6.4 536] 5.5 6,319] 27.9 | 11.8 
Desmarais..........- SE) Martin’stianeiteccdass cect?  2Oleene siden hOSt er rtals 3 1/872) 19.71] A140. ote |e oe ee 
Fort McMurray...... Sti Gabriele, 2h. sco geioe as sic[h i) 2O]t steel iam oOR aie oe oc 2,390] 28.5] 9.4 
Fort Vermillion...... SEU Tthereserc ite ote ciety: seeie| Ame | LOl eieteten tall MTEC cereterse= 2,057| 43.4 | 17.4 
BRITISH COLUMBIA: ac stele te src oreiotetateter are telat aie elec reife) rs 6,046] 7.5} 104,586) 12.9 |1,331,912} 60.4 | 12.7 5,345,999] 4.01 
Division’ 1) osteve ot Seal oe Re ee ae 2621 12.4| 4,081] 19.3| 45,772] 47.9 | 11.2 167,515] 3.66 | 
Cranbrook.........+. Str Bugenete dees. sect LTE eee iee OAs cay jee 19,492} 45.6 | 14.5 72,799) 3.73 
Hermie’; fest .ses suk Wernie Generale... don cate celtin . Sol ewe sit Ieneed 22] ipreterats 9,036] 63.5 | 12.5 23,394] 2.59 
Golden? 0. fecnse ake Golden Generale. is. e. daper Liat bee ALS Ole sem cre 1,676] 27.0] 9. 9,169] 5.47 
Invermere........... Windermere District..........| 12}......} _ -1o0)...... 1,370} 31.3 | 10 7,429) 5.42 
Kimberley........... Kimberley. 2.2780 .0 deeoks EN) BOE ace Lee 115102) 5LNGH ee 44,799) 4.03 
INiGhO) . onietes =.2;0 setae Ichel fe .555 51014 es ee ciasiskel. gee (LST ecrcceeee'] Be mene O2| rcrarctate 3,096} 47.1} 11 9,925] 3.21 
ID Nite Nee Cee AO LBA Cisate orc cco ago Somat 463} 9.8 9,3421 19.7 | 83,363] 49.3] 8 319,337] 3.83) 
@reston yseijntoes wane Creston Valley...:......5.../] 30]......} 516)... 4,605] 42.1] 8. 13,802} 3.00 
Kaslot nt satis ds 5 ne Victoriantol Waslos sty jes sy. peie ol| 0c meen Maine LOO| a icstere 3,231) 40.8 | 23. 9,957} 3.08 
jh al tact Ds ee el ci ap Se all Ne te aan 
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s > a 

Census Division : > 3 ve 3 8 5 iy 
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= 2 | 28 a gd |mg) & oe J S 43 

9 a ~~ prey ar oe 3 ret ‘=| a 
el gi}2s |e] 28 |s3| 3] ge | ge" lege 

Cy eu ae | 8S 1 OR UES P< B eae jon 

British CoLuMBIa 
—Continued. 
Division 2—Continued. 

IN@KUSD : «chee le o.cieis IATTOW ILAKOS .s/4iel levees bieysnte che PAN awe SOOT 2. 2,736] 35.7] 9.1 7,496 2.83 
INGISONG <7... telcete si «s:¢ Kootenay Lake.............. LOSE Nee arr. 2,551]......] 24,805) 62.9] 9.7 81,713 3.36 
New Denver......... Slocan Community........... Zola 9/04 Wan SR 2,765} 30.3 | 10.2 9,597 3.17 
Revelstoke.......... Queen Victorianscai. ibs... acon OS he ates 644]...... 6,853] 32.4 | 10.6 23,355 4.10 
Rossland ..h.6.6 sc vse Mater Misericordia........... COVA cate 1 We UM ee 10,930] 39.9} 9.8 44,584 3.97 
4) ey ees bea A aaeide rail TP adanael side oe ae cae A250] ee, 3,809]...... 27,438) 60.1 U2 123,693 4.53 
PEVISION Sx cotstetskales«) sists; ofa tevctore ato etch sichehel ocebayals osus, hott 360} 7.1 7,501) 14.7 | 74,356] 56.6] 9.9 303,533 3.20 
IAT ITISETONE Joh ale lefers' sole Armstrong & Spalumcheen.... ep elect TR al seer ate 3,658) 45.6 | 13.0 11,233 2.89 
Pnderby;s --sh-l Nias = sce Enderby General............. V7) Breede od 72] 2,814] 35.0 | 10.9 9,3 2.66 
Grand Forks......... Grand thorks Sao e c.cseis.s sce the Sole cae PAS Reo 2,976] 23.3 | 11.6 8,868 3.43 
Kelowna............ Kelowna General............. 1c OR UU B4R 16,389] 60.7} 9.4 109,957 3.47 
Penticton. Ys 2.086604 Penticton General............ SS eis oe 11g. OS i nO 15,056) 71.1 | 10.1 49,362 3.29 
Princeton). oacie.). <s< Princeton General............ 44 GAN ue 9,954) 62.0 | 11.2 34,043 3.17 
Summerland......... TUNIINIOTIATIC le terssstelet cts, cetelets Ae eters 272 3,552) 46.3 | 13.1 13,675) 3.07 
IVETNON. «.. «dle siete sie. <72 Vernon Jubilee............... 84 2,320 19,957] 65.1] 8.6 67,047 3.04 
TVISION A... «tre cholrets cree petiole ctottopte: cate chase ova epayermteae 2,598] 5.8 44,533} 10.0 | 614,775] 64.8 | 18.8] 3,244,995 4.84 
Abbotsford .....5..... Matsqui-Sumas-Abbotsford. ... 77. \ a cA a 4,503] 51.4] 9.6 15,210 3.32 
Chilliwack........... Chilliwack. wee eran a) cree Cit) tenn LED ISD eet ap 10,855} 45.9 | 9.6 109,011 3.40 
Garden Bay......... Ste Maryisssce wciicmaete:sne 70) BISA 408]...... 3,664] 50.2 | 10.0 17,026 5.21 
Mission City......... Mission Memorial............ 39.2. (88. (aid Wine ae 6,122] 43.0} 9.2 20,684 3.31 
North Vancouver..... North Vancouver General. .... G4 eae CS! ane 17,660} 75.6 | 11.2 80,156 4.35 
Vancouver........... StUPaul a WA MeN eae nk ae stents GOST ee LOL OOST s,s a.ctc 133,747] 60.8 | 12.2 910,715 4.50 
Vancouver........... SG Vincents ribs cise os cle We TUS) Tec cnt: OOD UM aia ake 10,029) 23.3 | 11.1 f 6.41 
Vancouver........... Vancouver General........... S1GGI tater ZUOOT are 325,886] 76.6 | 15.5] 1,710,396 5.51 
Vancouver........... Salvation Army Grace........ 140|.- 2. 1,408}...... 15,837} 31.0 | 11.2 52,000 3.79 
Vancouver........... Crippled Children’s........... 2Oleo cre VAN Eo 8,332) 87.8 | 68.9 22,000) 2.04 
New Westminster. ...|/Royal Columbian............ PAN WN Ra O90 aeate e 60,582) 65.6 | 11.9 201,130 3.40 
New Westminster... .|St. Mary’s.................5- SO]. Se. TP SS2 ee oe 17,558] 60.1] 9.3 60,092 3.71 
LOTR EHO NE ea bs 8S ARNE 6 oS GBR ECES OE GOHE | oes nee Sige 1,492} 10.0 24,989] 16.8 | 332,153) 60.9 | 18.3 | 1,425,024 4.08 
Alert Bay seein: «oer Sb. George;s:-sieke ovis biciaenciee Zien wae GLOME n: 6,310] 64.0 | 10.3 28,825) 4.51 
Campbell River...... AOUNAES ES Wonctodaieied ation aes OO esas OSateeicn. 5,745] 31.5 | 9.0 25,138 4.94 
Ceepeecee........... Nootka Mission General...... Pd Dass 8 1374 Bees 1,682} 38.4 | 12.6 10,820 5.97 
Chemainus.......... Chemainus General........... iS GSOleenrie! 7,945} 45.3 | 11.6 41,466 3.70 
WOMOKIAN We cetnte crobye GR JOSODI Bie: olla cme ch ce naan ALS AH re L266 Nh 14,591) 54.0 | 11.5 43,021 3.53 
Cumberland......... Cumberland General.......... ZEAE eee ks ERSTE & 9571 36.9 | 12.7 23,750 2.53 
IDUNCAT Earle sioieererers Kings’ Daughters............ OTe: Pe ON BU Oe 26,684) 75.4 | 11.0 87,577 3.00 
Ganvesr er jqeccccec Lady Minto Gulf Islands...... i eese!e. B SO4| Stan a 3,409} 51.9} 9.4 10,677 2.84 
Ladysmith.......... Ladysmith General........... Ci EEA ADO ont 5,508] 33.5 | 13.1 19,576 4.04 
INANAIMON. sets ccsscles Nanaimo Hospital............ Slee 2,180}......] 23,314) 78.9 | 10.7 81,262) 3.21 
Port Alberni......... West Coast General.......... 2) areas 2 2,341)......] 25,681] 91.4} 11.0 90,816 3.66 
Rock, Bay? aaa..s 53s StoMichselistutak 4.6. os 32.8 725] RBIS b 2IS| co nlacts 2,528) 24.7 | 9.1 17,506) 7,36 
Didney catkeee safer REStIEIS VET. vidselis sees &:0,0[0 oes Ole ot ae 604)...... 6,287) 30.8 | 10.4 45,030) aga} 
WiCTOrIA ES. Ete cats eck Royal: Jubilee tea s..tecies os oe siete 400) eer Gao toe ae 92,561] 63.4 | 14.2 530,231 119 
NiCTOFIA «..\ certs olssas DEMTOSOPH Ss: Pabcen 4: «6.405 SI4e ea. 5,452|......] 73,965) 64.5 | 13.6 296,970 3.90 
WACEOTIAS se cio ciao Queen Alexandra Solarium.... GO| aateuchaes MOS ire. 23,076) 84.3 |118.3 59,378 2.55 
Bamiieldt acters er Redi@rossarr re ie ee ee cheeses 22 | ree 45) 3.1 2.0 1,115 2,864163.64 
YAS 672) Wat att arn BE Red) Cross eters seit safes teen e L2|ereel Sot pate 2,865] 65.1] 8.0 11,866 12,733] 4.44 
IPT ORT Ao oe bothosd & CAMS OS Bee eee eae Ge 275) 9.1 5,012) 16.6 62,454! 62.2 | 12.5 179,909 2.82 
IAB CKOLE 5, cis, 61-5 sis/s core Mad ye ManNto) ) iis ants acs a fers oes, 20|Soces i) 1 3,991] 54.7 | 11.4 8,255 2.04 
iKamloopsen ce cisscnt: Rovalvinland in. nc cess wdcle 140}. .085 2,936]......] 39,140) 76.6 | 13.3 111,873 2.84 
DG VtUOM Se lehe oslo. eis gare St. Bartholowmew’s.......... AS sata BAT ac 5,715] 34.8 | 12.8 13,842 3.00 
IMOITaGGhyereres o10.s1sisiatsie Nicola Valley General........ 39}...... SS) Poke 5,448} 38.3 | 16.2 16,696 3.17 
Salmon Arm,.,....... Salmon Arm General......... Sly 942) ese 8,160] 72.1] 8.7 29,243 P78) 
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TABLE 2 — PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS, SHOWING FIGURES FOR EACH HOSPITAL 


(Concluded.) 
8 
C Divisi Ss 3 Si 3 oS > 
ensus Division . oa © 3 
and Location Namie ot Sepite mt 2 5 B18 S a S z WA 
i 2 2a Ay g m3 % (aa) = Ow 
g : is 2 on ns oe SY s aA a=) a = & 
iS) Ben S| BE Cayo) eee ea tae 
Oo | ma | me | & | AR | SO] < = Fe jon 
British CoLuMBIA 
—Continued. 

MEDEVASTOM Tis Ve sees see ee Cera ees ates dam PL eet RU TT RU 120} 8.3 2,576} 17.9 32,773] 74.8 | 12.7 175,918) 150,648] 4.60 
Bella Bellas. 25. R. W. Large Memorial........ Pag| ae 404)...... 9,241} 93.8 | 22.9 41,224 42,543) 4.60 
Bella Coola.......... Bella Coola General.......... 25) Ase 230] We wiars 5,008}. 54.9 | 20.9 16,474 18,601] 3.71 
Ocean Pallg. tyes) 5.) Ocean Hallse strike taint tae ZALVeN RN, 525)...... 5,340) 61.0 | 10.2 47,277 41,286] 7.73 
Powell River......... DEKE Si aor cs eee ee 44]... 14081) 5x 13,184] 82.1} 9.4 70,943 48,218] 3.66 

PVISIONIS «5 are ees ain choice ede aeekeeee creeks niceties 254; 10.0 3,236] 12.7} 44,484] 47.9 | 13.7 153,576 139,093} 3.13 
Alexis Creek......... Chilcotin General............ LORRY BN, +30) ee Aa 805} 11.0 | 10.1 4,987 4,720! 5.86 
Burns Lake.......... Burns ake cya tee Gua go ace 17 is CaP DAN BY De Se 2,234) 36.0 | 10.3 9,309 9,492) 4.25 
Hazelton. oo ye s.0s os EFazeltomi nnn ain were cutee Ws, (es clans Gace 407 ).4. 88 18,157| 56.3} 26.5" 39,690) 36,587] 2.79 
Prince George........ City of Prince George......... 0) Rae 896 hice he 9,011) 61.7 | 10.1 29,514 23,959) 2.66 
@uesnele eee ee 8 a {OTS }ATS) [eter SRA IAL a PAT 27]... 503 6,744] 68.4 | 13.4 28,984 21,397| 3.17 
Smithers\.ic.'. 53 ese Sinithers venience le cee 52]. . 448). ..... 5,551] 29.2 | 12.4 22,246 20,345) 3.66 
Williams Lake....... War Memorial e500 00h dh P14 Ps Bits) WARNS 5,355) 54.3 | 13.5 13,002 15,206) 2.84 
MecBrideeistices f.ee Red' Crosse Veer. shui 6 Ge 198 |e... 1,577} 25.4] 8.0 5,844 7,387) 4.68 

DIVISIOURO iss WMC cal vetaue are esis Caen ARIS OM tare ot, BSH 124] 6.8 1,707} 9.3] 26,507) 58.6 | 15.5 96,273) 98,748] 3.73 
yA a St. Andrews...........000e0- 19,00. Cha ein 1,051] 24.0 | 16.4 6,415 6,820| 6.49 
Port Simpson........ Port Simpson General........ pair a lea AY PAN Se 6,145} 45.5 | 35.7 19,500 22,500} 3.66 
Prince Rupert....... Prince Rupert General........ i RBS 1,363]......] 18,089) 77.4 | 13.3 66,458 64,828] 3.58 
Queen Charlotte... .. Skidegate Inlet General....... LLS whee okt :) ee 1,222) 30.4 | 11.3 3,900 4,600] 3.76 

OT VISIOME LOS areas arte | ena BN a ne Re tg 98] 11.7 1,390} 16.6 15,325} 42.8 | 11.0 45,201 39,496] 2.58 
Dawson Creek....... St. Josephs) hime oases thay BQN ete BEG)... sec. 5,245) 34.2] 9.3 18,593 15,733] 3.00 
Fort St. John........ Providence nese cic sete) late 26) ees BY fs) Manan 4,074| 42.9 | 10.8 13,506 10,856] 2.66 
Pouce Coupe........ Pouce Coupe Community..... 2G) seek: ALG b essere 5,823} 61.4 | 13.9 11,507 10,307] 1.77 
Ceclitake tet) Red) Cross pein sinha Ae ay ZT Oisdek 183} 12.5] 6.8 1,595) 2,600}14. 21 

IY CON ete als ait isles dia, sais iae lege lat crepe tea inthe be eta f debs tae 128] 27.3 742) 15.8 18,064) 38.7 | 24.3 89,614 89,355] 4.95 
IDAWSONG' fe dacteste tic StuMary sie pecnmeeion scien, am (ets) eSccle 467] ccrtess. 14,129} 59.5 | 30.2 60,483 59,952) 4.24 
Mayo Saini iciealelals) aials Generals ieee ene ete eal: DOU cee PIE Ae 1,680} 23.0 | 13.2 13,567) 13,567} 8.07 
Whitehorse.......... General ty. Sree idstee ecient ABT the 148} ci. 2,255) 14.4 | 15.2 15,564 15,836] 7.02 

INORTH WEST TWRRITORIES|: = 0. 4).) Cee meee eae slleretete 327] 30.1 1,689) 15.5 | 36,490} 30.6 | 21.6 32,159) 34,540] 3.17 
Ab avile 0, ult eee ae IAN Saintay a semen cette St A ic S32] .ee eee 5,451) 29.3 | 16.4 17,667 17,667] 3.24 
WAL EAL ed BL as a Immaculate Conception....... DAN serine 138} sr: 2,198] 25.0 | 15.9 o} Report 
Chesterfield Inlet.....|Ste-Theresa.................. BO ace etels 159} eae 2,156} 18.4 | 13.5 No} Report 
Fort Norman........ Bishop/Bompas . 0.) \0)./.3) as) a Shi. 685} 11.7] 8.3 4,175 6,556) 9.57 
Worb'Raee nim see. 6. ss Farrand Hospital............. cod Ma sy.) 2,236] 12.8 | 14.5 No} Report 
Fort Resolution...... St.\ Joseph's). sens ait atiia!. SOP eh PAU eae 3,085} 28.2 | 15.4 No| Report 
Fort Simpson........ St. Marguerite sn ois) .jors (ak late iets SOT eee ZO ne ete 5,458} 29.9 | 77.9 No} Report |...... 
orhysuiithiveee yee... General i) (i Penn eae haniet one 56} Saves 394)...... 9,684] 47.4 | 24.6 No| Report |...... 
Ig yiRAver ialersls as. St. Peter’s Mission........... LO}. eke Valor 780} 21.4 | 55.7 No| Report |...... 
Pangnirtung......... Anglican Hospital. ........... P| ai 145]...... 4,757) 59.2 | 32.8 10,317 10,317] 2.17 
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TABLE 3— PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS. 


=| 
5 im) AS) 2 
g Be = 3 > a é gE @ 
Provinces by I ra = RD > 
Census Divisions 3 ‘Be | ta 3) 2 res 5 8 |38) o ~ 5 ye 
2 eee ate ye Cheeta ye ahi ey hele Lees) Ree) las 
eA Bei ibecie ie tis bee ys es hes lie il ger] See eae 
c a he | o ie esc SS eS) pine a ee jon 
PrIncE EDWARD ; 
ESUPANGD ofr) ae css eee: 93,919 2,184 43.00) 4 286) 3.0 6,795) 7.2 65,782] 63.0] 9.7 159,770 154,602} 2.35 
Kamps 2) -,-cicoccearuee 19,234 641 30.01 i ibe ies el 247| 1.3 2,669) 48.0] 10.8 7,255 7,959) 2.98 
PICO. eee. ie 34,269 778 44.05, 1 65) 1.9 2,671) 7.8 20,962) 88.4] 7.8 41,789 36,273] 1.73 
Queers... . 0.5). 40,416 765] 52.83] 2 204, 5.0] 3,877) 9.6} 42,1511 56.6| 10.9] 110,726] 110,370] 2.62 
Nova Scotia 573,190} 20,743 27.63} 31 2,644| 4.6 58,447| 10.2 | 633,967] 65.7 | 10.8] 1,645,120) 1,760,733) 3.28 
PATNA DOLIS I ss 41s ia 17,528 1,285 13.64, 2 SYA Bilal: 1,326) 7.6 10,651) 51.2] 8.0 26,919 24,127| 2,27 
Antigonish... . 9: 10,524 541 19.45} 1 185) 1.8 3,625) 3.4 33,588) 49.7) 9.3 145,325 137,572} 4.09 
Cape Breton ®.....| 109,922 972; 113.09} 8 825) 7.5 16,603} 1.5 | 173,415} 57.6 | 10.4 580,184 603,125) 3.59 
Colchester......... 30,297 1,451 20.88} 1 63} 2.1 1,889} 6.2 18,058] 78.5 | 9.6 54,995 54,969) 3.04 
Cumberland....... 38,872 1,683 23.10, 2 150} 3.9 3,270} 8.4 32,868] 60.0 | 10.1 103,166 88,1385) 2.68 
i eee 19,311 970, 19.91) 1 Sib id 6 6471 3.4| 6,181] 54.6] 9.6 91,118} 23,295] 3.77 
Guysborough......| 15,218 1,611 5 is ea ee Bal On a Babi CLS (eas Its Fav RELL ser sR eR tte: eO tia ia- 0. ahead a ved RMR 
Malifax Oleaks2s<s| 1215378 2,063 58.84 5 706) 6.8 18,062} 14.9 | 227,579] 88.3 | 12.6 331,650 421,348) 3.12 
ERAGE pis, sx. cose he 22,024 1,229 17.92; 1 55] 2.5 1,968} 8.9 14,822) 73.8 | 7.5 30,311 39,079) 2.64 
Inverness............4.. 20,462 1,409 14.52} 3 141} 6.9 1,417} 6.9 19,234! 38.4 | 13.6 59,095 68,934) 3.58 
cmp cemioe Se0.! 5 ish. 28,561 842 33.92) 3 146, 6.1 2,815} 9.9 27,700) 52.0} 9.8 84,581 83,209) 3.00 
Lunenburg........| 32,676, 1,169] 27.95) 1 56] 1.7| 1,362} 4.2| 14,798] 72.4 | 10.9 44959] 42,198] 2.85 
ETC LOU ys ieusiaty save ous 40,397 1,124 35.941 2 154, 3.8 3,470) 8.6 43,181] 76.8 | 12.4 115,992 118,780} 2.75 
(DYN Srey OVS el rea 12,001 983 Doo) eae Bee [oe oe Si ta AE Se aA Pee SNe, 2) [Pp ton Ra etd MERE Gens cyett yt UH 
IRGcbmOneee,, «2... see 10,711 489 21.90 
Shelburne......... 13,140 979 TS ADE SL GEIR Shel At | Meera a Std Ve PLL do CORN Oo kh LINO ates dk. a mit ae ei eatel, 
Wichoria’. sheet we 7,993 1,105 7-7-5) Bae es he Ae fg Meee) a a, | ee Oe an I Pee Ms cna Uh Tine A rel CM oc Uns A 
PVATINOUGE 6 \c.5,5, otek 22,175 838 26.46] 1 75| 3.4 1,993} 9.0 18,031} 65.9 | 9.0 46,825 55,962} 3.10 
New BRUNSWICK . 453,377| 27,473] 16.50/16 1,590] 3.5 | 29,003; 6.4] 339,586] 58.5] 11.7] 1,181,073] 1,135,432] 3.34 
PARD Erbe ess he ena 8,386 681 12.31 1 16; 1.9 156] 1.9 1,858} 31.8 | 11.9 5,558 5,680) 3.06 
@arleton’, We 8). 0% 21,429 1,300 16.48 1 50] 2.3 1,195} 5.6 13,087} 71.7 | 10.9 44,621 41,476) 3.17 
@harlotte’.. oj. .s64 22,634 1,243 18.21 1 99] 4.4 2,247) 9.9 18,422) 52.4) 8.2 62,225 63,394) 3.44 
Gloucester......... 49,668 1,854 26.791 2 105) 2.1 1,647) 3.3 18,043} 47.1 | 11.0 88,949 35,867] 1.99 
CMG esas) sss Sees 25,688 1,734 14.81 Bere: Vsvaie baewe | Ol al REM A ae PERI See Aa (Oot en Sucre) SIPS AE AL SUR A nO oS al (RN AR rs sl RE, te 
KG Sherri eis. | sca 21,917 1,374 15.95) Hes Pogo beet need RIA MDS RE Ce Leese led = ot MR Ra a AER or | Rh PRT SP sage 
Nadawaska........ 27,904 1,262 22.11 il 45) 1.6 762), 2.7 8,558] 52.1 | 11.2 26,457 23,900} 2.80 
Northumberland...| 38,160 4,671 8.17} 2 116) 3.0 1,919} 5.0 22,037) 52.0 | 11.5 75,992 81,458] 3.70 
MUCENGi oc mys id sph csi 12,633 1,373 (2902-0) (Re BY Ut Me a ee coe ed PO i OU ate on, ey Mein al De ell sno Aad ee Le oui era's Puna 
Restigouche....... 32,767 3,242 10.11 2 205} 6.3 4,154) 12.7 46,151) 61.7 | 11.1 140,801 128,517) 2.78 
Saint John........ 67,359 611; 110.24, 3 566} 4.4 9,637] 14.3 } 181,502) 63.7 | 13.5 446,605 404,331] 3.07 
Sunbury 8,440 1,079 7.82 Bee | sec ee a Se ae ava | cs RV | ee ERENT! eae RCH DN SDA HUG UAW 
WAGEOMA oct. cde a 16,557 2,074 7.98 haben fit Beg Oe TA NSS Lage Neon: oe ROR AY AY SON (RG ANE ot | cea 
Westmorland...... 68,836 1,430 44.64) 2 2511 3.9 5,148} 8.1 55,174] 60.2 | 10.7 213,251 220,745} 4.00 
Bork ee oe 8 35,999 3,545) TONS, at 137; 3.8 2,138} 5.9 24,754, 49.5 | 11.6 126,614 130,030) 5.25 
Qumewe Oe. 3,319,640] 523,534 6.34) 76 14,482) 4.4] 201,881] 6.1 |3,772,685} 71.4 | 18.7 | 12,801,386] 13,414,168] 3.75 
ADIIDILEE eyes. c kn 67,415) 76,725 0.88 1 38} 0.5 798} 1.2 9,241) 66.6 | 11.6 16,960 21,185) 2.29 
Argenteuil......... 22,764 783 DOOM. se ate ACR UT: 22 CePh TEM RVR Hs! ae Lal oS ey a eta Te cee Rec REM ciate cts We Eee eae 
Arthabaska........ 30,030) - 666 45.09) 1 78| 2.6 1,257) 4.2 13,737) 48.2 | 10.9 64,694 57,106) 4.16 
IBS COR ee ss 2 eee 17,626 346 BOLO. geeievaeis: «RaeMcporeilt« axe inte [Os cemeettell 2 SEL al cane eal ee cane pe Hh ee Saal Pyeiens cinta.) oman ae 
IBESUCE Teta 47,809 1,128 42.38 1 69) 1.4 629} 1.3 13,442) 53.4 | 21.3 34,564 33,314) 2.47 
Beauharnois....... 30,254) 147; 205.81 1 147| 4.8 £23), pond 23,467) 43.7 | 13.6 101,027 97,872) 4.17 
Bellechasse........ 23,468 653 35.94, 1 40| 1.7 2.5 5,365] 36.7 | 9.2 21,541 20,340] 3.79 
Berthier........... 20,845] 1,816] 11.48). Laas area a a Ra I Sma eps VICI AeA 
Bonaventure....... 39,027} 3,464 11.27 
MOM where eae 12,472 488 7390) bade vane (engin! coho cal Wet coed ie Fe cic. cero arcaeeed BB ok Steerer B Seto A caeichal Eack oc. om Sead RRO epic oe cl Gao oene 
C@hamblyzsniawss 36,622 oo este t3) C36] Reart Rea] (omic iets eaegR ain he sit artecs oH CCAR EC) naeaicaor ec Iapcnck asl encaeerendd larkarcrctracuciesl (aac koicra eee) (eecicaaeat 
Champlain 
(Laviolette)..... 67,994 8,586 7.92 1 54| 0.8 691; 1.0 8,964) 45.5 | 12.9 45,672 44,670) 4.98 
Charlevoix........ 25,805 2,273 WUD sole Sad slo tis iatays oye ieylnnshae eaatectedMONG cohen tiabed tin ice EMA ee ah | Sa e A ange, ba Sallie Palast reesy oak fholeAE <6 


@) 3 hospitals with 98,045 patient days not included in computing per diem cost. No financial reports. 
@) ‘hospital with 5,461 patient days not included in computing per diem cost. No financial report. 
@) 2 hospitals with 92,584 patient days not included in computing per diem cost. No financial reports. 
(@) Six hospitals with 192,019 patient days not included in computing per diem cost. No financial reports. 
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TABLE 3— PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS. — Continued. 


| 
by o ug © 
: - g E 2) Bath ag 
Provinces by 3 8q a ip. 5 le eral hee e 8 la) 
Census Divisions 3 seis 2 RMR Fi HS a a aul eS 3 3 |8s 
3 Pas ee Uiveae Mn 23 Hea} ee [sel é dao | She lode 
Bo 8) dls SOM. Bl Belbire ) Ns eSoeeees eel ee read oe 
a 4 aa | a 6) a | ae | & | an Iss] < = Be om 
QuExsEc—Continued 
Chateauguay......} 15,228 265 dA: 2). Go aS Geol DM en 1 OT ee re ee ee i es I tad bs a eaiigcund lo. 9 3) omic 
Chicoutimi........ 78,830} 17,800 4.43} 1 220) 2.8 3,910} 4.9] 48,904) 60.9 | 12.5 No| Report. ys. 
Compton.........4 22,824 933 PANG) |e Soa dl eS cea SPA gle Rie Be RS ORR i CARIN kal RA Ss IPAS Puan tS saHlG scarce © 
Deux-Montagnes...| 18,737 279 FTG si ll Geecegestedinn aah cgtdoa the etlitbevrdsete apn Guede gee, Aes eee ct ate elt ae eS aoe | A 
Dorchester........ 29,862 842 31a: oR | Urahara 3 me Uy Se ee Bi Skee NL Rg abet NL ol HL A Bl SMU a dural erent Gut Gras fo clas 
Drummond........ 36,480 5321) 68:50)0) 1 41) 1.1 873] 2.4 9,179] 61.3 | 10.5 21,352 29,525] 3.22 
rontenac a! ii. ein. 28,564 1,370 DAS t5% PRR, MONA DRUID A aMIMtepeN ee UPA Ha eA aN pe 1 Wy) Pa DL RUSH ERR EA Reem i Mt AD ret ec amtiad tics el Wiagniac « 
Gaspe Dina). ee 65,2071 4,551 1203) 3 288) 5.2 2,863} 5.2] 70,781) 67.3 | 24.7 297,165} 328,353) 4.64 
Hull (Gatineau)....| 71,187) 2,482} 29.27; 2 198} 2.8 3,973} 5.6 | 48,265] 66.8 | 12.1 106,090 112,391] 2.33 
Huntington........ 12,372 361 DET aise Ps a5 Se RIL NEMO As Rlalbol eye [agate Rec seelt Bs eR SDAA FU SNH a eee ey 
[bervilles ye. 2). a2 10,284 198 LOT SS SC. MER ML Ge ER TRO SPATE: <0 ee eC Ce | ee | 
Joliette Oia a) ee 31,602} 2,506 D260 LE Tae 1,519} 4.8 16,978] 60.4 | 11.1 116,381 136,846} .81 
Kamouraska....... 25,500 1,038 72: 5 | eee (sée.|| Temisicouaita,)>/| ints fale) cneacspa lees tre lta sue all Siete eesteceeet oiereae eet | eee 
Labelle een samtin 23 000i) paso 9.62} 1 BOW 2e2 396] 1.7 4,188} 22.9 | 10.6 41,818 43,395}10. 36 
Lac St-Jean....... 64,172} 23,590 2.72) 1 66] 1.0 1,058} 1.6 13,191] 54.7 | 12.5 No} Report |...... 
Tiaprairiey anys) cer 13,770 170} 81.00) 1 46] 3.3 LOL La 6,105} 36.3 | 37.9 11,192 10,482] 1.72 
L’Assomption...... 17,729 247 of Uo) RAR eg nea | DA PSL BN ga CE eT ATR HE A SA Hie, ths U8 eee ky chorea a ocaad pices me > 
VIS Pe ote 37,948 272| 139.51] 1 212} 5.6 3,144, 8.3} 39,364] 50.8 | 12.5 197,140} 208,414] 5.29 
pg eH al a 20,565 773| 26.60 ee DOLE BAY EoD Ga REE 2 eae See 
Lotbiniere......... 26,716 726 36.80 bid ee a : 
Maskinonge....... 18,42 2,378 7.75 ap ay 5, Se) sod ote aRSTenL eo) eee | ee a A et Aca boon. oe 
Matane een oy .on 55,355} 3,496 15.83}. 1 55, 1.0 752) 1.4 14,904} 74.2} 19.8} 45,368 39,745] 2.67 
Megantic ....... 40,504 730) 51:93)" 2 271| 6.7 1,586] 3.9 | 86,113] 87.1 | 54.3 169,412 147,677| 1.71 
Missisquoi......... 21,377 375], 57.01] 1 22) 110 408} 1.9 3,684} 45.9 | 9.0 No} Report |...... 
Montcalm’). .... 2. 15,251 3,894 B07 Rn a ee eas aes LC PMN A CY I La BAe laereee cemeeene 
Montmagny........ 22,135 630 515939) | a Cae (er Teel CSL on en eale ee) el Baek AB ee eet ea ee ee al Ip ae rl Dar cal ie AG eiokan aalotciace. - 
Montmorency...... 19,044, 2,137 8.91) 1 57| 3.0 419} 2.2 5,104) 24.5 | 12.1 35,129 32,834] 6.43 | 
MONTREAL ©) 
Jesus Islands....... 1,127,074 294| 3,833.59} 30 8,610} 7.6 | 119,336) 10.6 |2,517,494) 80.1 | 21.1 | 8,811,492) 9,398,701] 3.73 
Napierville........ 8,347 149 4a OF 74 DO eal ee ana a Pe es ea EO mie nies See RG Ie MAE Aes Seco Marder iB oo oo 
NIGole bests. )s. 20 30,078 626} 48.04) 1 80| 2.7 583] 1.9 10,421} 35.6 | 17.9 107,571 99,654) 9.56 
Rapmeaul nents se 27,537 1,581 17:42; 1 86] 3.1 696) 2.5 7,793) 24.8 | 11.2 22,214 31,029} 3.98 
Ponting Wy ey ai0, ah 19,741 9,560 2.06} 1 25, 1.3 270) 1.4 2,232! 24.4] 8.3 13,560 13,871] 6.21 
Portneuf.......... 39,245] 1,440] 27.25)... ee Ys of ei eens Peete WMAP al WN Fea ee od 
Quebec je. . a 200,708} 2,745} 73.12) 7 1,723) 8.6 | 27,427) 13.7 | 455,872) 72.5 | 16.6 | 1,239,909) 1,186,372} 3.57 
Richeliewsia cic ahs 23,639 7274 iy 1,03 ee el ae mea A eg UAT I rn DEN i pa ay UA ee Ou ay I 
Richmond)... 27,369 SAA SOLS, Bc adie. Meroe |e s.. n bode Dee Na Al Me cet tt, CNT AR cio octets eal acl] age Capen al Oc aea 
Rimouski... .... 44,069} 2,089} 21.10) 1 262) 5.9 2,827) 6.4| 42,549) 44.5 | 15.1 160,962 137,148] 3.22 
Rouville ene 16,129 243 (a) cd [Uren (RIP Rerears DORA Ve SIRS ig We UE Seg ea So a | ks del hE iis hb ooo - 
Saguenay ©) 

New Quebec)...} 28,555} 315,176 0.09} 2 110} 3.5 968] 3.4] 35,566] 88.6 | 36.7 35,925 34,290) 1.04 
Sheffordyi sy i), He, 33,300 567 ES Wf] ene (eee es) ee | ee Oe ed eee Ole ee eee Sl Alle ask deel oc on 
Sherbrooke. ....... 46,347 238) 194.74) 3 446) 9.6 7,826} 1.7} 79,779) 49.0 | 10.1 300,924; 331,198} 4.15 
Soulanges......... 9,317 LSGhY GBLBOlE bee fisce Sass class leva Mic [tere ysl aaa Bitte cell Bate kapen seca LEN Lal casera as fave at cate var Ee 
Stanstead......... 27,768 432 64.27 ee ale Bsa (mba ger We ae oat PS Aen er Bec ane RP i alle Boa Beard 3 
St-Hyacinthe......] 31,551 278) 113.49} 1 172| 5.5 2,431) 7.7 27,351) 43.6 | 11.2 104,064 100,130} 3.66 
St-Jeans yy ae 20,552 205} 100.25} 1 179] 8.7 2,114) 10.3 | 21,013) 32.1] 9.9 82,717 108,161} 5.15 
St-Maurice........ 80,064 1,820) 43.99} 3 509) 6.4 5,181} 6.4} 66,253) 35.6 | 12.8 393,514] 411,752) 6.21 
Timiskaming...... 40,412} 8,977 4.50; 1 17 289 3,364] 8.3 | 40,874) 95.7 | 12.1 116,252 113,389] 2.77 
Temiscouata....... 57,382 1,806} 31.77) 1 134; 2.3 2,118] 3:7 24,512) 50.1 | 11.5 86,777 84,324) 3.44 
Terrebonne........ 47,942 782 GLO ca etd Nes 2 LON iss xy dacs ds Aiea] ole icop lh aon Re RUA at ke RT oO eco es Re rr 
Vaudreuil... see 13,425 201 OOLT ONE SIE So kava ton sil cuave Sette Pinel lel ya a. bus ate oe EPRP APM ASUS g RSH be. 6 eT SUer anion feist leche cee er 
Vercheresa4.) 026 14,308 199 ASO eR Ime dirs 5 Wea ec covelbeate 
Wolfem. ee caval 17,469 680 25.69 
Vamaskae seer 16,511 365 45.23 ! 


@) Includes T. B. 71 beds, 293 patients, 30,164 patient days. if 
(2) Revenue and Expenditures includes orphanage and home for aged. 

8) Does not include number of incurable patients and patient days. 

() Includes 187 beds, 459 patients, 65,901 patient days for T. B. and incurables. 

(®) Includes 992 beds, 1470 patients, 180,667 patient days for T. B. and incurables. 

(®) 123,722 patient days of 2 hospitals not included in computing per diem cost. No financial reports. 
(7) Includes T. B.—76 beds, 199 patients, 22,632 patient days. 


(8) Includes T. B..—30 beds, 74 patients, 9,043 patient days. 
2,518 patient days of 1 hospital not included in computing per diem cost. No financial reports. 
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TABLE 3— PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS. — Continued. 


r=] 
R co) A Co) 
A a: iB 3 e EY é E 2S 
Provinces by 5 Bk 2 is | il Top > 
Census Divisions 3 ge ‘3 2 Ss | #9 2 g 2 a | 3 q 5 a 
R “a 8 ~ au ~ a & 3 = 4&8 
& a fe | w 6) a }ae | Ss | ad }eSé] <4 ms Bea joe 
ONVARIO.. .. 6 oi50h0516 3,756,632] 363,282) 10.34] 158 16,343] 4.3 | 322,653) 8.6 |4,009,128) 67.2 | 12.4 | 14,797,139] 12,883,990} 3.22 
Addington......... 7,024 873 EHUB, carats ol Deter Stren cel Recaes cM ait eye Reed ACA CRT tise Gea GE Lee a Oe ca ea Aa A 
FAV POMALS | foi « = «teste 51,850} 19,320 2.68) 8 260) 5.0 4,313] 8.3 42,103} 44.4] 9.7 136,234 124,892! 2.97 
IPAM G rears sche tro afcis%s 56,020 421) 133.06} 2 297| 5.3 4,912} 8.8 66,285] 61.1 | 13.4 206,895 212,742) 3.20 
IB PUC Omar ayes « © seis 41,491 1,650 25.15) 3 92} 2.2 1,481; 3.6 15,078] 44.9 | 10.1 48,864 41,523) 2.75 
@arletom. «5. 0663: 199,512 947} 210.68 5 1,276] 6.4 27,058) 13.5 | 380,463] 81.7 | 14.0 | 1,357,804] 1,090,195) 2.87 
Cochrane.......... 79,614) 52,237 T5216 368] 4.6 Sl OM 83,704] 62.3 | 10.3 297,763 286,011) 3.42 
Dufierin: 45.» si ss 14,024 557 25.18 1 45) 3.2 769) 5.4 9,829) 59.8 | 12.7 30,326 24,906) 2.53 
MDM RSio.ii0 0:2 3 «ce 16,119 384 41.98 Ted Becks Sieh lhorere ocacomh lehees nico (tes aes Seba Reraies cy ctrl Receipes A (ce emer Bminey (Mer Oom eres | SW rie Se 
Da Re eee 25,091 629 39.89 2 80; 3.1 1,471} 5.8 14,418} 49.4] 9.8 45,070 41,548] 2.88 
RIOT ents evsieneig's 46,021 720 63.92 1 125} 2.7 3,168] 6.8 35,812) 78.4 | 11.3 141,905 116,300} 3.25 
IBISSO XT). she: eeu sheitas (aie s 173,116 707; 244.86 5 503] 2.9 13,483} 7.8 | 125,810} 68.5 | 9.3 496,794 461,371] 3.67 
Frontenac. .....0.: 52,990 1,599 33.144 2 561) 10.5 10,913) 20.5 | 126,450) 61.7 | 11.6 493,179 414,676] 3.28 
Glengarry......... 18,803 478 SOSA Flay. Mr Nheter seaneh scan este eeever cilia tote eabeeee cde ioleretge (etre chev aveeeelt ce ezcerc | Mime Pate eter atepichs, old versa, atch ocounilhabeca coped 
Gaal SR ae 15,931 463 OA Allaah Be | BAU | 4 get seed hs gl [Se A [Pes tas Mae 98) emi rey (gs LN 
(Chas SEBS RS Gee Dae 56,813 1,708 33.26} 3 156] 2.7 2,526) 4.4 29,289] 51.4 | 11.5 103,728 88,133] 3.01 
Haldimand........ 21,734 488 44.54 1 30) 1.3 499} 2.3 4,752} 43.4] 9.5 15,298: 15,386] 3.24 
Haliburton........ 6,736 1,486 4.53 2 19) 2.8 146) 2.2 970} 14.0] 6.6 3,338 6,154) 6.34 
HTAIEON S55) cue © << hrc 28,399 363 78.23 1 33} 1.1 71, 0.2 1,961} 16.2 | 27.6 2,020 1,597) .81 
USEING Bay cc sis itera: 62,725 2,323 27.00} 3 212} 3.3 5,029) 8.0 51,257] 66.2 | 10.1 197,406 149,371} 2.91 
MIPOM y epiyst.o os, oiahoue« 43,558 1,295 33.64, 4 129) 2.9 2,147) 4.9 24,168) 51.3 | 11.3 84,364 72,439] 3.00 
HMONOLPA eis. 5 os 3f 23,751} 18,150 1.31 6 208) 8.7 3,177] 13.3 34,678] 45.7 | 10.9 106,212 96,721) 2.79 
BIG erie e sisgs) seed sis 65,975 918 71.87 2 263) 3.9 5,724| 8.7 55,861] 58.1] 9.8 206,213 150,800) 2.70 
Mambtons,........ lea. 1733 1,124 50.47 2 163) 2.8 3,442] 6.0 39,041) 65.6 | 11.3 132,999 119,366] 3.06 
WAN AT Ker toys ave aces. 32,872 1,138 28.89} 4 186] 5.6 3,367] 10.2 43,902) 64.7 | 13.0 148,416 119,498} 2.72 
MUCOUS tee ee src 35,740 900 39.71 2, 179} 5.0 3,620} 10.1 44,270} 67.8 | 12.2 188,728 144,413] 3.26 
LUG ae a Bee 11,348 297 Sow AWlendaae Seale -<igad Al ties Seo Gl Baas emeeetis| Bimks eee Be A [al aan EO Le AN all | pea 
WANCOINM es... « tae 64,796 332} 195.17) 2 190} 2.9 4,298] 6.6 44,220] 63.8 | 10.3 168,442 150,465} 3.40 
Manitoulin........ 11,102 1,588 6.99 1 22} 1.9 315) 2.8 3,001) 37.3 | 9.5 7,268 7,977| 2.66 
Middlesex......... 125,728 1,240} 101.39) 3 828] 6.6 14,400) 11.4 | 206,969) 68.4 | 14.3 854,446 670,594] 3.24 
Muskoka... ....... 21,787 1,585 13.75 1 33] 1.5 805) 3.6 7,892) 65.5 | 9.8 22,528 20,818) 2.64 
INIpissing® oo... ses: 43,117 7,560 5.70} 5 265) 6.1 4,001} 9.3 53,501) 55.3 | 13.4 174,777 131,077} 2.45 
IWigha tel May Spa ee 35,317 634 55.71 1 Ole a2k 1,716) 4.8 18,469] 66.6 | 10.7 54,539 59,018) 3.20 
Northumberland...) 30,771 734, 41.92) 1 68} 1.9 877) 2.8 9,485] 44.8 | 10.8 30,736 27,330) 2.88 
GPAGAEION csi 0. \st.c- 65,661 853 76.98 1 ANN aay 3,475} 5.2 28,100) 69.4} 8.1 117,357 93,997) 3.35 
Wexford re ces dee 50, 765 66.27} 3 206; 1.4 3,074, 6.0 44,238) 58.8 | 14.3 142,023 132,151] 2.99 
Parry Sound....... 30,530 4,336 7.041 3 105} 3.4 2,251) 7.3 26,538) 69.2 | 11.8 71,340 48,041} 1.81 
[Ste VA) Aah Ae ae 31,624 69.43 1 56} 1.7 1,218} 3.8 11,073} 54.1 | 9.0 37,219 33,151) 2.99 
IBORU YY lod nine sarees 49,404 840, 58.81 2 165| 3.3 2,985) 6.0 82,251) 53.5 | 10.8 110,313 102,260} 3.17 
Peterborough...... 46,963 1,415 33.19} 3 194, 4.1 4,381) 9.3 52,791) 74.5 | 12.0 233,191 153,497} 2.90 
Prescott.:...5...... 25,275 494 51.16 1 26) 1.0 686) 2.7 5,880} 61.9} 8.5 16,296 17,067) 2.90 
Prince Edward..... 16,712 390 42.85 1 52) 3.1 977) 5.8 11,204; 59.0 | 11.5 30,315 22,153) 1.98 
Rainy River....... 19,015 7,276 2.61 3 32} 1.6 585) 7.6 5,822) 49.8 | 9.9 15,062 19,520} 3.35 
Renfrew........... 54,193 3,008 18.01 3 237| 4.4 4,419] 8.1 50,810} 58.7 | 11.5 161,242 139,955} 2.75 
Uuspell es ieee kaeyeets 17,340 407 42.60)...... ery. Seis AER Ab ae ol te distal ia Acect Ichn cate idl locataccc ie eed (lune SOCicuGl ka toi 
BNC OC sions, oy sie\si'e hs a 86,635 1,663 52.10) 7 383] 4.4 7,276} 8.4 88,138) 63.0 | 12.1 250,642 208,904) 2.37 
SPOEMONE: san 2 seine 40,466 412 98.22} 2 258] 6.4 5,340! 13.1 62,154) 66.0 | 11.6 182,728 155,374! 2.50 
Sudbury.......... 80,240| 18,058) 4.44) 4 3031 3.8] 7,117| 8.9] 69,439] 62.8] 9.8| 258,434] 195,383] 2.81 
Thunder Bay...... 84,541] 52,471 1.61 7 578} 6.8 12,125} 14.3 | 146,094) 69.2 | 12.0 509,151 373,218] 2.55 
Temiskaming...... 49,914 5,896 8.47 5 249) 5.0 5,251] 10.5 50,477| 55.5 | 9.6 192,150 170,160} 3.37 
Victoria)... 5. 25,836 1,348 19.17} 2 85) 3.3 1,615} 6.2 18,044) 58.1 | 11.1 58,020 47,022) 2.61 
Waterloon csi sche. 98,065 516} 190.05} 3 356) 3.6 7,206) 7.3 80,773] 62.1 | 11.2 361,662 279,115] 3.46 
Welland... 6. ace. 93,318 387} 241.13) 3 2h 2.9 5,912} 6.3 57,740) 58.4 | 12.0 234,017 189,968] 3.29 
Wellington........ 59,083 1,019 57.98) 5 310) 5.2 5,354| 9.0 66,105) 58.4 | 12.3 235,467 206,195] 3.12 
Wentworth........ 204,962 458} 447.52) 2 1,012} 4.9 20,420) 9.9 | 245,663) 66.5 | 12.0 861,635 813,164) 3.31 
Work cic Jee: 939,326 882| 1,065.00| 18 4,797| 5.1 | 89,141] 9.5 1,282,156] 73.2 | 14.3| 4,962,593] 4,713,622] 3.75 
District of 
IPALTICIA neiscieas ci 10,225] 135,070 QOS] sae see] svcrexsnasr al eestor | Sear teeree ater rats crs syeeet cue eee | AtazUs. chs! eeteys ciaieuerele| te tha scteyeam elie, 0razee 
MAnriToBa @ .. 12... 722,447) 219,723 3.29] 42 4,026] 5.5 81,042} 11.2 | 920,539) 62.6 | 11.3} 2,939,670} 3,048,964) 3.37 
Division No. 1..... 27,732 4,281 6.48} 2 83) 2.9 1,664; 6.0 14,121) 46.6 | 8.4 29,220 28,667) 2.03 
Division No. 2..... 41,364 2,320 17.83} 3 94, 2.2 1,831) 4.4 16,960} 49.4 | 9.2 41,971 37,182) 2.19 
Division No. 3..... 24,598 2,577, bY 512) Wee aS] EBON] IG MRE lecciicar satel (cteeaca ied Ieee aciacl ticle BP ARIS teeti, PRET: PORE AA ict cara a 


@) Does not include One isolation hospital with 11 beds. 
@ > 1 hospital with 25,636 patient days not included in computing per diem cost. No financial report. 
(8) 3 hospitals with 15,778 patient days not included in computing per diem cost. No financial report. 
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TABLE 3— PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS. — Continued. 


ql 
he lox) &) o 
8 : = = 4 > 3 : g a 
Provinces by 8 Bee - zi 5. ee Wecaioe law B 3 fa 
Census Divisions 5 3 : 3 2 By 23 a E a Fy & es oa: 32 
é gs Bai) @ | Bote Pasa s 1. Bes) Se ile se | 28° [gee 
ow < ao | o a Bao th BS res ef a ee loa 
M anrTos A—Continued 
Division No. 4..... 15,582) 2,466 6.32 1 PPA yh 755) °4.8 5,514) 68.7 ine 15,336 15,884) 2.88 
Division No. 5..... 48,318 5,256 9.19 1 28) 0.5 514, 1.6 5,791) 56.6 | 11.2 15,299 23,482) 4.05 
Division No. 6..... 290,186 2,436) 119.12) 13 2/11) 9.3 47,611) 19.8 | 694,070) 70.1 | 12.0 2,398,307] 2,497,225) 3.60 
Division No. 7..... 36,291 2,578 14.08 1 VPP R AL 2,953] — 8.1 45,626) 56.3 | 15.4 144,150 133,426) 2.92 
Division No. 8®... 17,604 2,160 8.15 2 68] 3.8 1,256} 7.1 10,006} 40.3 7.9 17,263 16,823} 3.03 
Division No. 9..... 46,867 1,217 38.51 2 117} 2.4 2,466] 5.2 17,784} 41.6 They? 39,696 43,390} 2.44 
Division No. 10....| 19,365) 2377/ 815] 2 66, 3.4] 1160! 5.9| 10,529] 43.7| 9.0 22088] 23,343) 2.22 
Division No. 11.... 26,370 2,914 9.05 4 (PAN) 7 1,353]: 5.1 12,669) 48.2 9.3 24,534! 25,293] 2.00 . 
Division No. 12.... 25,537 3,240 7.88 2 ole ees 992} 3.8 8,320) 31.2 Sho 18,722 19,222) 2.31 
Division No. 13.... 25,836 3,324 TH 4 205] 7.9 4,113) 15.9 36,539) 48.8 8.8 90,910 93,894) 2.57 
Division No. 14.... 26,897 3,636 7.40) 2 Tal De 1,486} 5.3 11,333} 41.9 7.8 No| Reports j...... ) 
Division No. 15.... 12,035 2,304 5.22 1 Slip ae 449} 3.7 4,152) 36.7 9.2 9,713 9,656] 2.33 
Division No. 16.... 37,865} 176,637 0.21 2 160) 4.2 2,489} 6.5 27,125) 46.4 | 10.8 72,461 81,477} 3.00 
SASKATCHEWAN ©) 887,747| 237,975 3.73] 89 4,315} 4.8 86,008} 9.7 | 893,167] 56.7 | 10.3 2,759,828] 2,853,535} 3.29 
Division No. 1..... 33,936 5,944 al is 124, 3.6 2,487| 7.3 23,683) 52.3 9.5 86,767 64,652) 2.73 
Division No. 2..... 35,930| 6,686 537 2 83} 2.3| 1447] 4.0] 14,128] 46.6| 9.7 40,478} 42,917| 3.04 
Division No. 3®...| 38,419 7,646 5.02 6 206) 5.3 2,436] 6.1 21,618) 28.7 8.8 68,610 87,102} 4.39 
Division No. 4@...| 22,085 7,579 2.91 4 105} 4.7 2,115] 9.6 18,781} 49.0 8.9 53,808 55,878} 3.21 
Division No. 5..... 50,711 5,760 8.80 4 90} 1.8 1,768] 3.4 14,731] 44.8 8.3 40,717 35,644) 2.42 
Division No. 6 ...} 107,560 6,787 15.85) 5 185) 7.3 15,323) 14.2 | 187,393] 65.4 | 12.2 635,285 677,529] 3.72 
Division No. 7..... 53,392 7,471 7.15 5 408] 7.6 5,902} 11.0 80,888] 54.3 | 18.7 215,593 221,455] 2.74 
Division No. 8 ®... 42,590 9,264 4.60) 8 217\ 5.2 4,805) 11.2 43,376) 54.7 9.0 133,295 127,676} 3.04 
Division No. 9..... 62,107 5,010 12.40) 3 195} 3.1 5,450) 8.7 42,211} 59.3 lads 131,389 119,742) 2.84 
Division No. 10.... 43,008 4,860 8.85) 3 87}, 2.0 2,050) 4.7 19,502) 61.4 9.5 43,335) 42,559} 2.18 
Division No. 11 ..| 79,039 5,979) 13.22 ® 588) 7.4 12,689} 16.0 | 140,501) 65.4 | 11.0 526,433) 610,142) 4.45 — 
Division No. 12.... 34,442 5,982 5.76 3 124, 3.6 2,193] 6.3 23,058} 50.9 | 10.5 78,903 65,832} 2.86 
Division No. 13.... 36,201 6,848 5.29 7 244, 6.7 4,531) 12.5 42,897) 48.1 9.4 130,619 129,984) 3.03 
Division No. 14 ®..| 64,848} 13,419 4.83 9 251] 3.8 5,789] 8.9 47,857| 52.2 8.2 115,769 110,179) 2.54 — 
Division No. 15®..] 88,331 8,082 10.93} 10 466, 5.3 9,618] 10.9 94,108] 55.3 9.7 288,164 279,356) 2.99 | 
Division No. 16....} 52,892 8,912 5.93 3 139} 2.6 2,828} 5.3 26,494) 52.2 9.3 72,895 79,584! 3.00 
Division No. 17 ©. 32,891 6,913 4.76 § 160} 4.8 4,025) 12.2 46,491) 79.6 | 11.5 88,688 90,768] 2.27 
Division No. 18 @D. 9,365) 114,833 0.08 2 43] 4.5 BDZ os 2 5,450] 34.7 9.8 9,076 12,536) 3.30 
ALBERTA @) 11. win 788,393] 248,800 3.17} 90 5,180) 6.6 96,755] 12.2 |1,053,578) 55.7 | 10.9 4,024,444! 3,566,510) 3.39 
Division No. 1..... 29,329 7,323 4.01 Zz 156} 5.3 2,698] 9.2 27,097| 47.6 | 10.0 }. oo 
Division No. 2..... 57,960 6,342 9.14 8 400} 6.9 10,143) 17.5 92,478) 63.3 9.1}. <a 
Division No. 3..... 15,453 7,018 2.20 2 61) 3.9 974 6.3 9,496) 42.6 9.7 |. 
Division No. 4..... 29,091 6,119 4.75 3 98} 3.3 2,177| 7.4 19,700} 55.0 9.0]. 
Division No. 5..... 18,814 7,681 2.45 2 Wa) Ach 1,105) 5.9 11,229) 39.9 | 10.2 |. 
Division No. 6..... 144,643) 10,595 USF (cH ae a 1,012} 7.0 20,507| 14.2 | 252'553) 68.3 | 12.3). 
Division No. 7..... 33,023 6,684 4,94) 9 246) 7.4 4,373) 138.2 41,205) 45.9 Qa se Oke otek nile ese, corsa an | 
Division No. 8..... 66,995 6,510 10.29 if 340) FD 7,311) 10.9 62,538) 50.4 Sc oak . 
Division No. 9..... 32,169) 14,415 2223) 6 LAS 2,200 6.8 18,396} 44.2 8.3ny ! 
Division No. 10....| 58,529 6,180 9.47 9 359] 6.1 8,209] 14.0 71,165) 54.3 8.7 |. } 
Division No. 11....} 147,491 4,753 31.03) 6 1,530) 10.4 23,157; 15.7 | 318,592) 57.0 | 13.8 |. | 
Division No. 12.... 17,139} 13,083 1.31 1 Soles 751] 4.3 7,405) 53.4 9.8 |. 
Division No. 13.... 33,058 8,103 4.08 7 206) 6.2 4,083) 12.4 33,9387] 45.1 8.3 |. 
Division No. 14....| 47,713 8,731 5.46 5 223] 4.6 3,982} 8.3 37,687) 46.3 O25iNs 
Division No. 15.... 17,345} 22,845 0.76 3 110} 6.3 2,035) 11.7 20,292) 50.5 9.9 |}. | 
Division No. 16.... 29,936} 11,100 2.70 5 145} 4.8 2,514) 8.4 23,489) 44.3 ERIE | 
Division No. 17.... 9,705} 101,318 0.10 33 62) 6.4 050) 10.5 6,319] 27.9 | 11.8 }. 


@ 1 hospital with 4,445 patient days not included in computing per diem cost. No financial report. 

@) 11 hospitals with 27,082 patient days not included in computing per diem cost. No financial reports. 
(3) 1 hospital with 1,785 patient days not included in computing per diem cost. No financial report. 

= 1hospital with 1,381 patient days not included in computing per diem cost. No financial report. 

(©) 1 hospital with 5,698 patient days not included in computing per diem cost. No financial report. 

(8) 1 hospital with 1,351 patient days not included in computing per diem cost. No financial report. 

@ = 1hospital with 3,305 patient days not included in computing per diem cost. No financial report. 

(8) 3 hospitals with 4,552 patient days not included in computing per diem cost. No financial reports. 
(®) 1 hospital with 942 patient days not included in computing per diem cost. No financial report. 

(0) {hospital with 6,423 patient days not included in computing per diem cost. No financial report. 

@) 1 hospital with 1,645 patient days not included in computing per diem cost. No financial report. 

(2) Total Revenue and Total Expenditures obtained from Alberta Public Accounts. 
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TABLE 3— PUBLIC HOSPITALS BY PROVINCES AND CENSUS DIVISIONS. — Concluded. 


| 
my fos} 2 rob) 
= @. S 3 = A S > 
Provinces by § eee a Fe 2 pid ee es > 5 ra 
Census Divisions ‘3 ‘3 a & S Ba S 3 oe 2 a EI By 
a a2 le S my eee pee Be Lae = aH = |&8 
ow < ores ee 6) ea) aa ss AR |SO] = G He Om 
British CoLtuMBia...} 809,203] 359,279 PAIS Be 6,046] 7.5] 104,586) 12.9 |1,831,912| 60.4 | 12.7 6,108,571] 5,345,899} 4.01 
Division No. 1 21,093} 15,984 1.32 6 262] 12.4 4,081] 19.3 45,772) 47.9 | 11.2 170,927 167,515] 3.66 
Division No. 2 47,450; 138,348 3.56 8 463) 9.8 9,342! 19.7 83,363} 49.3 8.9 313,215 319,337] 3.83 
Division No. 3 51,020} 10,729 4.76 8 360] 7.1 7,501} 14.7 74,356) 56.6 9.9 303,533 237,693] 3.20 
Division No. 4 444 443) 9,764 45.52) 12 2,598] 5.8 44,533) 10.0 | 614,775] 64.8 | 13.8 3,244,995] 2,976,466} 4.84 
Division No. 5....| 148,486} 13,206 11.24) 18 1,492} 10.0 24,929) 16.8 | 332,153} 60.9 | 13.3 1,425,024] 1,354,977) 4.08 
Division No. 6.... 30,270) 31,420 0.96 5 270) 5 9: 1 5,012) 16.6 62,454) 62.2 | 12.5 179,909 176,026] 2.82 
Division No. 7 14,408} 22,187 0.65 4 120} 8.3 2,576] 17.9 32,773| 74.8 | 12.7 175,918 150,648} 4.60 
Division No. 8 25,428] 71,985 0.35 8 2541 10.0 3,236] 12.7 44,434) 47.9 | 13.7 153,576 139,093) 3.13 
Division No. 9. 18,263} 88,128 0.21 4 1241 6.8 1,707; 9.3 26,507) 58.6 | 15.5 96,273 97,748] 3.73 
Division No. 10. 8,392} 82,533) 0.10 4 98} 11.7 1,390} 16.6 15,325) 42.8 | 11.0 45,201 39,496} 2.58 
AUIKON Retreat ctaee > « 4,687] 205,346 0.02 3 128} 27.3 742) 15.8 18,064} 38.7 | 24.3 89,614 89,355} 4.95 
Norte WEST 
TERRITORIES ©), . 10,849) 1,258,217 0.01} 10 327) 30.1 1,689} 15.5 36,490) 30.6 | 21.6 - 32,159 34,540) 3.17 
@) 7 hospitals with 25,597 patient days not included in computing per diem cost. No financial reports. 
TABLE 4— PUBLIC HOSPITALS BY PROVINCES. 
g 
st =) Ped ) 
Province § icv a a i i 3 a 3 S aa Ps ss oe 
: Seite Vetan Mesaee ip Solis ee bet taumes Le cafe 
5 SMES | BN A sites ah Palm es | Sel) se | ga° lgee 
om < GA} oO foal Ae Bs AR SO | = a Be On 
Canapa®...... 11,420,084] 3,466,556] 3.29} 596 55,367 -| 989,601]. ...... 13,074,898]. .....]......] 46,538,774! 44,287,828] 3.48 
Prince Edward 
slandeh. 0.0.08 93,919 2,184) 43.00 4 286!) 3.0 6,795} 7.2 65,782) 63.0 9.7 159,770 154,602) 2.35 
Nova Scotia ®... 573,190 20,743] 27.63) 31 2,644) 4.6 58,447] 10.2 633,967] 65.7 | 10.8 1,645,120) 1,760,733] 3.28 
New Brunswick. . 453,377 27,473) 16.50} 16 1,590) 3.5 29,003] 6.4 339,586] 58.5 | 11.7 1,181,073} 1,135,482) 3.34 
| Quebec @....... 3,319,640 523,534] 6.34] 76 14,482} 4.4] 201,881) 6.1 3,772,685] 71.4 | 18.7 | 12,801,386) 13,414,168] 3.75 
Ontario oo Gee e 3,756,632 363,282] 10.34] 158 16,343) 4.3 | 322,653) 8.6 | 4,009,128] 67.2 | 12.4 | 14,797,139] 12,883,990) 3.22 
| Manitoba. .... 722,447 219,723] 3.29} 42 4,026} 5.5 81,042} 11.2 920,539] 62.6 | 11.3 2,939,670] 3,048,964! 3.37 
Saskatchewan ©) . 887,747 237,975} 3.73] 89 4,315| 4.8 86,008] 9.7 893,167} 56.7 | 10.3 2,759,828] 2,853,535} 3.29 
Albertases sss: 788,393 248,800} 3.17) 90 5,180} 6.6 96,755} 12.2 1,053,578] 55.7 | 10.9 4,024,444) 3,566,510} 3.39 
| British Columbia. 809,203 359,279) 2.25) 77 6,046} 7.5 | 104,586) 12.9 1,331,912] 60.4 | 12.7 6,108,571} 5,345,999] 4.01 
. VURONG ie ote ints 4,687 205,346} 0.02 3 HDS eee W4Q\E eee: 18064 eee ie oe: 89,614 89,355} 4.95 
_ North West 
Territories |. 10,849] 1,258,217; 0.01) 10 BPE ac Jane L689 Sng=.. SO: 490 seers cine mate & 32,159 34,540) 3.17 


30 hospitals with 358,521 patient days not included in computing per diem cost. No financial reports. 


3 hospitals with 98,045 patient days not included in computing per diem cost. 
6 hospitals with 192,019 patient days not included in computing per diem cost. 
3 hospitals with 15,778 patient days not included in computing per diem cost. 
11 hospitals with 27,082 patient days not included in computing per diem cost. 
() 7 hospitals with 25,597 patient days not included in computing per diem cost. 


No financial reports. 
No financial reports. 
No financial reports. 
No financial reports. 
No financial reports. 


TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PER 


Census Division 
and Location 


PrIncE EDWARD 
IsLAND 


Kings 
Montague......-. 
Prince 
Summerside..... 
Queens 


Charlottetown... 
Charlottetown... 


Nova Scotia 
Annapolis 


Annapolis Royal. 
Middleton....... 


Antigonish 
Antigonish...... 
Cape Breton 


Glace Bay....... 
Glace Bay....... 
New Waterford. . 
North Sydney.... 


Sydney tiem.) or 
Sydney Mines.... 


Co chester 


Cumberland 


Amherst........ 
Springhill....... 


Halifax 


alia ack es 
See vie, eA meuAre 
alive ne janet 
WAU Gh aera mien rs 
la lifax yor) neste 


Hants 
Windsor........- 


Inverness 


Cheticamp....... 
Inverness.......- 
Inverness.....--. 


> 
‘a 
Name of 3 
Hospital 23 
a a 
33 
> os 
<< AY 


Kings County.........- 7.31 


Prince County.........- 57.42 


Charlottetown. .......++ 
Prince Edward Island... . 


52.30 
63.16 


12.36 
16.81 


Generals <icctinae: ersten 
Soldier’s Memorial...... 


St. Martha’s..........- 92.06 


Harbour View......-.-- 


Colchester County....... 


Highland View........-- 
JAI Saints io. eiavcke tein 


General) si 2a eee 


None. 


Infirmary ) ime. bee 


ViCtOriay., dec! hove ie states 222.85 
Salvation Army Grace....] 83.26 
Ghildren’siyemncrs cleeeien 63.72 


Infectious Diseases...... 


Payzant Memorial....... 


Sacred Heart........... 
County Memorial....... 
StM Mary Succ to deucccannes 


Graduate Nurses 


ll 


4 
6 
8 
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Patients per 
Graduate Nurse 


2.4 


gal 


_ 


COoOdRPOOWO 


mn 

g A 3B 
5 ae we 

ra ps 

Zz Zi gH 
a= 23 23a 
o o ® 
as} Ag LID 
=] eines 285 
2 SS SR 
n Am LOM 


24 2.4 


26 
29 


bw bh 
No 
a 
CO 


60 1.5 


57 1.5 1.2 
62 19 146 
39 1.6 1.4 
15 2.6 1.6 
25 2.9 16 


17 
15 


wre 
ae 


90 2.4 1.5 
127 1.8 1.4 
32 2.6 2.1 

m9 1.5 


15 2.7 2.0 


Total 
Personnel 


85 


59 
64 


10 
10 


140 


Patients per 
Personnel 


= © 


pe HOrOOO ae 


mR 0 00 OOOO 


—_ 


eOoroo 
& 00 Ww CO CO 


Staff Doctors 


a er a | 


16 


13 


SONNEL AND DOCTORS. 


Attending 
Doctors 


$$ — | 


eee eee 


see eee 


10 


se eeee 


_ 
ELIS eke 
AINWOH OOo 


Patients per 
Doctor 


1.2 


3.6 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 


8 A B 3 
oO 
Hint alee el es lees bs zg é 
Census Division Name of 3 3 ee & Sp Bi Lie a Ses S | wo a 
and Location Hospital © 2 2R 2 Be | BRe 5 a © | fal 2 
oe 3 aS aS ESS S Ea QU Rese | ees 
Go| sllige jis |!ea lead! as |. 28 aS| 8s 
pel eeWaes | os ee babe | Se 1.38 (a | 2s | 23 
<A, oO oO na Mn |hOnm!] BA Ay AY miatQ] aA 
Nova Scotia 
—continued. 
Kings 
Berwick. . 3.6... Western Kings Memorial.} 15.23 6 A's) 13 dee Wak ee | aoe 6 2.6 
Kentville........ Blanchard-Fraser Memo- 
TIE) ey ie ese san eae 43.08 12 3.6 25 Sea, 18.2) eee 2.4 
Wolfville........ Eastern Kings Memorial.| 17.56 8 22 15 eal CON Weds 220 
Lunenburg 
Bridgewater..... Dawson Memorial....... 40.54] 14 DEO. eo iaee RHA |S Oyen 29 1.4 14 2.9 
Pictou 
New Glasgow....| Aberdeen............... 106.17 a W693 GY/ 1.9 lays 100 1.6 LOPE: coc ROMO 
BiCtOM sao.) ce Sutherland Memorial....} 12.13 6 DARE Re aoe V0 (8) PA eo 9 es ae 6 2.0 
(QE TS See aes None. 
PRIOHIMNONG..... 5 ./.-,- None 
Shelburne......... None 
WWACTORIS soi 58 's,010 5 None. 
Yarmouth 
Warmouth...3.... VaTINOUCN Gnas waco ee inte 49.39 9 5.4 28 1.8 es 60 0.8 10 4.9 
| New Brunswick 
_ Albert 
Riverside........ McLelan Memorial...... 5.09 2 RENT.) Ua ROUT (ORCS aaa IU Cran 5 1.0 2 2.0 
Carleton 
Woodstock. ..... L, P. Fisher Memorial...) 35.89} 6 | 6.0 | 18 | 2.0 | 1.5 | 34 10) PRG! Lit 6.0 
Charlotte 
St. Stephen...... Chipman Memorial...... 50.47 6 8.4 45 Heal 1.0 70 0.7 PATE ie eae 2.4 
Gloucester 
Bathurst. .2...; James Hamet Dunn.....| 27.92 8 Sno 10 2.8 1.6 30 0.9 Gr tie as 4.7 
Pbracadie.. .tys 1; H.-D. of St. Joseph...... 21.50 8 PAB GN sien Ger igs el eee Ie 18 1.2 6. Par 3.6 
ENGR Soy sca stant None. 
SITIO BERR eis a ciait doles None 
Madawaska 
Demeasil.. ae. H.-D, of St. Joseph...... 23.44 8 2.9 8 3.0 2.0 26 0.9 Oe a7 2.6 
Northumberland 
@hatham'; 55.2): H.-D. of St. Joseph...... 35.97 6 6.0 24 1.4 1.2 39 0.9 8 in See 4.5 
Newcastle....... Wiiramichin.. ccecles «s+ ccs 24.18 4 6.0 19 Mee} 1.0 35 0.7 (ai) [ey eae 4.0 
Queens jac one as None 
| Restigouche 
| Campbellton... .. H.-D. of St. Joseph...... 91.40 7 13.0 42 252) 1.9 104 0.9 10 9.1 
Campbellton.....| Soldiers Memorial....... 35.00 4 8.8 25 1.4 1.2 39 0.9 5h oe eee Sag 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 


i bs : zB g 2 OR n 
Census Division Name of Ea id Dae sea eee ieee et 
and Location Hospital Se 3 2 3 3 g 3 g 3 z 14 ES 2 5 4 = g = bs 
<Ay oe HO Peet Wl sk On|] AA Ort i, Wisse Po HA 
New Brunswick 
—continued 
Saint John 
Saint John...... General’) \.\cadess ees 292.10 | 25 1h 74 \ase 2.2 1.8 320 0.9 by Lind eceeres es 5.4 
Saint John...... St.Joseph’s: a4. sre ie. 54.23 | 10 5.4 40 1.4 abl 96 0.5 DG. Wawa 1.0 
Saint John...... Evangeline Maternity....} 13.94 uk 2.0 SRA AE I ara 9 1 Staite 20 1.6 
Sunbury... 4252.) None: 
WiCEOrIAN. cis uae None. 
Westmorland 
Moncton........ H.-D. de l’Assomption...} 67.05} 12 5.6 35 1.9 1.4 74 OR tie P76 leans Se 2.4 
Moncton........ Moncton). cesta: 84.10 | 12 7.0 59 1.4 1.2 113 0.7 SOI learns 2.4 
York 
Fredericton...... Victoria. cece een siacr 67.81 8 8.5 42 1.6 1.4 83 0.8 Sule eteke 2.1 
QUEBEC . 
Abitibi 
MATOS Iya weer ey) H6pital Ste-Thérése..... 25.31 5 yg ia Seal 6. seated) & amar 23 Lele | ae 6 4.2 
Argenteuil......... None. 
Arthabaska 
Arthabaska...... H.-D. de St-Joseph...... 37.62 | 21 1.8 10 Seto s i ta Ole ease 54 O77 aia: 10 3.8 
Bazotursenes yas sey None 
Beauce 
Beauceville Ouest.}| Hépital St-Joseph....... 36.82 5 Ge MBs alel] Ais oacterarel oie a.craae 23 1 Rl ater 4 9.2 
Beauharnois } 
Valleyfield....... Hétel-Dieu............. 64.28 | 28 PRY BB tinl B al coy bi ctomace 83 OnS po ebss sae 28 2.3mm 
Bellechasse } 
Ville Marie...... H6pital Ste-Famille...... 14.69)) 0000) 0a Bos eae ee 20 ONG sock. 3 4.9. 
Berbhien: iy. oy: None. 
Bonaventure....... None 
IBTOMO Fc. my cletiteries None 
Chambly... .)...5.3/40- None. 
Champlain 
La Tuque.......] Hépital St-Joseph....... 24.41 6 AY I bec dels as Qientats Peers totaOU OB aH ins ok 5 
Charlevoix........ None. 
Chateauguay...... None. 
Chicoutimi 


Chicoutimi......} H.-D. St-Vallier......... 133.98 | 30 4.5 41 3.3 1.9 146 0.9 1S. Seni 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 


Census Division 
and Location 


QuEBEC—continued. 
Compton... ....5. 
Deux-Montagnes... 
Dorchester........ 
Drummond 

Drummondville. . 
Frontenac......... 
Gaspé 


Cap-aux-Meules. . 

Gaspe Harbour... 

Ste-Anne des 
Monts: ......% 


JEU somes Serene ae ae 


Huntington........ 
Iberville.......... 


Joliette 


Labelle 


Mont-Laurier.... 


Lac St-Jean 
Roberval wires. 5 > 


Laprairie 
Caughnawaga.... 
L’Assomption...... 


Lévis 


Maskinongé....... 


Matane 


Name of 
Hospital 


Average daily 
Patients 


None. 


None. 


None. 


Hépital Ste-Croix....... 


None. 


H6pital N.-D. de la Garde 
H.-D. de Gaspé......... 


H6pital Ste-Anne........ 


H6pital du Sacré-Ceeur.. . 
H6pital St-Joseph....... 


None. 


None. 


H6pital St-Eusdbe....... 


None. 


HO6pital Ste-Anne........ 


H6tel-Dieu St-Michel.... 


H6pital du Sacré-Coeur.. . 


None. 


H.-D. du Coeur Agonisant 
GewGsisnaetpatsrsicta + «tei 


None. 


None. 


None. 


Hopital St-Rédempteur. . 


Graduate Nurses 


12 


35 


8 


Patients per 
Graduate Nurse 


3.8 


3.1 


n 
0) © © 
B Aa Atel 
=] oO o 3. 
Z aA, oe 
om iw) 
2 | #2 |#8e|/ 8 
5 Be | eee! 4&8 
ae) LQ Lag ag 
s |'ee|e8e | ee 
~ ~ ~~ 
M Un MOmn HAY 
Sacer Aoki cite eet eaves 24 
37 
Eetscbye |eateos sista: [i Sa rae 44 
IMS Ee aloe ctco ih afore Letmin her reer 23 


28 1.6 iva 73 


36 3.0}. aes ae 129 


Patients per 
Personnel 


122 


0.9 


Staff Doctors 


Attending 
Doctors 


Patients per 
Doctor 


3.5 


iS 


5.2 


5.3 


3.4 


- i 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 


Be Bolas) las 
tal Q mo} n 
ra h& 5 be Es wa E =) & ro) 
Census Division Name of s oe te Z, A sed = Ba. = g. 
and Location Hospital 2 g 3 g 3 2 2 2 g 3 2 5 2 e 8 2 g i 
£2 ao) org a og oog}| SBS 2S s| 38 
Se | =z | 32 | 3 | $8 |S22] $8 | #8 | 3 1238] 38 
<{ | 6 | &O | BH | aH [HOM] BA | AA | @ A} aA) 
QuEeBEec—continued. 
Mégantic 
Plessisville....... Hopital du Sacr6-Coeur...| 84.49 5 BIN Pitarel b Soasesic| paosd dace 45 EO Bocas 4) 21.1 
Thetford Mines. .| Hépital St-Joseph....... 151.44 7 D1 Ge ee Vee eal ae oleetoiers 87 beer TOi ules eer 10.1 
Missisquol 
Sweetsburg...... Brome-Missisquoi-Perkins} 10.09 7 1S al ieee il edo. ral Panic 3 12 DRE Bibra 20 5.0 
Montcalm......... None. 
Montmagny....... None. 
Montmorency 
Ste-Annede Beaupré| Hopital Ste-Anne de 
Beaupré.......ceeeeee | 13.98 3 PTY Vee el PSS ae 6] Eictoem oe 18 0.8 aA) Bahan 1.2 
Montreal and Jesus 
Islands 
Lachine.<'.../% «3. H6pital St-Joseph......- 53.26 | 14 3.8 30 1.8 1.2 73 0.7 29 EN Beano Le 
Lachine......... Général. .....-.eeeeeeee 29.47 | 14 BU Me kW chk okie bag ced etaeiete tele mals Aaron © ot: 0.9 
Montreal........ Homeeopathic........-+- 103.28 | 31 3.3 63 1.6 jl! 207 0.5 Jas besaae 3.7 
Montreal........ Hopital Notre-Dame..... 596.73 | 51 | 11.7 | 176 3.4 2.6 | 621 0.9 | 109 |...... 5.5 
Montreal........ Hopital Ste-Jeanne d’Arc.} 209.68 | 31 6.8 | 87 2.4 1.8 | 227 0.9;-|, 64 |... 4.5 3.3 
Montreal........ Hopital Ste-Justine...... 446.28 | 87 5.1 | 101 4.4 2.4 bli 0.9 68 Kees 6.5 
Montreal........ H6pital St-Luc.......... 408.16 | 69 5.9 47 8.7 3.5 | 389 1.0 | 46 |.....- 8.9 | 
Montreal): :../2: Hétel-Dieu de Montréal..| 385.07 | 80 4.8 | 122 Sal 1.9 425 0.9 89. "Lich 4.3 
Montreal........ Jewish General.......... 169.22 | 68 Di Syl elaaece bel atees soe 218 OPSin| 140 eee 1.2) | 
Montreal..... . »..| Montreal General........ 515.00 | 117 4.4 | 180 2.8 1.7 {1,059 OB ATE ae 2.9 
Montreal........ Royal Victoria........+. 604.23 | 149 4.0 | 243 2.5 1.5 {1,007 0:6; | 100 |.....: 3.2 
Montreal........ St. Mary’s.........-0-+5 189.91 | 34 5.6 | 87 2.3 1.6 | 300 0:6, :] 120 fete 1.40 
Montreal........ Catherine Booth Mothers’| 36.37 7 ee Teal Mae Al Meee tel isarsons 35 1.0 DRT eens 1.6 | 
Montreal........ H6pital Général de la 
Miséricorde.........+- 68.03 % 9.7 30 2.3 1.8 73 0.9 25) losetaes Qiu 
Montreal........ The Woman’s General... .| 154.33 | 24 6.4 | 44 3.5 2.3 | 101 UES: } SiMe tees 2.9 — 
Montreal........ Children’s Memorial..... 194.63 | 44 4.4 54 3.6 2.0 282 0.7 09 aig none 1,9) | 
Montreal.......- Montreal Children’s..... 54.50 | 24 Oe | 0H Peet re (ent eal Bake ss Ch 41 Le NOE tee aes 2.9 
Montreal........ Shriners’....... salen isieleip 60.40} 14 7G A ee de ail inten, Sadl pe ey it 56 beat 96) ieesee 2:3: 
Montreal........ Alexandra Isolation...... 135.72 | 26 5.2 37 a0 24 140 0.9 OT.) Wee ee 5.0 | 
Montreal........ H6pital Pasteur......... 277.47 | 85 3.3 23 (Ol ore 251 iW ol (aa tac banca 39.6 
Montreal........ Hopital St-Joseph des 
onvalescentes........ 115.61 3 Bees es Jal Seraeecial Bitie Ring ac 111 NORM ee tetere 2 57.8 
Montreal........ Montreal Convalescent... .} 196.00 | 25 Pc UN Cetera) Gpabacn teed el ater 2 cae 97 2 Op Woeeeek 85 23 
Montreal........ H6pital St-Jean Baptiste 
des Convalescents..... SEiO0. 1-10 Olaf. ocean lien soe ie seer eratenestee= 13 PISS 1 Ae ae 1 3579> |) 
Montreal........ Hopital du Sacré-Coeur..} 842.98 | 99 8.5 58 14.5 5.4 467 1.8 36 wiles 2a 
Montreal........ H6pital Maternité | 
Catholique...........{ 113.37 | 12 9.4 18.8 6.3 51 DO 16. ‘loan ey | 
Montreal........ H6pital N.-D. dela Merci] 542.03 | 10 54.2 30 18.1 13.6 149 3.6) 1} °S" eee 67.8 
Montreal........ Institut du Radium...... 23.06 | 18 123) oC AS See eae 54 ONE 6 a ee 3.8 
Montreal........ Aide & la Femme Ltée....} 94.57 8 5 DE ec a US 2 ae eee 70 TS TUN WE Wee Wig Beats 6 6. 31.5 
St-Laurent......| Hépital N.-D. de l’Espé- 
TANCO vous k's beoeia ciel 24.53 4 (eu Ls ee Gms eben ait ao] Bega craic Oe 13 3 alo y ak Pie ore 30 0.8 
Verduns 2. enieen H6pital Général de Ver- 
a RCT Be eee, 207.35 | 78 D6 bceenallins Meshes Bee eee 176 1<2 81. |./saee 2.5 
Napierville........ None. , 
Nicolet 4 
Nicolét,......... H6pital du Christ-Roi....} 28.55] 6 B.S, ...0 BR OR 8. eee 31 O70) |) 11... mee 2.6 
i aha el i SP Na I | 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 


cs 2 eB 
o o o 
poplibetaerey | ee | ak Bd : 
Census Division Name of 3 a 7, as | Bos a ue £ | wo 2 
and Location Hospital 2 2 3 2 a 2 22 |3 s 2 5 28 8 =o} 2. 
#2) 3] 53 || 83 | Bes] 48 | 38 ge | 83 
pe yee beer iee lee | ees) 28 | sh |e 188 | 33 
<A o) LO a) MA |hOn | AA Aa | ma |<AQ] AA 
QuesEc—continued. 
Papineau 
Buckingham..... HO6pital St-Michel....... 21.35 6 Bet Sia Ne AE ae epee hel Peete At 23 0.9 HEN Ey Sarpron 3.0 
Pontiac 
Shawville........ Pontiac Community..... 6.12 5 LOA Li ee Sl RO she ll Pear 10 OF6F Rei - 6 1.0 
IRortneuf .)2)) «....5.+4'. None. 
Québec 
Québec... 1... 6.5. Jeffrey Hales............ O15 33) 22 4.2 43 2d 1.4 135 0.7 1B ie tl (i 7.0 
Québec........:. H6pital de |’Enfant-Jésus.| 341.26 | 38 9.0 77 4.5 3.0 245 1.4 PA Bites 13.0 
QuGbeCs <a... ote H6pital St-Frs d’Assise..] 120.26 | 19 6.3 28 4.3 4.7 123 0.9 79 1.5 
Québec.........] Hépital du St-Sacrement.} 258.69 | 53 4.9 76 3.4 2.0 283 0.9 OStn irae 2.6 
Ousbecce Ls iiwed. H6tel-Dieu de Québec... .} 305.76 | 108 3.0 26 11.8 2.3 311 1.0 a Vip erasers 4.3 
Québec.......... H6pital Civique......... 33.18 6 DROP Hvainers fteicce ers si] ee csiese sie 45 One: 5) Paes 6.6 
Québec... 6.5.5. H6pital dela Miséricorde.| 98.41 6 NZ WM as SUA Oo ier Pasian 39 2.5 AB siscrater 24.6 
RUICHELIOU Nas avs.s oss None 
Richmond. :......; None 
Rimouski 
Rimouski........ Hépital St-Joseph....... 116.56 | 23 S(O) 0H lear dl Picks heen ieee 105 el LOD eects 11.6 
ROUVING W255 v6 ssa) None. 
Saguenay (includes 
New Quebec) 
Harrington Har- 
OUP. 62 hb sas POMLOL Writ cic: astecdelsisis« 6.89 2 By a bc atic | leant PAN PRR eo aa 7 OBOB eats. 1 1 6.9 
HAvre St-Pierre. .| Hépital St-Jean Eudes...] 90.54 9 10.0 42 VO} Ih Gene 2 45.2 
Phottords 6.55. 58-.5% None 
Sherbrooke 
Sherbrooke...... H6pital Général St-Vin- 
cent de Paul.......... 167.13 | 37 4.5 64 2.6 7 206 0.8 20 8.0 
Sherbrooke...... Sherbrooke Hospital..... 59.01 | 10 5.9 60 1.0 0.8 89 0.7 1 Zine | ene 4.0 
Sherbrooke...... Hépital Civique......... bY ese f al lrarieees ts <5) Corecess cece al (ORS Cr oe 4 OR3E lO eeeee 0.3 
Soulanges......... None. 
Stanstead......... None. 
St-Hyacinthe 
St-Hyacinthe....] H6épital St-Charles....... 74.92 | 15 5.0 35 2.1 1.5 109 0.7 TSO apes 4.1 
St-Jean 
St-Jean.........| Hépital St-Jean......... 57.56 | 14 4.1 21 2.8 1.6 128 0.5 nites] bashes 4.0 
St-Maurice 
Shawinigan Falls .| Hépital Ste-Thérase.....} 37.57 6 C7 hl Ripe oct Mepis acta Panes 43 0.9 10 3.7 
Shawinigan Falls.| Joyce Memorial......... 20.48 8 2s Ole | hecspabt ers hale ecayaceact- 29 0.7 Tn {oawese 2.9 
Three Rivers..... H6pital St-Joseph....... 122.90 | 16 avs 32 4.0 2.6 107 al 28 i au. 4.2 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 
eS SSS SSS 9050—0oO®@T0N——0oNnn»=—oarT-—o | 


: 2 | 2 
> =| 3 2 FA SO 
ai Fe 7, BZ, 3 Bel | de 3 5 5 
Census Division Name of a A i F, QZ, ate, as Die cS on a 
and Location Hospital 2 2 ee BR ae Bw Be. = 2g oleae 2 
we 3 as g EER Rete h e iee aa Al Ss] 88 
qo ae) Aye} s Qo LI ag 29 eH oe 2+ 
ee) log | Se [28 1ee8! | sls] Sb) Sel] 2 1ee| ae 
<4 Ay Oo WO MD WE) Om | BA AY AY o) <A HA 
QurEBEc—continued. 
Temiscamingue 
Noranda........| Hépital Youville........ 111.97 | 15 hes) te Pee ate neve echo mack icks 68 1.6 19°, ee 6.0 
Témiscouata 
Rividre-du-Loup. .| Hépital St-Joseph du Pré- 
ClOUK-SANE. hives sii oe « 6i-to wD 4.5 27 2.5 1.6 88 0.8 Caters 9.6 
Terrebonne........ None. 
Vaudreuil! a.) ssa: None. 
Verchéres.........| None. 
Wolfers ees None. 
Yamaskaser.ccseae None. 
ONTARIO 
Addington......... None. 
Algoma 
Blind River...... Dt OSEPN Ss. (dienes sa > 11.91 5 2.4 We ine BT ) 1.3 Py eae 4 2.9 
Sault Ste-Marie..| General........ ay Stiah? AQ OM nt 4.1 27 1.8 1.3 63 0.8 35 ae 1.4 
Sault Ste-Marie..} Plummer Memorial...... 44.01 8 5.5 25 1.8 1.3 55 0.8 23 held? 1.9 
Blind River...... Red:Crossva. ns alee 3.50 3 ihe ee ts Bes ey 6 0.5 pears S pa 
Hawi Jeteeuns oats Red ‘(Gross ae pease we D755 1 PASS bl ent 48 a Chaar oll RG Bg a 3 0.8 3 0.8 
Hornepayne.....| Red Cross............. 1.69 1 ney 2 0.8 1 ibe) 
Richards Landing.| Red Cross............. 3.59 2 PSP, ak sa, Teas Oe Nee 2 4 OS Bit sere 1 3.6 
Uphessalom,. 5.2 snes! Seed GLOSS crepe wire etre 6.37 3 ae 1 a eyed Ml Vas ad LIN on th 6 1.0) |e 2 3.2 
Brant 
Brantford eo.) 1 [Generals acne ks eee ers 159.54 | 27 6.0 78 2.0 L.5 182 0.9 59 BIE 
arisM ciety tice be: Wallettrn hos (neem 22.06 6 Ob tren ate oti vet bu kere teircee 13 TO, Go Bs ae Sea 
Bruce 
Kincardine 42.¢h General. ae verse cas 18.06 5 3.6 11 1.6 15 ila 
Walkerton....... Co. of Bruce General....| 21.38 9 2.4 18 Hse, Vee Aa 29 0.7 
Lion’s Head..... Red Cross epee 185 1 LEO cee Ae See Ee eee ee 2 OLD dows se! 1 1.8 
Carleton 
Ottawa. ao 4 Civie 22; PINS eee 550.28 ie, 16 185 2.9 21 557 1.0 TS earns 4.8 
Ottawa cen coe General Me. cane eects oles 99 Sul 60 Be P4 2.0 356 0.9 58 + ]5 «eee 5.3 
Ottawa. .cas Salvation Army Woman’s.| 101.62 | 48 2.4 By Fee aac AAR 70 1.4 QReae oer 3.6 
Ottawa.. ...| Protestant Children’s....} 28.33 8 Bs) Rs 31 0.9 308 1s 0.9 
Ottawa.........| Strathcona Isolation.... 50.89 9 5.7 17 3.0 2.0 61 0.8 DO9) || Saves he 2:3 
Cochrane 
Cochrane........ lady Minto fat ese 43/55) |) 15 DOM hes oem. Pencpreretyel teetocoeesiane 29 HIECSY: Ol he coye hea 3 14.555) 
Hlearstinccaoc acces Sta Paul's 5.4 ete wanes 35.64 10 3.5 27 UNS [ase et 3 11.8 
Iroquois Falls....}| Anson General......... 22.80 8 2.8 15 1.5 AS ae 5. 
Matheson.......| Rosedale War Memorial. . 8.61 4 Poll 9 OPO es seen 2.3 |} 
South Porcupine..| Porcupine General...... 28.90 | 12 Ae 2a Arles cele eel eeermetee se 23 1.2 PA Oa RES Be 1.45 | 
Timmins eee én Mary’ sas histamine 89.78 | 23 3.9 40 2.2 1.4 117 0.8 52 eee 1 q 
Dufferin 
Orangeville... ... Lord Dufferin.......... Seon (eat | ahd) [AA Rae et ee 19 1.4 |...cc}19 | oo 
: I 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 


‘g z | 8 ° 2 
n DR wm 
uh ‘a pie hese | ee Bee P g 5 
Census Division Name of S as aoe 7, QZ, Sie, ee Cine = eo 5. 
and Location Hospital 22 eS BR 43 Bwpl Bey FI ag ce Ee ae 
B A eS ae ASS SI =| A |ss =a} 
go i a5 © 58 S58 | ae a9 aS os 
oi | ee) eee) | tel pest 28s) 580 | 284) g) ee) es 
<A, ob) LO a mel wOn | BA A A nm |<40O | aA 
Onrario—continued 
PUN ASie eels elas None 
Durham 
Bowmanville..... General. ...... Mo oleslere sch: 15.93 4 AMOR) beers lattes. a= (esi: susizactcts 19 0.8 Noe Chk fatale fesse 
Port Hope....... iPortikiopere aeiee a 23.56 | 10 PREG FE SRA Te a | ee, eee 20 1.2 Gi east 4.0 
Elgin 
St. Thomas...... IMemorigleer ia. cldck ssa 95.10} 30 3.1 27 Duo 1.6 116 0.8 LOW) teens 5.0 
Essex 
Windsor. ........ ee CEE Genre © 90.554 5d 1) 200081557140 .1,80... 1.6.4) 112 Oren bar the 1.2 
Windsor......... Hotel=Diew wins. scm 4s 128.31 13 9.9 95 123. hae. 179 0.7 $5. eee 1.5 
Windsor......... Metropolitan. 14 s45 44 os 97.74 | 57 17, ie Rie ea eldd OMS PS Qe |e ae 0.7 
iWandsor’.;. 52. ./. Asolation, 09. 4.08 shinai 6.28 6 V1 Oe at Aes WL ae A 22 0.3 Thee 0.6 
Windsor......... Convalescent........... 5.73 1 ENCE, is seakoes Sil le Ae seaee | Gil! eas cae 5 feolings | fesec 10 0.6 
Frontenac 
Kingston |). .3.. Hotel]Dieths: ahecncs eae 122.63 OL 4.0 85 1.4 1.0 173 0.7 rv ry (eee 2.8 
Kingston........ Generale... 50 hom oes 223.79 | 36 62238) aL 2.0 1.5 317 O5g 75 3.0 
Glengarry... .. +. None. 
Grenville. 7h vcsi<:.!s None. 
Grey 
Durham......... Red Cross Memorial.... . 11.88 4 2.9 vf i haze A Eee Uf Wes 
Hanover .).......% NISMO Aled. feces) sks onde 9.95 4 AES, Wile. Sas AS, AeA ee es 8 1.1 Ber 12 0.8 
Owen Sound..... Generalise seis tions otic tans 58.38 | 12 4.3 35 ed) 1.2 80 0.7 LES he See te 
Haldimand 
Dunnville....... War Memorial.......... 12.98 7 got Gals Sedan MNS eee ere Cros ll INO Baar, LD) 18 
Haliburton 
Haliburton...... Red) Crossis.. co} viecccevnks 2.39 1 Pa A Oak Se Al Lt St | Re ee 2 Oe Ale Ree 2 1.2 
Wilberforce...... IRedi@rossie hens oes (x) VS le So eee epee lop ee cn eee oe De eee Perea Oar stiec as 
Halton 
Burlington....... Children’s Convalescent! .|' 5.37]. 2) | 2071 Lesadsleteceieceeecacwsl | 4. [idee [tbeue: 4 £3 
Hastings 
Belleville........ CENT ALM tah cis 5 stats buns 132.41 2 4.9 54 2.5 1.6 152 0.8 20) Pel sie 6.1 
Bancroft... «4. IR6di Grosse oc bbe ce lk 6.84 3 PIES) MM oe 2 Aly ped Ma See 5 UTED Bl let eee 6 peal 
MoevHllet nae IRGGi Crogsiagck Sciiseisis os Tale 1 BAR} OME Sess (BIS SO eed (Pe SR ee 3 ee! a A ee 2 0.6 
| Huron 
/  Clinton.........] Clinton Public. ......... 15.24| 4 Pcs ft Ree ah Baha ale arti 16 Tate eee 13 1.2 
Goderich........ Alexandra Gen. and Ma- 
INOW ees ees 26.12 15 LCR ere st erecere fe castecn see re 26 1.0 OM ise Sage 2.9 
Seaforth. --2- Scott Memorial......... 15.92 6 DAS) Vl Bes. <5¢ 16 | AFRENE| each ORC 17 OO) US Seecen  IR 1.4 
Wingham....... enerale tee eee ok 8.90 5 gE aD hari ake © ae MERI See eae 9 0.9 1A ee 0.8 
(x) Less than one patient per day. 
(30 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 


eS SS0_0— oo 


zg g | 2 i : 
2 |2| 212 | 98 [938 ge itleg . 
Census Division Name of aot a a i 7, az, ro az = Dim = be a 
and Location Hospital 2 2 2 28 2 Be | 28H ro 2g an 
va 5 aS a ee cee 1) oe ad A | 3s] & 
& 2 as O90 s 2g | So¢g ag we Fite fees 
so | 2/82 | 2 | 33 |\s23| 86 | 38 | a 128) 
<0 O ame) D Mm | mOm | HA A AY Mm | <a) | ee 
Onrario—continued 
Kenora 
Kenora...) toc nee (i General a «toot tra cers 30.84 6 5.1 10 3.0 Da0 ag 1 WHE” donee. ok 8 
Kenora, 2b ah et Joseph sitrnerr nei. 33.12 8 4.1 Be. i eimety wets ae 27 LES Bes creee 10 
Sioux Lookout...| General. ............-.. 13.06 4 3.9 10 1c Scan see 4 
Dryden../ta. 2: ! Red (Cross) in Pies trae 17.21 4 4.3 7 PRD eats ees 5 3 
Quibell ate asa Red Crosse tp ceca (x) TW Paes Oy SN Ad da ca A OB tei PRA Brae dare SOS Rose id 0 
Reddittiwtt cats Red Cross} % 2.26 o¢e 4025” @& 1 2 Ol | ee 
Kent 
Chatham’. ..h:)./ General (628 eee oe 78.19) | P16 4.9 62 he 2 1.0 115 0.7 22 ween! 
Chatham fo a.5 St. Joseph’ sixteen cei 74.841 10 (a 54 1.4 1.2 89 0.9 20 
Lambton 
Petroliay tate Charlotte Eleanor Engle- 
arth 2 See cscecsies 23.28 12 1 Soe tel ets lachy clocks 22 1.0 12) ek 
Sarnia. . .).. 45... General... etic sae 85.67 8 10.7 60 1.4 1.3 100 0.8 2 Ran (aa A ot 
Lanark 
Almonte........| Rosamond Memorial..... 17.87 5 Rip on Pea S a Kieren i Menara 6 ae 10 TS 2 eles ll 
Perth's coke eae Great War Memorial....| 37.66 | 20 1.9 32 Oe cl eres 12 
Smiths Falls..... PUbCH eS sock. fae case ree 40.37 | 23 OER Gal WeececRh H BY bbe mrp oh. Uh FABRE Ss Bk 35 ike ISM eae 
Smiths Falls..... St-brancis) case oeecn: 24°34 1) 13 1.8 31 O-S Fist cages 11 
Leeds 
Brockville....... Generali). .):/50 gece 76.01 9 8.4 59 as 1.1 93 0.8 Py Rana ta nh 9 
Brockville....... St. Vincent de Paul...... 45.27 Bl 4.1 23 a te, 168) 58 0.8 DA) Wiel BBR ie 
Lennox...........| None. 
Lincoln 
Niagara-on-the- 
Bake. bu bi] (Gottage's.. ci -cedacre stares = 8.63 4 Hie Ih Pee, B fal Nae: Cho Wenenee 9 OO eae Uf 
St. Catharines....| General................ NAAQS alia 6.6 37 3.0 Den 142 0.8 PRN ee 
Manitoulin 
Mindemoya........ Red. Crossiiic. tees ciaaec 8.22 4 2.0 a 12 ae 2 
Middlesex 
London) sts ee St. Joseph's. -aeniciita- @ 193.33 30 6.4 114 2G 153 238 0.8 1800s Aisha 
Icondon:) ae Victorias onc eee 346.66 | 33 10.5 | 203 12% LED 438 0.8 GOD cee 
Strathroy.......} General. ..............: 27.01 6 4.5 14 1.9 1.4 30 0.9 Te cet 
Muskoka 
Bracebridge... .. Red Cross\o3. ean 21.62 6 3.6 12 1S bese gee 4 
Nipissing 
Mattawa........ General sonseac genres ae ¢ 26.04 6. FIGS Y Sel Ue ee S (al teaectsn oho Beinatat yc 22 WD tite eeu. 2 
North Bay...... Queen Victoria.......... 32.49 | 14 tS} Ml eee ceteeron ob oc sane 29 te 17 ee 
North Bay...... St Joseph sine eters ore 60.75 9 6.7 25 245 \1:8 47 1.3 1S\4 ican 
Sturgeon Falls. . | St. Jean de Brebeuf...... 26 70 6 U0 aere cal pede ae al 'ae, acoibns 17 LS Molten 3 
Whitney .|.....::.| Red Cross)... 02502... & pe Wiser Oe Cassie Vein a Al Barina ke DB, ANA Pale a8 a 1 
Norfolk 
Simcoe.......... Norfolk General......... 50.60 | 28 5 A lth Rt Sl Bye cock cResctc 49 1.0 20): {| eee 


(x) Less than one patient per day. 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 


Graduate Nurses 


Total 
Personnel 


Patients per 
Personnel 


> 
al 
Census Division Name of & 
and Location Hospital a2 
£3 
~ 
TH 
Ontarro—continued 
Northumberland 
Cobourg: ........% CRONE ccs che aie @< «(u's oh 25.98 
Ontario 
Oshawa......... General ek adens octo oaks 76.98 
Oxford 
Ingersoll........ Alexandraetiets .ts8.0 ol 24.35 
Tillsonburg...... Soldier’s Memorial....... 32.05 
Woodstock......| General................ 64.79 
Parry Sound 
Parry Sound..... General: to Adivis anc aseel 31.49 
Parry Sound..... Sty Joseph's) eiawictioeck: 39.20 
Port Loring...... Red Gross tawny cia: 1.99 
Peel 
Brampton....... Peel Memorial.......... 30.33 
Perth 
Listowel......... Memorial siaclovss 56d 11.84 
Stratford........ General? ani. Fos cnias ate 76.51 
Peterborough 
Peterborough. ...| Nicholls................ 82.42 
Peterborough ; : :.| St. Joseph... 2... 22... 60.66 
Jos Ca eB Red\@ross 45) 44)5)0)s.0/4sers 1.53 
Prescott 
Hawkesbury..... Notre-Dame............ 16.10 
Prince Edward 
PiCtOM vl ceed Pa u@ounty, .s5.0c.6 ssc: 30.70 
Rainy River 
Atikokan........ Redi@rose ssid oacisscsicia (x) 
Rainy River..... IR edi@TOsgs 5215 Se = oc eats 8.97 
ROOM se teenie. cis ote BROd' Cross anise fdois oc ce <e 6.82 
Renfrew 
Pembroke....... Cottagerge eran .dissisisvorsieias 40.69 
Pembroke....... Gonornlpe es her stches ache 59.63 
Renfrew PE VACKORIA Wisi c tyetgare disiciaes 36.86 
Russell svaciscae ee None. 
Simcoe 
Allistonis3.,... 0: Stevenson Memorial..... 22.36 
IBaITICHEechess...c. cco. Royal Victoria.......... 56.58 
Collingwood. .... General and Marine..... 48.73 
Midland#. = .. 5.) StwvAndrowsiys/4..).)si004 4 34.36 
Orillia) een nto ce Soldiers’ Memorial....... 61.32 
Penetanguishene..| General................ 8.72 
Collingwood..... Blue Mt. Convalescent...| 10.25 


17 


mont 


13 


© 


mw 


— 
he RON O 


21 ae © 32 
Bz 8 | 98 |gs§ 
esl lee lage || eee 
aS a a § ao @ 
o o od 
ee || || Se )| see 
att) a an |uOon 
PAG tate MRC © Gens eee 
4.6 | 36 2.4 1.4 
BO) Oa) ee ek a, 
TAD es ah A GM ae 
5.4 | 44 1.5 1.2 
OG Peer ek Bo os aa 
(Bd Ade ch tae OA 
TO Wek Eee: Abas A 
DS ini Meee teres: 
PT) key: Oe A Mee 
8.5 | 43 1.8 1.5 
4.0 | 38 Fb) 1.4 
6.0 | 35 7 1.4 
ae A A Se Ra ia 
8.00 POU CUR cae ' 
Vs) ye I} 2.2 1.8 

FCO OR Ae Wccda cd, Bos cents 
174 ee et eh 
9.08 ARE Oe Uae 
5.0 | 31 2.0 1.4 
7.34 (18 2.0 1.4 
D4) tee ROR tes an th. hes ieee 
8.1 | 33 Ry 1.4 
8.1, | 28 1.7 1.4 
8.5 | 25 1.3 1.2 
56h se 1.9 1.4 
ALL eee eee 
B14 ee eee A cys es 


25 


93 


27 


19 


25 


1.0 


0.8 


1.1 


ore 
I 


ooo 
“I. 00 


0.8 


1.2 


ee Ce ere? 


z rey 
S|» | 4 
A |38] 2s 
% | s2| 23 
a 2S 88 
» a 8 
o) <Q [oye] 
ere al er ne Se 3.3 


BG Ueracceh . eak 


Dis ane eias 2.7 
i Ae moe 4.6 
te een ode 2.2 
See 6 5.3 
Bienes 11 3.5 
spoane OP aioe sceters 
1D a erneys 2.5 
Nesters 8 1.5 
Sa) eats a 2.4 
AD isnleiest- bs 1.8 
RY Rien ae 1.6 
e\rets 1.5 
15d if. sas 1.1 
17 cbr cutee 2.0 
UPN bbe so 
Ryness 2 4.4 
earsseler 1 6.8 
ORE coors 4.5 
PP Sad |e, 25 2.7 
18 2.0 
Ba tess 10 2.3 
ADB ais ae 5.5 
LP, Jeers says 2.9 
13), \\satasee 2.7 
DL est acteys 3.0 
Banas 7 1.2 
fs airs 1 10.2 


(x) Less than one patient per day. 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 


‘hk z | 8 2 | «2 
TH z I 5 5 i) q Ha E ty im hy 
Census Division Name of 3 a Be 7, a5 18 Rye 3 g.. = Bp a. 
and Location Hospital g, 2 3 2 3 2 4 = g 3 2 = 2 5 ra | g S be 
; So ol Og & oy Oo a° oS tH as Oo 
2 OS 1 gee it Ce Weis le eel] Gee it ae 1) het) iasye | ae 
104 Oo Ao a) hm | won| BA Au AL nm |40Q}] AA 
OnTarto—continued 
Stormont 
Cornwall........ General fs Ah Rte oe 62.87 | 11 5.7 39 182 82 0.7 QT Me ome 2.3 
Cornwall........ Hotel= Dieu ashe cle 107.40 | 19 5.6 42 iad 117 0.9 26. Fl snacie £1 
Sudbury 
Chapleau........ ady: Mantoy es ssl 5 2. 0h 19.70 | 44 BO BA ACh arokiatehenn| arrose te wee 13 La Wetec on 3 6.5 
Sudbury........ St. Josepha. . .4 see ack 157.79 | 25 6.3 | 165 : 1.5 183 OLB |). 621}. eee 2.5 
Espanola........ Red | Crosstai chy. 4 sss ot 12.53 3 MRA UR Po ad | 2 6 DO hss cians 2 6.2 
Roleyet. 5/5 28.42 Red Cross Car.......... (=) 1 Oe es eleceaee al eg Us Sia SA ee 2. Aeeeet: 2 ee 2 baits ae 
Thunder Bay 
Fort William..... McKellar General....... 170.46 | 44 3.9 51 1.8 149 IE?) AEE 31 5.0) 
Port Arthur..... Generally ua sfecsociee 93.02 | 20 4.6 35 Wee 97 0.9 PA NCNM ie B57) 
Port Arthur..... StaJoseph’s= 2 oe An -scctel dolecor 128 ke, 75 : 1.4 108 1:2 BOT soiree 3.0 
Fort William..... Isolation ajc .l is pyneliclswote No Replort.) ty cece PER Oe ei Lc ava Seah Paes tae tL ap eneetereiel Lot eee Seen | : 
Kakabeka Falls. .| Red Cross.............. 1.61 1 DG a SRE ee bette Los cienseceene 2 (UR | Reece O score 
INE ob oe a wal 2 a Red Crossing) sila ay 1.26 1 TBD AN | ree 2a ee ae 2 ORG Beets 1 1.3 
Jellicoe. 3k 5.) =) Red Cross: hia wy ha. 2.55 1 QR Mish ce Pilian shes pol cvkomeuaton 3 ORS Renee 1 2.5 
Timiskaming 
Cobalt yk aes A Municipal Sos ict eter yete 6.56 3 DO ete aoa S mera eere 9 47s) | Blesecrey: 4 1.6 
Haileybury...... Misericordia............. 20.77 6 Bi ples oteted ctsias este tecetatoeuiees 14 1.5 Stes 2.6 
Englehart....... Red 'Cross i tee en cle 9.99 2 aE ey alae de abel tas 6 V6 8) Seb 3 3.3 
Kirkland Lake...| Red Cross.............. 88.28 | 35 ZAG, VA abnoG Ee linge tivated sc ctavats ace 60 DgAe |. asc 22 4.0 
New Liskeard....} Red Cross.............- 12.68 4 SBA VE agate Ol bebe eed el Mieseeiatebe ee 7 128 Ml Yo 6 2-1 
Victoria 
WINGSAYss bhi Ross Memorial.......... 49.43 | 10 4.9 27 p 1.3 52 0.9 ba | eek cas 4.5 
Lindsay.t)). 20... Isolation Qt st. ales ste No Report) i] eee alps TOT E aE a PS] 5: ois aw aed ce 3 RASA Ae cel ero) ogee | tema eee | 
Waterloo 
Galen ee Ne oe General: 7%). (pees oie 57.67 | 35 UBC 1} BA 1 ib Al ee ara nl eae tl ee 66 0.8 Pal al | reser 5 2.0 
Kitchener. ......| Kitchener-Waterloo...... 84.09 |} 19 4.4 73 0.9 138 0.6 Ol. We ea 1,2 
Kitchener....... St. Mary’ s.ae JOR ease wae 79.51 | 16 4.8 59 10 119 0.7 ee | Puaaiae 1.4 
Welland 
Fort Erie........ Douglas Memorial....... 24.52) 11 QED Torte hal cia even bell avatehetete et 28 0.9 MOU ASR eeer 2.4 
Niagara Malls.) 7)'General yo... ts sou eed 75.86 | 10 7.5 43 ; 1.5 57 1.3 PA BORE 37.8 
Welland......... Welland Co. General..... 51.78 | 3 ie OE prea | aeeegee ol ice ose 50 10 2D) oecee PAR 
Wellington 
Bergus ys) bs task Groves Memorial........ 14.27 G PAR LY Reais | RS erat S| Rr dao 1 15 Oe | a 10 1.4 
Guelph... .. i>.) Generali ss idee ers ee 70.77 8 8.8 59 1.0 114 0.7 PAD I cae oka 2.8 
Guelph ye vee StiJdosephis:!) Us 77.51 | 19 4.1 DY 1.0 115 0.7 28) alae 2.8 | 
Mount Forest....} Louisa Marshall......... 7.68 4 Le OPA aise tel nasi sdans ceed tee ties 9 O28 Flee 5 1:5 | 
Palmerston...... Generalist.) ae torn, 8.87 4 PANGAN PARNER IR [al ark Sie | bBlvaes he fea 6 i WAG OI Res gad 7 1.25 | 
{| 
Wentworth 
Hamilton sys. ae ENOL AL: rs ed) favor lak eee 522.87 | 110 4.9 199 1.8 704 0:8) 1 jd OM Rares 4 
Hamilton........ Sts Joseph's si.) s ches 6 ss ete 150.16 | 35 4.3 96 wh 203 0.7 SOPH Ne 1 


(x) Less than one patient per day. 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 


Census Division 
and Location 


OntTario—continued 


York 


PROLONCO ash. 4: 


PROTOMLO Ne tafe s 2s 
Newtonbrook.... 
MOrONtO sick sco s: 
District of Patricia. . 
MANITOBA 
Division No. 1 


Steinbach....... 
WTAE Greys) syebevexsieisie 


Division No. 3..... 
Division No. 4 
Deloraine........ 
Division No. 5 
Pine: Balls 2. 2.0.0: 


Division No. 6 


Division No. 7 


Brando sc ae es 


Name of 
Hospital 


WorkaCountyoma ccs tes 
Lockwood Clinic........ 
Mount Sinar 3. 4..450..). 
St.doseph’sr. -Ayresnsee 2 
Ste Michael’si2a 4vexs says 
Toronto East General.... 
Toronto General........ 


Women’s College........ 
Hosp. for Sick Children. . 
Riverdale Isolation...... 
Civitan Children’s Camp. 
J.0.D.E. Convalescent... 
Hillcrest Convalescent. . . 
St. John’s Convalescent. . 
Mothercraft Centre...... 


None. 


Bethesda heen: Aken ee 
Generall Veen thet ons 


Wetnanta se. cde kee oes 
TreemMason sh cases hee. 
JEYOHS UG ASS A eeeiae bo ee 


None. 


WRemOrialig aus c eo osceloceys 


(Grace era eed avs cre sieag 
Misericordia............ 
SUTIOBED I Bas tarts ts bss 
Wa CLOTIA scree ete a hottie late snd 


GSTS oo RSA ee 


Average daily 
Patients 


125.00 


Graduate Nurses 


ei CO 


11 


Patients per 
Graduate Nurse 


er 


ON WWROMANOWUBRROOOD 


3.0 


— —y 


— 
CUR ON DWH DONO > 


— 


Student Nurses 


76 


NENRrNWNNW: : 


> ONNNNWHD 
: COMRNH WHE 


Patients per 
Student Nurse 


Nr w 
Worn 


ROO rRNDrOO: : 


Patients per 


| ll seen aemell aeeetlL coool SE all ell ae 


Graduate and 
Student Nurse 


meebo 
Ne 


1.4 


Total 


12 


126 


Personnel 


Patients per 
Personnel 


OrRrRrOCOOSCoOoOoCoooOr SF 
WWATDOWOONNOOINIOOONO Or 


—se 


Hore 


NOW DOF ONO POO OND 


Staff Doctors 
Attending 
Doctors 


Pe 


man 


18 


Patients per 


ONWNOOLONWUNOROODOR- 


oo Or 
aN 


COnre 
oof 


3.8 


2.6 


De OTR NTR DD Rt tb NT DO 
OUDD WO DP CLOTCO OOD DH > 


— 


6.9 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 


= OOOOOOOOoeaeaeaeeeeeeeeeeeleleleeeeeeeeS —eooa—a—w—womoees—eeSsSaSs>sSs3s_——Saa_=—_—n—_»"—m™™"' 


nm 
3) o 
[7] ] oO 
ey |e lee Ws ioee (ius A With ea: : 
Census Division Name of S SN ere Waze WB |) Besar Te RES ete ee 
and Location Hospital g, g a Bs 2 $e | Zaz g 2s . gel 3. 
r} S as o =| ® — i=} ry =e =| 5 qo a 8 
kD ane oO Lo LOG 3 oe os “4 
B22 1 ge | S| ae (esl ee | Se alee ge 
Ay io) [He mM Aa MOn BAY Ay Ay MD <Q YA 
Manrropa—continued 
Division No. 8 
SOULS aise cle Souris & Glenwood 
‘Memorial...........-. 15.13 4 3.8 9 ees 12 18 OLSR beece ees 4 3.8 
Wirden ioe rato. Warden) pis seit \cdeteanenrtes a TQa17 8 1a'5 i ih cspeeces« Peet ontay if tices are eae 15 Ol St lie ats 5 2.4 
Division No. 9 
Selkirkeh). dscste: General ws cnkis sckiewnails 37.37 3 12.4 16 2.3 2.0 29 1.3 ral fe ne 9 
Teulon. jel. ots RU ber saci aise oie s eionease le 11.34 4 Dh TN aml ERAN: caeetes | Raia; vie arate 12 OnOe Wee ca. : 5 Z 
Division No. 10 
Gladstone....... Generally ss cyecys.cbieus st). 9.74 3 SRO ARN En Siam IDE ei a ea 6 1. 6e lf. ons8 4 QD, 
Neepawa........ Generally. Bie eee 19.10 4 4.8 12 1.6 152 29 OsOwi lige 6 3. 
Division No. 11 
Birtle Wes sree SbaManyes soeielcn peer: 9.53 1 Or 5 | Ababa. oscoll Shei he tetell ce w fol Pocus 7 i Whee. a va 1 9.5 
Hamiotatl Seite. Groner etic \aiiis lofene rayuieverele 6.14 2 SEOd Rose ence octet aioissese 4 5S eS 7 0.9 
Minnedosa...... adv Minto sheen): 10.03 3 SR Sa AALS eee ATMS lu q WAS Peet 8 1a 
Shoal Lake...... Mianretpalle cio By eine 8.71 3 QO NAL tel MA ae telels all abate rotate re if TZN Nese 3 4.1 
Division No. 12 
Eriksdale........ BM. Crowe = tagiaescan se 10.38 4 DG Hae ico eo otal ra ell esyererara ets 8 1.3 4 2.6 
Guia et ad Johnson Memorial.......} 12.41 2 Cre Tees ee Pa eee 10 bt Le 3 4.1 
Division No. 13 
Dauphine ee ai: General ern a irsiiie caves oe 60.50 | 12 5.0 29 Peak 1.5 62 0.9 10S ate 6 
Ethelbert........ Generale ase sacs ectaote 5.44 2 Dad Witicn slat tebe es cles ces < Outi leerevecere 3 1 
Ste Rose du Lac..} Ste Rose............... 24.75 6 Bi. Pras CHORES efas ot oll tested ave ays 25 LOW ee deere 2 12 
Winnipegosis..... Grerar foie cis tesa ,-| 9.40 1 Oy A AE ead ete eset aM ers vs «ota 7 Deg S, oisiars 3 3 
Division No. 14 ; 
Grand View..... Generally: moses 5.78 2 DO Wa coe Sahat ae cecal 4 NY Pi Leeeea! 1 5.7 
IRUSSeliekiog 65 Sacred Heart........... 26.27 4) 10 D226 WoL hoe momar te atinte, siete oe 19 nS Wd ees eed 9 2.8 
Division No. 15 
Swan River...... Swan River... 3.....5 5: 137 3 SPSY es MWe eer aaa lier 9 JOD) ae es 3 3.58 
Division No. 16 
Flin-Flon........ Generale ta paustieencietse 23.08 9 QGP Araceae cose tltelle ene scales 20 ate hese i £3. 
The Pas.s.4..4. St) Anthony's... ...4.405+0 50.73 8 6.3 14 3.6 2.3 52 0.9 6 8. 
SASKATCHEWAN 
Division No. 1 
Arcola. otic ees BrockiWnion... 2... sak 8.44 4 PN NO | eh (Eid ates hE et on a LAD i Es hee 4 2 
Bientait ease: Community... ese 7.04 4 DW | palais | a reas S| Wee trae 9 0.8 2 3 
Estevan......... Stivoseph’ sh... is.tew eles 35.26] 11 1 Fim| Baa | [ae aie | (AS Seely 33 OL e Ae ean 8 4 
Lampman....... LD akho) een SURO EL yor etre 8.16 3 D7. We sete) s Al otshelatetece Al ee areetiens) 8 DO laa lave 3 2 
Oxbow Jah e eer. MU ION Pai eee Ll aster ae 5.90 3 UE | Sse Pascoe cheers |b Sse ara 5 VP >-10n eee 4 1 
Division No. 2 
Bengough....... Municipal as .'.-as)a/-omhers 5.28 2 DSW Woon. eel alec aueialeels, sisiorets 5 TO} ah. ae 1 5. 
Weyburn........ General Sie, «do ceteclls 33.41 | 12 QB ake soll oer eats! A] eicrese oxeioes 22 1.5 4h 8. 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 


fl als 
oO o @o 
his me ee ne ae b 
Census Division Name of S Pi els 7, Sea g az a) as £ i B 
and Location Hospital 22 ae Be 2 Se | 88s E 2g s AS | 2, 
fe |e | ea | 6 |\ee |seel ae) se io |ss!| gs 
Ba | £ | 6 | 2 | ee | she) 55 | 25 | 2 |83| 88 
<A, oO ait} n nm |eOnm] BA py Oy nm 14Q] AA 
SASKATCHEWAN Peer 
—continued 
Division No. 3 
Assiniboia....... LORS Gee a eep aie hee 14.10 5 VAS CT HS Wy Peat Ar cated as 11 1-3 3 4.7 
Gravelbourg..... St. Joseph’s............. 19.74 7 Se OPO Nee ie, Ser A coly.6 28 ORTEY [Chiesa 5 3.9 
IKGNCBIG oe eieisis Community) seks ca 3s 7.44 4 SD Sis eee | ein TPS Lo 6 a RADE all | Anes 2 Sia 
WONPELR AE: eis.8: 60s (Gal snl .,.5.6 cc geo commer cee 8.02 4 2.0 10 Oe Sia nee 2 4.0 
Vanguard....... WVU BUST epee ys ahs oitre 2:1 5.01 2 DOV es cancel e aayeeictesefemetersaurers 6 OF ST eee sck 2 2.5 
Rockglen........ Red Cross. chat. o's.a) se), 4.89 2 Divs WE eae ieee clas iate | akan ahora 3 TEGE Ue ue 1 4.8 
Division No. 4 
MrOnbiere es. st)... @ommunity ess stenis.s 4 2.75 2 GSR Raat, 6 ia Rae A 4 Oden feces 3 0.9 
Maple Creek..... Generale es. circa esis + 21.62 9 PSC MAE Ib & eee (hr, eee Nass 17 123 Dy ln eaee 10.3 
Shaunavon...... WSINTOTIGMGS topted o sratece eusyeiarers 23.28 8 2.9 19 VEE a ee eae 3 Ces 
fe Bracken,........ edi @nrossima tenes son 3.78 2 TVS 8 hee | Me Re Gh, 3 bor ak ee 1 3.7 
Division No. 5 
Broadview....... StaMirchaelsi 5 chi.e. se 8.25 3 Qe Wily Been) AUREL 5.9 9. ear 10 0.8 RDP ae ee 2.7 
IMelvill@,)ss).0 63 SUMPECLEIIS Heaters sclca tele ele 12.51 5 PU [ees eRe MLA. Sic aata's 9 TES ee ae 6 21 
Moosomin....... General eee cll onic cral T2825 4 SOE vitesse eR ol soe icine ¢ 9 1.4 oie is Se 1.5 
Whitewood...... Community. “ei. <0/05 3 - 7.31 4 De Sit |S ctr. eee Oe arcl| tists wie, sis 7 1 ACOA aN 3 2.4 
Division No. 6 
Indian Head..... TORTS iL eae Bees PEE eee 16.18 6 PAP Ass) |e ere Alls ae cape! Reena SI fs FR (Lae 4.0 
Regina.......... Generally aewccocec ses 253.07 58 4.3 110 2.3 £5) 344 0.7 SO Se rece 2.9 
REGINA.) fetes 30 mis (GreyvNun See's cialis a 225.75 | 17 13.3 | 114 1.9 ilagi 276 0.8 Oa Dae OPE 3.5 
ROULCRUS «ole sso -o are Community tie, eA ONT: Faas 2.78 2 PSOne cre Taleo cravce neces state 2 eer 2 Les 
Hevina.....:.... Tru Redi Gross sts sages 15.61 3 1S Zot || aad set | RRS rs | AP 8 OS 0) Soe 8 1.9 
Division No. 7 
Central Butte....| Enfield Victorian 4.73 3 BH ya | lee cay | Cab arrears 4 19) el Abeer 2 2.3 
ET@TOCLE ce.07- « c15: 07 @ommunityaaa sj. ci% «- 7.05 3 PRESET [GbeG-bis| [ata alah oat RADE PRAN A ge Gj ga A 3 2.3 
Moose Jaw...... Grenera nese te ok a8 3 8s 141.04] 12 dd Vary 74, 1.9 1.6 137 Lilt Pod [sl setae: 6.4 
Moose Jaw...... PAPO VIG COCO cis gre icieious te 67.75 4 16.9 37 1.8 e7 63 a laal Ze es 3.2 
‘4b 0040 a Community a Aa RD eee 1.29 Z 0.6 Be Peitslaoibltstetete clas vie at aveh evens 3 OR4AF ee ase: iN 1.2 
Division No. 8 
| a. ks LOO a ne 18.80] 6 Ob A eee eee: | Ce 10 1.8 a eee 9.4 
IBACONIA «.5..f6 s.0.5 «3 (WimlOnPesi <ccdeoerties 8.59 4 ia Vg" | (Oe atte |e Pere nh || Ae 8 BOL Peeters 3 2.8 
| IENTOS@ie) fete) eie cis) Community. caia.e asic es 4.75 2 DS She Miers areeil late raiey sisal ioscan “4 BE Die dha tars 3 1.5 
BESLON acs) she ous/o 10 WintOM vest iasieis okstele sie sacs, 6 21.91 7 jae 16 11 (eee 2 10.9 
Gull ake... °:.. UMION Me ens oes mlek cone 13.63 5 DET Ale ats, Ane et AM Relea. 10 LST Me aia 2 6.8 
Leader ha eS CREA, Leader PROWT soca ee letsoes 13.52 5 AA fiat || pa ns | (2 ae 9 A Re 10 eS cone 1 13.5 
Division No. 9 
| @anora.. 6.2.5... Hugh Waddell.......... 33.34] 7 MT) We cate oe he a 28 1.2 6 5.5 
Kamsack..i...... King Edward........... 13.80 4 BIS Se Ie Gaetan | ct oe oe MeOe mer eek 10 SSL) ic ciate 10 1.3 
SVOrktON «(<5 s..> Queen Victoria.......... 79.01 | 14 5.6 27 2.9 1.9 62 1.3 S si lean’ 9.9 
| Division No. 10 
| Foam Lake...... MOAI AKC ces ac eects 7.87 4 1.9 8 OZO Minas 5 1.5 
| Lestock......... SUMUOBEDS. Welaies crs 00x 5.70 3 TOMA erect raced loca tent 7 OLSe eee 4 ee 
| Wadena......... (URAC) Shand 6 Goan nee 39.84 | 10 AsO pe eae lotta ys ote ete 20 SOM ve susie 4 10.0 
Division No. 11 
| Davidson........ MIRON) aia so vit Fee aad Mics te oes |e ly MNP | Gee 7 oe Oe sce 2| 2.6 
Nokomis........ Commuitvenn tee. aia 4.36 2 DS Dih laren sval| ov ccscetecere tal vere amen 5 8.7 6 0.7 
Saskatoon....... Saskatoon City......... 237.05 | 39 6.1 | 114 2.1 1.5 302 0.8 MOeiteaeera coed 
Saskatoon....... Stpbaulisrete ccs «desist oe 128.70 | 25 5.1 | 125 0 0.9 253 0.5 (UN ooo Test) 
Watrous........ INE SONS & 6 aod d ACe RDG 9.04 4 28: TNE AR. oh Acres 10 0.9 be | ERE 1.8 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 
ees SSS50BGOONNGOD?>BO“R9ReR»<0G—SOEOOOSSSNuneeoq@~00D>}ry.—=_=—m—=Sm">"|] 


~ Name of 
Hospital 


Census Division 
and Location 


Graduate Nurses 
Graduate Nurse 


Student Nurses 
Student Nurse 
Staff Doctors 


Average daily 
Patients 
Patients per 
Patients per 
Student Nurse 
Patients per 
Graduate and 
Patients per 
Personnel 
Attending 
Doctors 
Patients per 
Doctor 


Total 
Personnel 


SASKATCHEWAN — 
—continued. 
Division No. 12 
Biggarie «5 as. en St. Margaret’s.......... ; BOP fovea + [beam cere tear eeen: MAU Thee 
IMildentcs «ts 6-6 Community............ ; RGi. fis. 8 ckecaleraee te tell ct ttc BOR [baste by: 
Rosetown:; 4.0: Rte EO IN ale Mlepelet ee tol Feteror- 4 ra2 Hin (Oe Ae aed (CN) ea (A 


Division No. 13 


Dodsland! As). sa. LGV eo ye ras ; OB) Wil ieec oh taille ogee cers [ence perce ea | Game Se 
Kerrobert Sab: UDION ey cl Sect ye eet et Porte : i Terrase A Us Aan [or PL k Wh Aaa cre 


Macklin......... pMoseph ab, scheme ak) Fee AS eA FIRS 1 tO Neer 
ici ; 9 5 


Division No. 14 


Carrot River.....| Mitchell Memorial . 3.10 2 Bi eed criminal ciater tn oe 4 OSH Nsercers 3.1 
Kelvington...... Union. sols piateto gee) 20s dS 4 Ziel) [cohol x flee ee te eos | sey oes 8 HORST ener a 5.3 
Melforteyck. 22)" Lady Wiintdl...maatentes 24.41 9 DET ie Ne.c aol peea tenets levee eorehe 18 1.3 4. |. heer 6.1 
INGpawitt. veers lady, Greyictenae antec: 17.66 5 3.5 9 DOD Ph devas 4.4 
Rose Valley . loth Union. Bere Pe eye oe tf Waheed Oo) 4 3.8 8 TV Oty hows ace: 15.1 
Tisdale . .E SterTherese... ck cesses 47.53 8 BO ic oh Aleister in wie tetera 36 1.3 6) ieee 7.9 
Carragana.. 2a. Sel Red: Crop. aia). sages seer 4.11 2 DOL ioise ela nee ees eee 3 LSM see 1.3 
Endeavor....... Red'Cross 2), .).uiutenet 1.58 1 1.5 2 0.8 1.5 
Hudson Bay Jct. .| Red Cross.............- 6.76 3 2.2 4 TAY Tt Aoki 3.3 


Division No. 15 


Biveh while.) General.) 700A eet ree Oe a te ea, at, We Heh BN 9 10h he ak 9.3 
Cadworths: ee St. Michaels subsea CLs. L 4 Bases 14 OvOn ie. See 4.3 
Humboldt....... StHlizabeth’s’. 4..4.<s6- 46.46} 10 4.6 56 0.8 I tee 11.6 
Kinistino........ istricti..< seviedsdandeacse 6.33 4 TBs aes bee ieratee Sah Se i OFOehes tee oon 
Prince Albert.... amilivy «skewer vanes 89.96 15 5.9 118 0.7 20) shee 4.5 
Prince Albert... . i Leste dope as tele CRASHES 65.19 9 1.2 60 iar 12 5.4 
Rosthern. tiv. es. i Ae 6.53 3 Fey fea Neder ceeleee eae 8 OFSe see 74a 
Smeaton sb is ss. 3] HOIMCACON A <u ake ele) esters 5.08 2 DB) Mlcdete ckewal si mene Sere coe uaees 5 NOP store 2.59 
Wakaw. eo Anna dsr bull (ane ieecaee 15.91 4 SOOL VAL. 32 Va Ra iy eee ie ea ieee Ces 11 ge Te 5.3 — 
Paddockwood....| Red Cross...........++- 240 2 He? 3 OL Shiiseseas 2.5 

Division No. 16 
afford... .\.,< oh al) AaMOrGee Rk. de tale opt : PON We ae Ale ee oe tele) Soe ara ore SO sic eats 
North Battleford.| Notre Dame............ : ps ae ee Ve 8 eee ot pO 7 ela) i te be 
Rabbit Lake..... Rose Giles hoe cae : rien (Ser Wee feces th oo 5.8 | PapercecEen cis OM ema 

Division No. 17 
HOGA: coches: Lady Minto . - {655057 ; i | Ca ED Odin cite | er ok enc S14 0) eae oie 
Lashburn........ District Union. ......... ; See, ee | ae ae | eee ead 20) Sulla eer e 
Lloydminster. ...} United Municipal....... ; GO) Hs Bf A) Ae Aleit ies siete 9h OE Hn PA 3 oh 
Meadow Lake....} Meadow Lake.......... : AY Ty | eer | ead arsah | Fe aE FA) 2 ea eke 
oom Lake? .:%:. Red: Crossio.<. 4acee eee : SB Worete = BQl cs eres tote ol lees ous teamre ESE itisstec ee 

Division No. 18 
Tle a la Crosse... .| St. Joseph’s. ........... . PBA SEE PG SES Ae ee cheek BOT |i ek xe 3 
Pierceland....... Red Crosse ee cies j ny Am | eae | eA. {31 2 oc oa 5) al Pate 

ALBERTA 


Division No. 1 


Medicine Hat.... 
Medicine Hat.... 


Medicine Hat General... . ; ; ; ‘ 395 We 10) 1) es 
Medicine Hat Isolation. . : ON Rees OM Aewet es KOU aaeed 
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al [nn anncnT [=a cn ca 


é 2 | 2 
fH fa o o o 
bot s a 12 | e618 | sf | .Es 5 B 5 
Census Division Name of “S - ag %, QZ, &. Se, & Bie 3s an 4 
and Location Hospital 22 8 awe 2 es Re 5 2 a & } PS a nD 
a 5 a5 FF HE | 886s g ga Sree | ek 
fe 3 og e oo og a9 a9 ; a8 oes 
ee | ewe |e es dees | Se || Bee es | Ss 
<A O LS D am |hon!] ae uy Ay a |<40}] aA 
ALBERTA—continued 
Division No. 2 
Cardston........ Cardston Municipal.....] 27.04 9 aOR i Be coe Wa 15 1.8 4 6.7 
Claresholm...... Claresholm............. 19.46 6 STM | ale dE, = a) | EI 12 1.6 6 3.2 
Coleman........ Miners’ Union.......... 8.13 3 iia \\ a Steere 1S cp en |S a 6 GRGR UM 8 3 OT 
Lethbridge...... Galt Bis Sino. -.ot.eys Bom pe as 94.66 19 4.9 37 2.6 deg 100 0.9 30 ae 3.2 
Lethbridge. .....| St. Michael's. 2h in «5. 81.57 32 2.5 erate Sean aiioke 86 0.9 SL ashe 2.6 
Lethbridge...... Isolation: Vaasa 36.44% 0.69 if OS. hae St Se EE 11 ea ll 2 UE 350 Steere § 1 0.6 
MacLeod........ MacLeod General.......] 10.56 4 Pps 6 Wl MLSE S| ic eee | | aa 9 1A | eee 3 Sts) 
Pincher Creek... .} St. Vincent’s............ 11.20 3 BIER chat 4 sears eek ae | eae ae 10 a, 1 ere & 2 5.6 
Division No. 3 ; 
IBSSGaNO... b... |. Bassano Municipal......} 15.25 6 POY Al EO PEAT AI PAS hake 10 URDU cas 2 7.6 
Empress........} Empress Cottage........ 10.76 4 DET BH ee eel | PO eile. caro t 8 1123 2 5.3 
Division No. 4 
Carmanguay..... Little Bow Municipal....} 10.76] 3 5 un eer ens| Rc el 6 eT a 2 5.3 
High River...... High River Municipal....| 30.38 | 10 Po RR ASCO | 17 BhoH coc 3. 1011 
Wea. 5h... Vulcan Municipal....... 12.80] 5 2 SRL: A ae A 10 ie 4 3.2 
Division No. 5 
Cereal: faa. ! Bisler's). ok PE e et ons 6.16 2 3.0 5 aOR Meee ta 1 6.1 
lana. 34). See. Hanna Municipal........ 24.73 9 uF 99 it at Sees 12.3 
Division No. 6 
200g See. Banff Mineral Springs....| 27.74| 5 5.5 31 0.9 OP | so ee 5.5 
@Wanmores. jo. 3.6 (Canmoren nun mae esse eo 7.81 2 SECM | VSIA | eae, | Oa 6 UE GuE  Meeeeae | anes) 1.5 
Calgary......... CONTA ee ayes ce eet 201527 1 #21 9.6 | 130 1.6 1.3 1) 251 Odie WY aes hea 1.9 
Calgary......... Moby Cross. 3. 20.5.2 255.90 | 32 7.9 | 151 £7 1.4 | 295 eee 102 Phe le 2.5 
@algary 245... :. uote Coe Cle been 22.54 6 SSHEICA | Eos st EAs Rec] HOP ea |e 9 1.9 Gt aN 3h. 7/ 
@alvaryo 4... 45 Jr. Red Cross........... 36.75 8 ZOCOR. GH. | RMR, | TR ae 21 ale OR ieee 4.1 
Caleary 4.22.45 (Se OG aae aA 20.27 3 Ee ec abe wl hoe ee: | Rae Fl 2.9 A SUA Oh aera 1 eae 
Didsbury........ TROULY sas ee See Gal. 7.90 3 2.6 4 1 sO Mieias aa 5 1.6 
Drumbheller...... Miunicipaliter asic. y 15.81 4 3.9 8 1.9 eo 5 3.1 
Olds. gets tek iG ISR cca aE Pe A oa 75.75 26 2.9 d3 1.4 LO eee 7.5 
Trochu Pe) Sue NIary Sten cs eS eonton 10.50 4 BAG 8 TSP £23. 4 2.6 
Waynernods seek WENT) FEA poe tees 9.60 3 3. Zia oat cal es Ceh eRe on 14 0.7 6 1.6 
Division No. 7 
Castors Jess... Our Lady of the Rosary..} 8.95 5 Uo Kp oetacl bo dbo Seed Bete ae: 17 ORS asd dccnt 3 2.9 
Consort 4) Consort Municipal...... 13.25 3 Fk BA cc aR ae, A, Fes ae ai ants Reese 2 6.6 
Coronation. ..... Coronation General...... 7.66 3 PPE | re eee | oh al Se 9 I et Pe 6 Tipe eke 1 7.6 
alahac i455: oe Stamosephis yt dere ele 1 AR: 4 7g) WAS Sipe Pa aprons 5 Uae 11 The eg laa 3 4.2 
WIATCISLY© Anos. fe DOPAMINE Bute Naveed 12.91 4 Ratu fe Co celed Moon Bene ne eee & 13 0.9 Re delet est 3.2 
Woillamees. fs. 5 Killam General......... 6.66 4 1.6 8 (Dice Rees a 3 2.2 
Provosti. 40.4004 Provost Municipal....... 16.11 4 BPO Diels. aenicmpn cca 12 1S Ais eee 3 5.3 
Wilang ei) Viking Municipal........ 16.58 5 Suge |B, coutk pene | PR ae EN 11 10. By ees 2 8.2 
Wainwright...... Wainwright Municipal...| 18.00 5 3.6 11 1.6 4 4.5 
Division No. 8 
Camrose........ SUL Ma Oa re 32.11 | 18 DASE eRe chs cet lata ast 33 0.9 9 Ws asd 
Daysland........ PrOVGENCes Giles ace eve 4.77 3 TCS 1 ia ee ne. 12 0.4 DID hits Bes 
Honisfaile: Ss Innisfail Municipal. ..... 25.53 7 Oc GOB aes [hl cae hoon tas 18 1.4 Madea 4 6.4 
Bacombe. Pee...+ Lacombe & Dist. Com- 
HIAUNIG Vac lac hye fetavetetotane 20.17 7 VR SWE 1. ELA Pee ae 4 es <b): 13 DDE be ae-a os 3 6.7 
Red Deer....... Red Deer Municipal..... 28.29 7 CRON Bcc Batak Bec peta 17 TAG OS Sy Ate 3.1 
Stettler......... Stettler Municipal....... 32.47 7 cL ae Ho Sd HOB OREE A ice 17 1.8 11) | eee 2.9 
| Wetaskiwin...... Wetaskiwin Community..| 27.93 9 cr Sea Bits exci Os belong 16 1 Ce eer 5 5.6 
Pr ac NY a 


(x) Doctors ‘of Calgary General attend patients. 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 
eee SSS SS SSS SSS SNS 50:C0—(@0900 Tro <= 


Census Division 
and Location 


a 
Name of oO 
Hospital °2 
som 
3 
> 
aa 


Graduate Nurses 


Patients per 


Graduate Nurse 


2 
o oO Oo 
Lom 7) 
BE] ee | eas 
Zz | 8&2 | Boz 
~~ aa Spat 
8 aS | 855 
2 | SB |se8 
~~ 
Da An | MOR 


Total 
Personnel 


» | &§ 

rae 5 
[0] (>) 

oe 6 

86 

ee | 8 

Ay Ay mM 


Attending 
Doctors 


Patients per 


Doctor 


ALspprta—continued 


Division No. 9 


Bentley. cis secs: er Bentley Community..... 7.65 
Bckvilley..ssjcres 01 Medicine Valley Commu- 
DIG: See iatstalchevctel tall 5.47 
JASPOL 0s)! sohe feheiole Seton. wives elepterstererels 5.33 
Nordegg........ Nordea General........ 4.62 
Rimbey. .):: s\n St. Pauligy eae tin wees. 13.74 
Rocky Mountain 
HOUSES sk sies Rocky Mountain House 13.55 
Division No. 10 
Islay............} Islay.....0-0.0escererss 8.45 
BPamontie stew Tabu Public. sree. 49.40 
Manville........ Manville Municipal...... 9.81 
Marwayne....... Marwayne... <«[ilees see 5.44 
Mundare........ i yndete General........ 13.79 
Myrnam........ Wyre ete colette ele 8.71 
Vegreville....... Vegreville General....... 52.81 
Vermillion....... Vermillion s 27. onissicte ae! 29.88 
Willingdon...... Willingdon ta) (Ghee tects 17.73 
Division No. 11 
Edmonton....... Generally) ies 201.67 
Edmonton..:....| Misericordia...........- 150.08 
Edmonton....... Royal Alexandra........ 355.21 
Edmonton....... University of Alberta. ...| 206.98 
Edmonton....... Beulah Rescue Home....| 15.84 
Edmonton....... St. Joseph's. 0. ch rors 67.85 
Division No. 12 
Mdson viene SteJohn’s\ he ouaseenoe 20.28 
Division No. 13 
Bonnyville....... Ke A. Prettion. ysis 6 sie 7.23 
Bonnyville...... SES IOUS. Saye nate en 16.33 
Cold Lake....... Folin Neil. wei cece nee 12.02 
Bik Point... 2... Municipal... a. .ceeice 27.84 
Stale aces SteAThereso:. co... 22.37 
ARE) chs nis sis Our Lady's... sjaseecees 7.11 
Division No. 14 
Athabaska....... Municipalsse. nasser 17.28 
Barrhead........ Barrhead ’ianos sce oe soli 23.31 
Lac La Biche... .] St. Catharine’s.......... 20.78 
Radway accesses St; Josephs’....<.2 te se cee 16.59 
Smoky Lake..... Geo. McDougall Memorial) 17.16 
Westlock........ Tmmaculate de. dase ce oe 8.08 
Division No. 15 
High Prairie..... Providence). .sice cee cee 25.20 
McLennan...... Sacred Heart........... 17.52 
Peace River..... Miumicipal ec icccie stare 12.86 
Division No. 16 
Berwyn........- Berwyn and District..... 8.42 
Fairview........ Fairview Community.... 7.41 
Grand Prairie....| Municipal.............. 41.27 
Grimshaw....... Battle Rivers ).oais. < «05 5.14 
Spirit River..... Community, 2297.8. ssc 2.67 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. 
S——oeeeerrre ee kee SSS 


oS ) a 
oO 5) oO 
ty Be] Be ieee ME tee | cae ws : 
Census Division Name of a} m & a 7, Bs & a a _ s es 2 
and Location Hospital ©, g 2 8 = 2 2 ~ 2 3 2 E g E S S| 2 | 2, 
Eo = on © o 2 og8| 29 a9 ag 83 
ee | fo) ee |B | ee |S88) 35 | 36 | a 123) 3s 
<i Ay Oo LO a han |hOn] BA Aa A a |<aQ}] aA 
AtpERTa—continued 
Division No. 17 
Desmarais....... Ship MU eby MSE Bl do oannee 5.11 1 GA aL beers we het pete aa bene ea 2a) 4 AUS MA eee 1 5.1 
Fort McMurray..| St. Gabriel............. 6.54 2 AI I esd pete biased clea a Gel Cea 9 scant Samba 1 6.5 
Fort Vermillion. .| St. Therese............. 5.63 2 Dt Tee PA Be og | I a 5 ig eee 1 5.6 
British CoLUMBIA 
Division No. 1 
Cranbrook....... DeAIUZENG I, Giese o's. 53.40} 12 4.4 29 1.8 1.3 67 (Ofek Basen 4 13.3 
Bertie we ie cs Fernie General.......... 24.75 # 3nd. te 14 A Si BF ed 3 8.2 
Goldene.) da. « Golden General......... 4.59 2 PHL IR Se [hs Rae ghcaalon eae 5 ONDE erate: 6 0.8 
Ivermere........ Windermere Dist........ S765 2 1.8 5 ORS ts. 2 1.8 
Aamberly......... Hsien yao tes waves 30.41 8 OHO tata adios lots a etanns 18 AGT ae lecnts tees t 3 1.6 
Mbichels. .2k....... VET CE) G a en see we fos 5 8.48 3 Oi meld eee cael ete Rete ell os cogent 6 U5 nl ee 2 4.2 
Division No. 2 
Creston. ........ Creston Valley.......... 12.66] 5 pasta oe Raul fics Aes 10 12 2 6.3 
BSSSIO ME es acsis 3.4 Victorian of Kaslo....... 8.84 3 2.9 8 1) 6a bepetetans 2 4.4 
Nakusp......... Arrow Lakes............ 7.49 3 2.4 6 105 eee 2 3.7 
INGISOM ost ss os Kootenay Lake......... GROOT 2 7. 2.5 58 12 Dae ave 5.6 
New Denver..... Slocan Community...... GaN 3 PLA | rane ie Gino ara kA Pte uf Eel pyc Ute 3 2.5 
Revelstoke...... Queen Victoria.......... 18.77 8 2) alle cM Peers rary el feel euciens 20 OED Nees 3 6.0 
Rossland «26... ... Mater Misericordia...... 29.93 8 SIM Tan RE Md ali eeey ens ea orn a 24 Wee 15 ea 2.0 
“ESERIES, att) Alege Trail-Tadanac.......... (OeLO E26 PB aR eo ee 2 Si el Pee lag 65 ital 1 ea eh 4.5 
Division No. 3 
Armstrong....... Armstrong &Spalumcheen| 10.02 3 BSI ice Os [a pit Pe] BEIM 8 De eaters 3 3.3 
Enderby........ Enderby General........ HoT 2 Rite ut Weal age im bs Caen (i thea u LL terre 4 1.9 
Grand Forks..... Grand Borks) ;tis, 6. 36s 8.15 1 8.1 4 2H Oc avaee 3 De 
Kelowna........ Kelowna General........ 44.89} 19 0 20: MON Ine stl lec ao | 39 ale Qik al pete 4.8 
Penticton....... Penticton General....... 41.25} 14 SOM aN rier MORN os, Asc sleet 28 1.5 5: plo 4.1 
Princeton....... Princeton General....... 27.27 8 Be Us a ieee AS le ren, ee 17 ASG Nar Shae 5 5.4 
Summerland..... Summerland............ 9,72 4 2.4 8 io PAR esas 4.8 
RMON Gisele. cs: ctdie Vernon Jubilee.......... 54.68 | 18 BS | aes es oa 39 6. a Ne oe 7 7.9 
Division No. 4 
Abbotsford. ..... Matsqui-Sumas Abbots- 
LOTUS ele cioeitecdavsleictes 12.33 3 AE Pete aivepce sta] Sea nornets 8 gets IR crak 3 4.1 
Chilliwack....... @hilliwacktsatla.)stcccs: 29.73 | 14 Pl A ths ROR otal Ae per eae 26 ily Sees Bade 
Garden Bay..... SEMMary2s io tcos sae 10.03 3 SPM ee ah reel Spears cn dict haps tee 7 Ue ea 2 5.0 
Mission City.....] Mission Memorial....... 16.77 4 rh ca AA [teeter ecto fete 11 Neos A Baek 3 5.2 
North Vancouver | North Vancouver General] 48.37 20 7 a NN Dee aS FREI ee EE Pace 8 47 ali 5 Uy eich O12 
Vancouver....... Stebauls wince: 366.42 | 90 4.6 | 212 Msg 1.1 502 0.7 | 315 }...... 1.2 
Vancouver....... SEV INGEN Se oie 27.47 10 PA ote ERS. Gal Pie decsreeea | Bet ancan8 cod Osha Pies teen 127 0.2 
Vancouver....... Vancouver General...... 892.83 | 296 3.0 267 ore 15 1,296 0.7 £4, VN ND 2.6 
Vancouver....... Salvation Army Grace...| 43.39 11 SON are ae teee clei ere ones 27 Ny Gaal eee 120 0.4 
Vancouver....... Crippled Children’s...... 22.83 4 DATA AL ape Mra Seer PTS acto site 16 1.4 ig etree ers 1.6 
New Westminster Royal Golumbian.. .:... 165.96 24 6.9 98 1.6 1.4 215 0.8 rs AW ed |e re 5.1 
New Westminster] St. Mary’s.............. 48.10 19 DP Dice ates all pete ste es leita ecauere ts 43 0) PIG Paregee sa 45 imal 
_ Division N 0. 5 
Wamealert Bays...) Ot Georges.:.. ioce..s0- leP-7 5 Sed alliemae ar tc ce Aleman ac 13 lag! 2 8.6 
Campbell River. .| Lourdes................ 15.74 8 2.0 20 Oe Gow eee ee 2 7.8 
_ Ceepeecee....... Nootka Mission General..} 4.61 2 VIR | Siete aty'| SAE Os| CE OOk 8 ORG ea 1 4.6 
| Chemainus...... Chemainus General...... Palsrhee |\ ake) 232, 20 WO iI) Sacae 2 10.3 
@omoxy aie... s MUMJOBEDN Serine cs aie cts 39.94] 14 Paice |e ect o| Eee a eaen El Paani 33 TQ [5a dae 4 9.9 
Cumberland..... Cumberland General.....] 27.28 7 Rat I ers ud AKI Pie ae Pham ery 17 1.6 Saleh ee 9.0 
ee ancans ne King’s Daughters....... 73.10 | 22 SoS oeeetere | tates srallieterate sees 51 ULE eens 6 1201 
| Ganpes! ine. cis: Lady Minto Gulf Islands. 9.34 3 BJ ye | eens ast Coe ners | PRES Bee 5 TIS eee 3 Sill 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Continued. ; 


Census Division 
and Location 


British CoLuMBIA— 
continued 


Division No. 5— 
continued 


se eesreres 


Division No. 7 


Bella Bella 
Bella Coola...... 
Oceans Falls..... 
Powell River..... 


Division No. 8 


Alexis Creek..... 
Burns Lake...... 
Prince George.... 
Hazelton 


Williams Lake... 
McBride......... 


Division No. 9 


Atlin 
Port Simpson.... 
Prince Rupert.... 
Queen Charlotte 
City 


Division No. 10 
Dawson Creek... 
Fort St. John.... 


Pouce Coupe.... 
Cecil Lake....... 


YUKON 


INTO ene Cte ators 


seeeee 


RG Cn ee 
eal Led bw 2 is =I q | cs Hy a by 
bnshe-6f mS) es ee | ell eh tees eee 
Hospital %2 3 23 = 22 23% | oq al 5 zg) 2 
zo es) a9 = 23 | Sos] BE ef \e#i|ss| 8 
ES 1 BOSS | es) vee | eee! | ee) ee es el ee 
<0 O HO RD han |eOnm |] AA AY nm |<Q] a 
‘ 
i 
\ 
Ladysmith General...... £5221 16 7 ae eee Cee | R&P | 14 ey Deine 7.6 
Nanaimo Hospital....... 63.86 | 20 OTS Gps Webs beat latheah 52 ee SPiomece 73 
West Coast General... .. 70.35 | 25 NH YIN ARNE Ios, SEA a 56 1 2 te ok ie 7) 10.08 
St. Michael’s) 2s tia. .e 6.92 34 Hes He A 1S Ae 3 leh ee eae 8) tA pata 3 iG Ox9 FP oes 3 2.3 
Rest Haven... isco. ++ i721 8 4 Me Baa Ol eae ee 4 EA 26 0.7 SH hs aed 5a 
Royal Jubilee........... 253.59 33 7.6 159 1.6 1.3 347 Ons 43 BN ecie 6.0 
St. Joseph’s.......... + +{ 202.63 ] 29 7.0 127 1.6 53} 274 0.7 60 Ul deck 3.38 
Queen Alexandra Solarium] 63.22] 5 1206 1h. .6 8 12a seek eee 46 L:S#b cee 16 4.0% 
Red iCrosa 8.) du kee ric ot BABE ed PTs Be A ee erate SPN 2 OU) fo...2+] MOude.eee ; 
Redi@ross hes cv ticis os oe 7.84 4 LES) AROS | Mees ely aor 8 OV Re 2 2 3.9 
adyIMGnto nee state ccee| LOLS: | NAG ORD e i eile eG amt erates cite este niss srere| RR Con mt | IMAC let Hotes tate 
Royal Inland Week: 3 2.4% 


St. Bartholowmew’s 
Nicola Valley General.... 
Salmon Arm General..... 


R. W. Large Memorial... 
Bella Coola General 


Ocean Falls.. 
St. Luke’s 


Chilcotin General. ...... 


Burns Lake.. 


City of Prince George.... 


Hazelton 


St. Andrews. 


Port Simpson General... .]° 
Prince Rupert General... 


Skidegate Inlet General. . 


St. Joseph’s 
Providence 
Pouce Coupe 
Red Cross 


St. Mary’s 
General 
General 
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TABLE 5—AVERAGE DAILY PATIENTS AS RELATED TO HOSPITAL PERSONNEL AND DOCTORS—Concluded. 
—=7700D0006R60R0R600—@=@ooO03@O0(@™$S$@SmmmmmSmSmSsm9SmaS9393mSS 


RQ 
ni Z 2 © © 32 
na n 2} n 

me Edad eel cia | een Md eine 5 

Census Division Name of 3 3 oa Zz OZ, ah ee a bp 2. 

and Location Hospital © 2 3 ae 2 Be | 28e c 2 & Het ee bee 
ve 5 a5 a =i ask a =i Vy ylpas) ts = 
So col Ong FS o8 Osa os a2 oo as oS 
Pelt Peete Wee bees Se | See peel ee 
<A Oo Ao D hm | eon] BA AA m |<O!] 4A 

Nortsa Wrst 
TERRITORIES 

PNtclawake. 58k... AlfSaintsiz VenG ns ees. ote 14.94 3 SOUS oS eb gd os apie 8 10 DEH) Al sae 1 14.9 
Aklavak oe ie. oi) Immaculate Conception..| 9.03 2 ANIA ME ict due athe ATE Cape 9 TO hee 1 9.0 
Chesterfield Inlet.) Ste. Theresa............ 5.90 1 BAO Teckel llkss cae hc es sole il (OES pat fe de 1 5.9 
Fort Norman....} Bishop Bompas......... 1.87 2 0.9 6 OP Sati cee if 1.8 
Mort Rae. so... 2.3 Farrard Hospital........ 6.12 2 Sal® Aiea c erase Sete cha ae ee 6 1:0) Scenes | 1 6.1 
Fort Resolution. .| St. Joseph’s............. 8.45 3 2.8 7 aE ees 1 8.4 
Fort Simpson... .| St. Marguerite.......... 14.95 2 ike)? eke |G. MEM Len BU 11 1.4 Ae. eee 
Fort Smith...... Generale 420k Mic .o tere 26.52 2 ASHO UM os cco SRI a [be ot 13 DO gales 1 26.5 
Hay River.......] St. Peter’s Mission...... 2.10 1 De oc AA ceae te: [Peis eS 1 7a ies a ae 1 2.1 
Pangnirtung..... Anglican Hospital. ...... 13.03 2 GEORG os ce peeaeeee a tee ys Gas 8 UGG ire eee ater 1 13.0 


TABLE 6—PATIENTS AND PATIENT DAYS IN ACUTE DISEASES HOSPITALS—1933-1941 
T.B. Sanatoria and Mental Hospitals not included. 


Number Total 


Year of public : 
hospitals capacity 
CANADA 
OS Sve kc J Roe) alae co 564 50,859 
WO BAe orev stwardrancrongcesnerstarmoret 568 51,294 
OBB sistas cele don ote 572 52,428 
OB GRC Si. eam. (ces ets 573 52,437 
MOB 7 rt cee wth Meee casteese me 584 54,176 
OS Sires. mee eicier eee eee 610 56,327 
VOSO@) oo fcc sta eier deat Giatate 608 57,438 
VOAO NE cok ciskeie seecaeeetel exsane 607 58,710 
IO: ee net SR a ae te ae 612 59,733 
Prince Edward Island 

1983708). cee eee 3 266 
TOSS Fe 2 eis ichege: aceon ees 3 270 
TOSbR Rev tonceeeiaoereare 3 373 
1OB6 8.2 cach a eee one: 4 287 
Lyf Se HARD acho Ra cn Se 4 294 
TOSS rite iekcciy ots oa ee renee 4 296 
OSG ee vole nies, oa ew Lares 4 295 
4 ee) ae ee ncg 4 286 
9 DRC. A Picture GAS 4 288 


LOSS ee. ncx rays Secreta 27 1,759 
MOSER esiiycte ele ls opelaminte a ae 27 1,808 
DOSS MA). heerlen A neta seey te 27 1,867 
OSG ides svelte ene le 27 1,782 
LOBTA os easing ones semine 27 1,941 
POSS Mess: ated wie rat sieyalelcte’ ede 30 2,343 
INTRO Se Nal eabenie eog. A Sitter hc 30 2,432 
EU Ceca. Of: Sea 31 2,545 
Oe eis sare spa emeelene ® rats 31 2,644 


ORO MERS Site cis Crd aes Cater ie 18 1,506 
OS Ye OB Ie CORI reR ae 18 1,497 
OSD ee pedeegeist 6c, sce eyetaton ceeie 18 1,495 
OSG ee ic. a pak eee 18 1,504 
OST Veils Da. <6, BEEN ie 18 1,560 
MOSS EIN Matera sie laleaiaecaeeen 18 1,581 
OBO eh ee eos shu Ries eee 14(f) 1,612 
NOAM Ree bebe citron 16 1,552 
OA TARA: ti eo. Re ene 17 1,669 
Quebec 

OSS Py Recon Le AEST, 79 14,170 
OS aE pee SYA tra avobce tie ies Sus, ote 82 14,290 
POSOee ae an ica neat, ate 82 14,584 
POS R iii ie os anise er ee armen 73 14,617 
OS Misty cecteetia a di ae eotetanons oh 77 14,534 

LU IR ie Ree aio Fae SieP ae anaes aa 14,924 
DSO CS) ark ay ee ee oe 79 15,315 
OAD eae oto nay eaten see a aise) 80 15,438 
LOST ie deme rain ere eraices 80 15,893 

Ontario 

POSSE Pee mle te ei, 154 15,460 
EOS 4 ene 58 Are « euaes 155 15,740 
VO SBC HMR SE cence, Sah 155 15,921 
TOSO cee tera eentona a leredecats 159 16,047 
1A i RE SA es he 2 Oe ee 161 16,639 
MOSS Ne ose Wu epemterae e., 169 17,355 
1OSOM uk ee 168 17,557 
TO40 Ss san ee hens Meee 165 17,895 
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Number of 


patients 


under care 


639,585 
686,685 
746,597 
804,970 
852,624 
888,875 
885,819 
993,097 
1,057,553 


131,033 
141,031 
152,768 
163,033 
177,228 
181,418 
161,945 
201,266 
214,251 


224,426 
234,405 
251,276 
264,672 
276,791 
288,045 
300,876 
324,048 
354.567 


Patient days 


10,652,104 
11,340,586 
12,221,506 
12,688,606 
12,803,441 
13,117,881 
12,480,183 
13,758,314 
14,215,921 


36,995 
41,430 
47,324 
52,372 
57,940 
59,987 
55,907 
65,782 
64,421 


375,201 
412,787 
510,729 
471,100 
461,603 
605,464 
541,207 
574,019 
626,093 


253,496 
275,076 
298,975 
321,635 
358,870 
340,517 
216,128 
340,680 
408,475 


3,181,254 
3,404,488 
3,543,262 
3,576,491 
3,635,206 
3,738,903 
3,082,744 
3,833,668 
3,844,180 


3,361,138 
3,505,203 
3,715,050 
3,873,369 
3,910,137 
4,039,946 
4,238,505 
4,457,227 
4.666.715 


Average 


stay 


_ 


a 
mNmnnmnooDdoeowwo 
NINNOWOOCOnN 


_ 
Pe ee POD OO 


i) 
o 
SCOOMOH rb 


(*)—From 1939 the Tuberculosis units in public Hospitals were not included in the tables on movement of patients. 
(t)—Three general hospitals did not report—bed capacities are included as of the preceding year. 


— 
_ 
NT WNW © 2 > DO 


Population 


(000) 


per 10,000 | per 10,000 
population} population 


eeerecee ee etc eees ees e oe s « se sake 
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TABLE 6—PATIENTS AND PATIENT DAYS IN ACUTE DISEASES HOSPITALS—1933-1941—Continued 
7 T.B. Sanatoria and Mental Hospitals not included 


Number Number of . . Beds Patients 
Year of public si en patients Patient days she bi owt per 10,000 | per 10,000 
hospitals Pan) under care y population] population 
Manitoba 
TEER, BRO COP RNR ba de Paap 34 3,619 52,864 756,250 14.3 710 50 744 
NOSAMee ne eee es 36 3,691 57,017 830,592 14.5 711 51 801 
OBIS: Sa Bes ee eS ors 36 3,806 62,071 958,178 15.4 711 53 873 
HOSG Hae ete see ee 38 3,673 67,935 936,212 13.7 711 51 955 
ROS pete Nee ie toa share eu 40 4,082 68,381 913,996 13.3 Cpr 56 953 
MOSS Me ere ciuvia so hi vreneates 42 4,209 71,310 949,405 13.3 720 58 990 
ICES), titer SO CNN Senn eae 43 4,331 77,170 1,015,729 13.1 727 60 1,061 
HOZO eee iso. oats eee 43 4,401 81,567 1,043,800 AEST ad | gn EOE A Do RYE aU 2 
POA eA ate 6 ccote ahi suaycushaiars 42 4,373 82,947 1,058,528 12.7 730 60 1,136 
Saskatchewan 
MOB Sen ce spec scuecc die sysinle state 82 3,911 52,719 742,032 14.0 932 42 565 
GAR Aer te cita avon ses ees 82 3,907 60,972 824,843 13.5 932 42 654 
LESS. SH ae Apel peas 80 3,997 64,810 869,978 13.4 931 42 696 
TLDS Giusti a ieee i A et 87 4,050 72,290 951,996 13.2 931 43 776 
ROS (ere ee ened) hosts ee 87 4,205 76,737 1,007,779 teu 939 44 817 
ROS Srp sae att enna es 92 4,313 79,158 1,033,212 13.0 941 45 841 
ROBO eer rs ® viord ts 90 4,479 79,500 933,970 re baye 949 47 837 
OAD MAEM sit ce stein 91 4,517 86,255 957,322 LEP Herren tes crests rere h tutet shave | ee Peteye tete' fe 
TOES, 85 ot, Spe ne Bare 92 4,502 88,775 947,248 10.7 896 50 990 
Alberta 
LO eaMeee dy Rate sy cites faites eta) ose ts 86 4,614 63,589 823,627 12.9 748 61 850 
NOSOR cde nor aad. ok 88 4,594 68,361 865,667 12.7 756 60 904 
GB tse Be epee melita Re ene 90 4,733 75,478 1,002,143 13.2 764 61 987 
OS Olas ry ena ceee ot iseaias beards erate 87 4,649 84,465 1,083,979 12.8 772 60 1,094 
OSA (tO T sis EP ee 88 4,748 87,886 1,069,417 1261 778 61 1,129 
OSS eerste celattnntie iets she Btls 93 5,024 92,642 1,070,751 11.5 783 64 1,183 
MOS OME eran este ater aioe 91 5,059 95,636 1,094,964 11.4 789 64 1,212 
LEZ AU) Wevel oad pick Sea cecaPRe te ees 92 5,481 96,106 1,078,831 MRAP RUN) Pas Glee Bie ceten (ruts MAMET hed Ue | (Sic eee ee 
“Geena eee 95 5,630 104,795 1,120,164 10.7 796 70 1,316 
British Columbia 
hOSse ee ae 74 5,332 63,669 1,092,703 Viet 712 74 894 
TE Me Nias Die 74 5,400 69,837 1,168,735 16.7 725 74 963 
Wee tige be Se sie an aaa ey eo 74 5,515 74,850 1,242,107 16.5 735 (05 1,018 
ICBO MAE a eae 73 5,611 86,915 1,385,889 15.9 750 74 1,158 
VE if tN ey ih ea aes ar ae 73 5,874 91,891 1,341,295 14.6 751 78 1,223 
TOBIN Seg alc oe cats ear eee 76 5,985 94,158 1,292,307 13.7 761 78 1,237 
HOB ANR Gas 5 taney Gees ee eae 76 6,038 94,768 1,259,643 13.2 774 78 1,224 
a ee 77 6,261 104,435 1,366,768 15.04 (ee ee RAN 
LIES by weet RBG eee nea 78 6,210 111,378 1,433,801 12.8 817 76 1,363 
Yukon and N.W.T 
TRB aie ba 8b Select Been ae a 222 1,090 29,408 26.9 14 16 778 
WOSAM Me teh es Gite t css. 3 97 504 11,765 23.1 14 7 360 
OSGi eee oye wil. ets Asal 7 238 1,149 33,760 24.0 14 17 820 
HOBO ME URER are retis ent anias. a 216 644 35,583 55.2 14 15 460 
IGE YAS AOS ails Bas, ete ieee eee 9 299 1,562 47,198 30.2 14 21 1,115 
MOSS Manco hissy cies 34 e-ty 9 297 1,340 47,376 28.3 14 21 957 
BOSOM shy coseis-sb ie Pythian cals 9 332. * 1,602 41,386 25.8 14 23 1,144 
TOD Gl Cer ak emus pena 8 334 1,514 40,217 26.8: Piette sc cok HL Dae ae areca s [remain was 
MOA Sk are RG, Rhee 8 ge 10 392 2,168 46,296 21.3 16 24 1,355 


(*)—From 1939 the Tuberculosis units in public hospitals were not included in the tables on movement of patients. 
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TABLE 7—REVENUES AND EXPENDITURES OF ACUTE DISEASES HOSPITALS, TUBERCULOSIS SANATORIA AND 


MENTAL HOSPITALS 


———— 


Province 


Nova Scotia 


Saskatchewan....... 


Alberta tuccee eovusck 


Prince Edward Island 


ALL INSTITUTIONS 


o 
nD 
ra 3 3 
5s 5 s 
Bie) tes = A 
ie oe eS 
$ 
695 | 73,482,385} 71,110,053 
6 361,796] 370,722 
51 | 2,694,212) 2,800,671 
20 | 2,007,872] 1,963,370 
97 | 20,145,443] 20,839,081 
187 | 24,372,398] 22,485,415 
49 | 4,552,106] 4,553,509) 
94 | 5,269,452) 5,359,458 
96 | 5,520,878] 5,060,410) 
82 | 8,436,455] 7,553,522 
3 89,614 89,355 
10 32,159 34,540) 


Acute Diseases Hospitals 


Tuberculosis Sanatoria 


Mental Hospitals 


n mn nm 
ms 2 Ae 2 set g 
° = fo) 3 i=} ° = 
sa| 8 S |ee| 8 S l|se| 8 g 
Qa S =| om) =| f= om =) S i=} 
ce | oe! | SOmige | Bue elas te 
r Ase ea I ZO fe cS} PAan| me cS) 
$ $ $ $ 
596 | 46,538,774] 44,287,828] 39 | 7,859,462] 7,753,229] 60 | 19,084,149] 19,068,996 
4 159,770] 154,602} 1 64,700  64,022| 1 137,326] 152,098 
31} 1,645,120} 1,760,733 3(6) 350,869 350,869} 17 698,223 689,069 
16 | 1,181,073] 1,135,432] 3 449,173] 450,312) 1 377,626] 377,626 
76®} 12,801,386] 13,414,168] 11 | 1,258,127] 1,327,661) 10 | 6,085,930] 6,097,252 
158 | 14,797,139] 12,883,990] 13 | 3,296,633] 3,351,351] 16 | 6,278,626] 6,250,074 
42(3)| 2,939,670} 3,048,964 Ss 577,623 469,732 4 1,034,813) 1,034,813 
89] 2,759,828) 2,853,535 3 721,788 718,087 2 1,787,836) 1,787,836 
90 | 4,024,444| 3,566,510] 1 368,333| 365,799 5 | 1,128,101] 1,128,101 
77° | 6,108,571] 5,345,999] 1 772,216] 655,396} 4 | 1,555,668} 1,552,127 
3 89,614 80,3560 2221 3. Sea Fd eo ee 
10°) 32,159 4, BAO) Ban. Soba ate de Feb oe [epee arene Biss filth fais soul ocelot oboe aall oe a eee 


Northwest Territories 


a 


()—3 hospitals did not furnish financial reports. 
(2)—6 hospitals did not furnish financial reports. 


(3)— 3 hospitals did not furnish financial reports. 
(}—11 hospitals did not furnish financial reports. 


(®)—7 hospitals did not furnish financial reports. 
(®)—1 sanatorium did not furnish financial report. 


TABLE 8—VALUE OF LAND, BUILDINGS AND EQUIPMENT OF ACUTE DISEASES HOSPITALS, TUBERCULOSIS 
SANATORIA AND MENTAL HOSPITALS IN CANADA, 1941. 


Province 


Canada 


Prince Edward Island 


Nova Scotia 


New Brunswick 


Quebec... 225% 3.9: 


Ontario 
Manitoba 
Saskatchewan. . 


Alberta 


British Columbia. ... 


Yukon and North- 
West Territories. .. 


@) Estimated. 


Pace aC Car OCC ay 


TOTAL INSTITUTIONS 


ee] | ff 


FT ast ears 
sei25| 282 
BS (S| 235 
Ae se SSF 
695 | 558 949,185,061 

6 5 1,173,542 

51 44 7,412,079 
20 | 18 7,792,711 
97 76 77,108,235 
187 | 157 87,341,229 
49 | 41 15,487,530 
94 78 14,010,818 
96 65 13,880,453 
g2 | 74 17,948,464 
13 No reports 


Based on capital cost of $3,000 per bed. 


Acute Diseases Hospitals 


q e 
3 EE 
s a Ss B+. 
eet eaten =~Be 
ge\s 5 oss 
£/s $5 
se\ei| 225 
° —_ 
zm |e SB 
$ 
596 462 146,765,486 
4 | 3 532,542 
31 | 24 2,854,786 
16° | 14 4,423,711 
76 | 56 | 51,376,888 
158 129 58,306,467 
42 | 35 6,626,519 
89 73 4,880,495 
90 59 7,550,751 (8) 
77 69 10,213,327 
13 


(2) Value of buildings only. 


Tuberculosis Sanatoria™ 


33 
dy ae 
Satay I) Ges 
25 | 65% Csg 
© Tsandesi as & 
2D 12S rao 
$ 
39 | 39 25,965,000 
1 1 246,000 
3 3 1,350,000 
3 5 1,644,000 
ob i 5,778,000 
13 13 10,986,000 
3 3 1,977,000 
3 $ 2,286,000 
1 1 630,000 
1 1 1,068,000 


Number of 
Hospitals 


Mental Hospitals 


-S - 


2 X 
3 EE ; 
a soe oe 
ae sho 
25 oak 
a S S25 8 
° mh 4 
m2 S35 
; 
57 69,424,575 
1 395,000 
17 3,207,293 
5 | 
1 1,725,000 
9 19,953,347 
14 18,048,762 
3 6,884,011 
2 6,844,323 
5 5,699,702 
4 


(3) Last financial figures available, Census, 1931. 


6,667,137 
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TABLE 9—POPULATION, HOSPITALS, BEDS, DOCTORS AND DENTISTS IN THE VARIOUS COUNTRIES OF THE WORLD. 
Compiled from “‘World Trade in Dental and Surgical Goods”, U.S. Department of Commerce, Washington, D.C. 1939. 


a a OO  ————— 


Number of | Number of 


Population Total Beds Licensed Licensed population opulation 
NORTH AMERICA in 000’s Hospitals Reported Doctors Dentists to each eg each 
Doctor Dentist 
IBYDIDEITTIOVS) 8 PAB Raed ie a ae Lea gO 70 2 100 18 3 3,900 23,000 
[ORG OUI e SD Wie CO GOR SER CAC 185 3 243 57 24 3,245 7,708 
Pe SREQUC ae sier-tersialt «aes deci a giiersictao + 0% 30 3 120 13 9 2,307 10,000 
pees DOLL ONGULAGSE fee) 5 < sa. asa ol Were sys: s « 56 7 119 5 4 11,200 14,000 
CCRSTENO ES dd OL Se oa a a 11,080 1,006 102,897 10,021 4,037 1,105 2,744 
BEELER CA Ba Psy es oo be Aus ala Sco eietw 592 17 2,664 164 52 3,610 11,400 
RUMP Yc cone ET STA Ke oe) és. Sveibr aheye) be ciaaei a's « 4,370 96 15,400 3,075 1,097 1,421 4,000 
Dominion Republic.................... 1,520 47 935 275 100 5,527 15,200 
IMSBIVAGOT Eh GRU oe abe Coy clad 1,632 27 2,346 122 N.R. NSS SOs ices eee 
COR IGNTDE IE 18 Gt teen Renee a a 2,420 25 2,700 225 85 10,755 28,500 
LDA 6.o to BS Ge OR He eee er cee 2,700 16 1,364 223 58 12,107 46,500 
UOT IS G5 A eae 1,000 14 1,100 128 25 7,812 40,000 
| OV CRAG Gide RRS es ered Ge eee a 1,139 25 1,447 227, 93 5,000 12,250 
MASUD PY AEN GH es a's 2 GE rare vl eens 34 2 250 7 2 4,850 17,000 
British Virgin Islands... 4. ...0.605. 0.6: 6 1 9 1 1 6,000 6,000 
HB eI CAP eI S cleo ialdca ioe dihtins, poate des 47 4 147 7 1 6,700 47,000 
PURE SENT G fete a ess ots as Rabe! diets, oie 14 1 40 2 N.R. OOD Mn ett 
St. Kitts-Nevis, Anguilla............... 38 5 156 a 2 5,428 17,000 
LL SSUTIG DO AeA et A 2 er 238 8 1,366 4 1 5,064 15,800 
BVTONICOPMM NSE elt ctssc 4 Bile nde clave a evens ais 19,154 289 wets 5000-6000 800-900 3,500 22,500 
Netherlands West Indies............... 91 8 N.R. 2 8 4,000 11,375 
NE VOMUOLR OC We Nest leis vices os 0h 288 23 1,325 115 18 2,500 16,000 
IN DEERE Ne 5 MO a ee 850 15 1,183 240 43 3,542 20,000 
EP RaSME ELUM 9, yay) Ps 5 cay srttahes of si, Sioviepai sys)/0y 2) 602 535 19 4,371 73 45 7,330 11,800 
foie LAREN 6 oe Weve iy Gane: Aen ata 67 6 124 10 2 6,700 33,500 
Stpbierre-Miquelon.....:..0....s%0000: 4 1 90 3 i 1,333 4,000 
RERINCONG eben edaret ade ia nicseae 57 6 101 N.R. IN Rais i eee ees Vane | ee 
Trinidad, Tobaga Islands.............. 448 16 1,048 106 14 4,226 32,000 
(Wanitecstates Gir, pe. 85. sceeiles ars 5: 140,300 6,437 1,027,046 142,000 62,400 981 2,250 


Number of | Number of 


Population Total Beds Licensed Licensed population | population 
SOUTH AMERICA ni 000’s Hospitals Reported Doctors Dentists to each to each 
Doctor Dentist 

RPE NDINA ewe, EPR cl pahortie ANe eats ale ionde 740 62,863 11,736 4,078 1,087 3,130 
IEG d cla SBS GOO eee Rice Cele Eee 47 N.R. 47 50 60,000 54,000 
TRLVAl) 4.6128. oreo lit Mee rn, ee ae 1,090 73,973 25,000 10,000 1,225 3,063 
co. RSE ee See i 184 19,040 550 300 8,313 15,240 
Gallina Baa eee 244 11,422 375 224 15,360 25,710 
ce BR eee eer ey) ee 55 5,500 50 300 60,000 30,000 
The Guianas 9 900 108 48 5,000 11,110 
MM aot. oka cs, 33 4,500 113 30 8408 31,660 
ROU sn a SUBS SOROS ane eee 70 8,730 1,188 455 5,250 13,708 
ST Ee 84 R 1,494 724 1,390 2,853 
Mme eet sickie marscaisle « + 83 N.R 225 135 11,111 26,000 


Number ot | Number of 


Population Total Beds Licensed Licensed population | population 
EUROPE in 000’s Hospitals Reported Doctors Dentists to each to each 
Doctor Dentist 
AIECXTE DG's oc Rid lave 6 Seve choo blo et 5 Selo eee IE eke 14 1,010 160 EOI beset ieee ckemevecrg evi [SMA MN) LTR 
INTRA ty Sh Se acct a a ARO 2 ean (eM i og 7 N.R. 54 ey Hla a Arent aN Blew. AS 
ET os, 0 sy a 8,275 462 38,000 6,311 1,020 1,311 8,112 
BUlgea rian et epee ens ele hank bees 6,078 169 11,998 2,809 1,042 2,164 5,833 
OS Ei 6 Ae ks LA oe 300 2 325 125 1] 2,400 20,000 
ee Ua ae ae 407 1,850 250 150 1,63 2713 
DeMMArKsee rein eraser cr oe es Wd 4,000 189 21,968 3,200 906 1,250 4,415 
JOT EG ES See e bt i) geo) Ee 1,131 59 3,300 932 205 1,213 §,517 
WENT |. Gus AUN hie Af ne ie: 9 rr 3,463 536 aR 1,600 780 2,164 4,440 
AETIOGS 2 Rebate AN Fh SO Pe so 41,446 1,374 183,000 - 35,000 10,000 1,184 4,144 
SS Ee ee ee 67,587 3,927 657,680 49,035 13,966 1,377 4,840 
hibraltarwnc Lene tT Ace. os. 19 N.R. 360 14 16 1,357 1,188 
Preeco a Er ST, 6,205 321 18,319 7,500 2,500 827 2,500 
BUNGAEV A eee eee tes ey ae eas 9,035 293 47,825 6,300 1337. 1,434 6,757 
NS) \o SRE MARTE CROMER RE Ola ae 2,972 98 6,383 1,800 426 1,651 7,000 
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TABLE 9—POPULATION, HOSPITALS, BEDS, DOCTORS ven CENTS IN THE VARIOUS COUNTRIES OF THE WORLD 
—Continue 


Compiled from ‘World Trade in Dental and Surgical Goods”, U.S. Department of Commerce, Washington, D.C. 1939. 


Number of | Number of 


SHIN : Population Total Beds Licensed Licensed population | population 
EUROPE—Continued in 000’s Hospitals Reported Doctors Dentists to each to each 
Doctor Dentist 
Tally pmo iis Neen Me eels ie Seber erp eee 42,918 2,082 200,000 38,000 7,500 1,130 5,722 
Tid Va attests oc ielAire cet yee ae tatetalen ee lets 1,950 145 12,521 1,530 782 1,274 2,494 
UDR SDS aT em LY oe AN crm US CRY iT LS CR 2,550 79 4,074 1,000 600 2,550 4,250 
PAUXOMM DUPE tisk s Aer aan te, ckale nites PRR ola 297 15 1,200 190 80 1,563 3,712 
BY Eve ST MMM SSL 2 CCL eC be A 212 4 250 30 5 7,066 42,400 
IVI aL Gee io clajecciaetavee a vals cl Mekong etal 262 21 3,300 100 15 2,620 17,466 
INetherlands so agR ace ia hs ale atetenen 7,936 275 30,650 5,937 1,133 1,336 7,000 
NOT Wa ye ees Ae ratte eta tee Gaara ra 2,876 414 19,000 2,240 1,450 1,284 2,000 
Northern Trelande Ouse. des Meee ae ae 1,256 64 14 225 949 282 1,323 4,454 
Joc brie) eS GURL! CA EU N.R. N.R. N.R. N.R. N.R.4 | etcihs ites dete oe 6 Sa 
POLAT Be Gehrels Sako Met MR a Ue awe 31,916 677 74,999 12,612 4,000 2,530 7,979 
H aco bogs RM SPO A SIME a) tA 6,826 285 14, 000 3,612 250 1,889 27,300 
LeACVVUGEED Sve UME OR Vey UIC a I IA BM AL 18,053 244 42, 257 7,100 880 2,542 20,500 
SSWEGED Ns) sett U REIL Goh, Liat AL A aaa cA 6,251 684 58,749 8,642 2,732 723 2,288 
Switzerland < SVR. Bae es ae en es 4,194 335 47,856 3,530 1,250 1,188 3,355 
URIS) SUR. (Hurope) yin eee ean 147,028 9,745 505,685 90,682 10,508 1,621 14,000 
United Kingdomins.i. ces. ae teectoe eines 45,816 SULT ees aN Ue 48,885 14,000 937 3,271 
MWigoslavia 20) 10) any Lu DOe AAR re ais dhe y 15,400 261 31,063 5,690 654 2,707 23, 550 


Number of | Number of 


ASIA Population Total Beds Licensed Licensed population | population 
in 000’s Hospitals Reported Doctors | Dentists to each to each 
Doctor Dentist 


Weg ey ee Wels ER SER SIS Pl Be SEE OL CALLIN EIS ah A 


oe Kong 


eC ey 


Sr SI eS uous a 
Sy ee eC ie REN Te eM MM sr oS an 


Number of | Number of — 


Population Total Beds Licensed Licensed population opulation — 
AFRICA in 000’s Hospitals Reported Doctors Dentists to each : to each 
Doctor Dentist 
Al oerial nitions: «ivi tapnaraielets toc SMe os 8 7,508 68 1,176 163 6,884, |... 0. .eem od 
BelgianiCongo nee eaten 11,020 200 N.R. NCR. |. hee ce bo oeeloe tee an 
British:South Africa ei. cs hoice 6 wee eo cate 24,700 147 303 DL hn. b santebiawe<|a oe | 
Canary isles iret eke oie eae aa N.R. 82 115 10) }occex Sea sees) ae , 
Cyprus Se ee Uieihes stele Merete aves ee 367 16 N.R. 272 
POE Y DU Mets en  eetevopeteialiciels ais ete cues irae irate 15,860 203 N.R. 
MERA ASCAE i Me's ebastess otels tele Waite « cus ae 3,800 62 5,800, 1 0 IMUNGR.. Pitas WINER fos cs falevclens celia ele eae 
French Morocco Maryse a\o:e\ abe deeemate ois)s ase 6,300 30 NOR. 24005 Or Pi LO) 4) 630008 |.3 eee 
TtaliamsA Erice Wy.) Msi siah « toetie cis idsuaale 2,500 N.R. N.R. 
SOU A Ha haere) Aeatene dete! evs cele kerete lactone lala ies 3,098 56 N.R. ] T8040 14) 81 1051900 See 
TERDOTIA I eke Wise ee cre ccc, een er aatens N.R. N.R. 
ik diate ETICAR 5), 2) i.e AW Le: N.R. 22 2,000 .sle-e\s,s.00/alecevs | oiolet nn 
PLSARNISA AP NASR NAMM cies cick Mat srl 2 clo bre 2,630 32 2,036 
Union ‘of South tAtrica ose eee sak! oo 9,500 540 25,894 


CC ee 


Cd 


Fiji, Samoa, Tonga, Cook Islands....... 
Society islands wie wre iui snp alse s 


ee d i ene 


N.R.—Indicates Not Reported. 


SECTION 3 


ECONOMIC STATUS 
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CuapTer | 


Canada’s National Income 


Estimates of national income with the several 
breakdowns, afford an excellent analysis of the eco- 
nomic status of the Canadian people. It is proposed 
to¥present a short summary of the movement of the 
national income and its main components since the 
end of the last world war. 


The national income is briefly defined as the net 
value of the goods produced and services rendered 
during a given period. The word “net’’ signifies 
that certain deductions are made from the gross 
revenues received for the production of economic 
goods, so as to eliminate payments duplicated be- 
tween enterprises. From the gross revenue of en- 
terprises is deducted the cost of raw materials, fuel 
and purchased electricity. The overhead expenses 
paid for services rendered by other groups are de- 
ducted and provision is made for the maintenance of 
plant and equipment by depreciation accounts. 


The national income is the most efficient bench 
mark for comparison with economic factors of 
general significance. The sub-totals of income 
originating in the various industrial and service 
groups, present a graphic picture of the productive 
sources of income. The distribution by types of 
payment to individuals, discloses the numbers, rates 
and remuneration of occupational income, and in 
addition, payments to investors and speculators in 
the form of dividends, interest and rent. The cross- 
classification of productive groups by types of pay- 
ment and by provinces answers many questions of 
interest to the economist and sociologist. 


_ MONEY INCOME. — Canada’s money income, as 
_ shown in Table 1 and Chart 1, largely due to inflated 
_ prices, reached a high level of about $4,614,000,000 
in 1920 and fell off about 20 per cent during the 
following year. A recovery was shown until 1929 

when a maximum of $5,149,000,000 was recorded. 
_ The low point of the depression was experienced 
_ in 1933 when the figure was only 55 per cent of the 
_ total for 1929. The temporary setback of 1938 

merely interrupted the advance which was markedly 
| accelerated during the war years. 


| The long-term trend of money income was slightly 


Material for Part V, Section 3, compiled by Sydney B. Smith, 
_ Chief, Business Statistics Branch, Dominion Bureau of Statistics. 


| 
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upward during the 22 years from 1919 to 1940, the 
depressed conditions of the thirties interfering to a 
large extent with economic development in the last 
half of the period. The rising trend was achieved, 
despite the unprecedented setback of the thirties 
when idle plant and personnel were so much in 
evidence. Money income, however, averaged lower 
in the last eleven years of the period than in the years 
from 1919 to 1929. 


Total income, even when measured in current 
rather than in fixed prices, recorded an upward trend 
of moderate proportions during the twenty-two 
years; extending the period back to 1911 or forward 
through 1942, the upward trend would be much more 
pronounced. 


The same series in fixed prices rose sharply over 
the three decades as shown in the following sum- 
mary :— 

‘ 


Money anp Reat Nationat INcome or CANADA, BY FIVE-YEAR 
PERIODS, 1911-1940. 


MONEY INCOME REAL INCOME 


Period Average Average 

Amount | 1935-1939 | Amount | 1935-1939 

Million $ =100 Million $ = 100 

1911-1915..... 2,502 60.6 3,163 76.6 

1916-1920. .... 3,770 91.2 3,195 77.3 

1921-1925..... 3,891 94.2 3,167 76.7 

1926-1930..... 4,758 115.2 3,943 95.4 

1931-1935..... 3,148 76.2 3,183 77.1 

4,594 111.2 4,506 109.1 


1936-1940. .... 


ADJUSTMENT FOR LIVING COSTS. — The na- 
tional income adjusted for changes in the cost of 
living is presented in column (e) of Table 1. In- 
come adjusted for price changes presents a more 
optimistic view of the developments in the period 
since the last war. The marked decline in cost of 
living contributes to the increase in the amount of 
goods and services purchasable with a given number 
of dollars. In other words, we have an excellent 
measure of the nation’s approximate command over 
living necessities. 
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INDEX NUMBERS OF NATIONAL INCOME 
1919-1940 


TS) SSE ENS = |GIO©) 
( See Table | ) 


MONEY INCOME 


tii sat 


1919 '20 
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TABLE 1—NATIONAL INCOME OF CANADA — MONEY 
AND REAL INCOME PER CAPITA AND PER GAINFULLY 


OCCUPIED. ADJUSTMENT BY INDEX OF COST OF 
LIVING, 1919 TO 1940. 
MONEY NATIONAL 
INCOME Number REAL INCOME 
re) 
Year Gain- 
: ae Heb ‘s nA 
er ain- ccuple er aln- 
Amount! Capita | fully Amount! Canital fully 
Occupied Occupied 
a) (b) (ec) (d) (e) (f) (g) 
$000,000! § $ 000 |$¢000,000 $ $ 
1919 | 4,087 | 492 | 1,277 | 3908 | 3,144 | 378 980 
1920 | 4,614 | 537 | 11357 | 31353 | 3,066 | 358 914 
1921 | 3.735 | 424 | 1205 | 3107 | 2819 | 321 907 
1922 | 3,762 | 423 | 1214 | 31132 | 3,101 | 348 990 
1923 | 3945 | 438 | 11233 | 3194 | 3,242 | 360 | 1,015 
1924 | 3854 | 422 | 1204 | 3167 | 3,225 | 353 | 1018 
1925 | 4161 | 448 | 1,300 | 3.212 | 3450 | 371 | L074 
1926 | 4494 | 476 | 1362 | 3326 | 3,690 | 390 | 1,109 
1927 | 4,682 | 486 | 1,338 | 3.469 | 3,905 | 405 | 1,126 
1928 | 5,138 | 522 | 1427 | 3641 | 4264 | 434 | L171 
1929 | 5,149 | 513 | 1,392 | 3,742 | 4231 | 422 | 1,131 
1930 | 4/326 | 424 | 1168 | 3703 | 3,581 | 351 967 
1931 | 3,498 | 337 999 | 3.454 | 3,206 | 309 928 
1932 | 2\893 | 275 877 | 3,286 | 2922 | 278 886 
1933 | 2'795 | 262 873 | 3,243 | 2961 | 277 913 
1934 | 3.171 | 293 933 | 3364 | 3313 | 306 986 
1935 | 3381 | 309 966 | 3455 | 3515 | 321 | 1,017 
1936 | 3,829 | 347 | 1,064 | 3.551 | 3,903 | 354 | 1,099 
1937 | 4342 | 390 | 1174 | 3:703 | 4,201 | 386 | 1,099 
1938 | 4246 | 379 | 1148 | 3,691 | 4,155 | 371 | 1126 
1939 | 4575 | 404 | 1/204 | 3,805 | 4,789 | 423 | 1,259 
1940 | 5,407 | 473 | 1319 | 4080 | 5,392 | 472 | 1,322 


Data:—National Income of Canada, 1919-1938. Part I. 


The income in terms of these necessities is shown 
to have been very low at the end of the first world 
war. Like other versions of income, the series ad- 
justed for changes in the cost of living rose to a tem- 
porary maximum in 1928 and 1929, only to be ex- 
ceeded again in 1940. The decline during the de- 
pression was somewhat over 30 per cent, far less 
than in the national income, in terms of fluctuating 
dollars. Real national income, as adjusted for 
prices of living necessities, was at its lowest point 
in 1983. The total then rose steadily to the present, 
the levels of 1939 and 1940 having been considerably 
above the maximum of the preceding prosperity 
period culminating in 1929. Real income averaged 
9.5 per cent greater in the second half of the period 
under review than in the first half. It is apparent 
that the rise in volume was appreciable but in the 
statement of money income, this fact was obscured 
by the marked decline of prices from the inflated 
levels existing at the beginning of the period. 


COMMENT ON CHART 1. — The movement of the 
national income and four derivatives is presented in 
Chart 1 on page 450. Considerable variation is 
shown in the trends of the five series computed for 
the period from 1919 to 1940. Moderate advance 
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in trend was shown in money income. The high 
point reached in 1940, at the end of the period, had 
an important influence on the computed direction 
of the trend. 


When adjustment is made for changes in the cost 
of living, the upward trend, as shown in Section B, 
was more pronounced. The volume of goods and 
services recorded an excellent advance during the 
22 years in question. 


The number of the gainfully occupied and partic- 
ularly the population, displayed considerable growth 
since the last war. 


The favourable showing of real income is tempered 
by the effect of growth in personnel. Consequently, 
real income per capita showed only minor advance 
in the period from the last war to 1940. In view 
of the more limited growth in the number of the 
gainfully occupied, real income in terms of the num- 
ber of active producers rose appreciably. 


COMPARISON WITH THE INCOME OF THE 
PEOPLE OF THE UNITED STATES. — Compari- 
son with the national income of the United States 
assists in placing the Canadian income in the proper 
perspective. American estimates reported in ‘“Na- 
tional Income and its Composition’”’ by Dr. Kuznets, 
are summarized in Table 2 and Chart 2. The in- 
come of the United States in the 22 years was 16.6 
times greater than that of Canada. Chart 2 indi- 
cates the more favourable position of the United 
States in regard to per capita income and real income 
per gainfully occupied. A considerable margin was 
shown in the United States during each of the 22 
years over the corresponding money and real income 
per person in Canada. The money income per ca- 
pita averaged nearly 37 per cent more in the United 
States and disparities in real income per capita and 
per gainfully occupied were 87 per cent and 39 per 
cent, respectively. 


COMMENT ON CHART 3. — The close relation of 
the Canadian economy to that of United States is 
indicated by Chart 8. The correlation between 
cycles! of money incomes and real incomes was 
excellent. 

The maximum of real income per capita and per 
gainfully occupied was reached during 1928 in 
Canada while the next year was the peak in the 
United States. Real income in that country was 
relatively lower in 1932 and 1933 but the disparities 
were exceptional and on the whole, a marked degree 
of conformity was in evidence. 


1 The plotted curves are expressed in units of standard deviation from the 
long-term trend computed by the method of least squares for the period from 
1919 to 1940. The object of the mathematical analysis is to eliminate the effect 
of trend and to place the amplitude of the fluctuations on a common footing. 
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Chart 2 
MONEY AND REAL INCOME PER CAPITA 
AND 
PER GAINFULLY QCCUPIED 
( See Tables! $2 ) 
PER YEAR 
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Chart 3 
CYCLES OF MONEY AND REAL NATIONAL INCOME 

UNITS OF UN UNITS OF 
STANDARD GANADA AND STHE UNITED: STATES STANDARD 
DEVIATION ( Derived From Tables! § 2 ) DEVIATION 
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NOTE ON THE COMPUTATION OF THE NA- 
TIONAL INCOME. — The computation of the na- 
tional income is a matter of accounting, payments 
by firms to other enterprises being regarded as debit 
items, while payments to individuals and undistri- 
buted profits are included in the national income 
account. 


Broadly speaking, the income of the Canadian 
people is the net value of the goods and services pro- 
duced. Individuals are normally paid by cheque or 
cash for their share in the productive process. 
Fundamentally, however, income consists of the 
goods and services purchased by means of such pay- 
ments. 


An alternate method of computation of more ge- 
neral application, is the summation of the payments 
to individuals by enterprises and the undistributed 
income of the industrial and service groups. The 
payments consist of salaries and wages, workmen’s 
compensation, living allowances of so-called unpaid 
labour, withdrawals of working proprietors, divi- 
dends, interest, pensions, rent and a few other 
components. While an extensive statement of me- 
thod is uncalled for, it is proposed to outline the 
procedure regarding the inclusion or exclusion of 
several important items. The work of housewives 
is excluded, being classed as a non-market service, 
in connection with a way of life rather than an eco- 
nomic activity. Remuneration for non-productive 
pursuits, useful to certain persons but disadvanta- 
geous to society, are also disregarded. Illegal prac- 
tices such as robbery and gambling, as well as 
transfer payments, come under this heading. Ca- 
pital gains and losses, charity, gifts and direct relief 
payments, add nothing to the general flow of eco- 
nomic goods. 


On the other hand, a few items not passing through 
the market are included in estimates of national 
income. The most important of these are the value 
of home-produced food consumed on the farm and 


imputed net rentals from owner-occupied dwellings. 

The market counterparts, food consumed by non- 
farmers, and net rents paid for tenant-occupied — 
dwellings are used as a guide for valuation. t 


The service rendered by government is evaluated — 
in a similar manner to that of any other service group. © 
Payments to individuals in the form of salaries, pay — 
and allowances, pensions and interest are added to © 
the ‘savings’. The positive or negative savings of © 
the Dominion and Provincial Governments are 
computed by comparing the changes in net obliga- 
tions with alterations in assets. . 
TABLE 2—NATIONAL INCOME OF THE UNITED STATES — 
—MONEY AND REAL INCOME PER CAPITA AND PER 


GAINFULLY OCCUPIED. ADJUSTMENT BY INDEX OF 
COST OF LIVING, 1935-39 =100. . 


MONEY NATIONAL REAL INCOME i 


INCOME see ee 
Co) 

Year Gain- 
Per fully Per 
Amount] Per | Gain- |Occupied|Amount| Per | Gain- | 
Capita | fully Capita | fully 
Occupied ccupied 

$000,000} $ $ 000,000 | $000,000) $ $ 


1919 | 65,904 | 628 | 1,656 | 39.8 | 52,935 | 504 
1920 | 76,385 | 717 | 1,900 | 40.2 | 53,341 | 501 | 1,327 
1921 | 60,304 | 557 | 1,652 | 36.5 | 47,223| 436 | 1,294 
1922 | 61,513 | 560 | 1,619 | 38.0 | 51,389 | 468 | 1,352 
1923 | 72,912 | 654 | 1,787 | 40.8 | 59,813| 536 | 1,466 
1924 | 73,380] 648 | 1,807 | 40.6 | 60,049] 530 | 1,479 
1925 | 77,845 | 678 | 1,885 | 41.3 | 62,077] 540 | 1,503 


1926 | 82,802 | 711 1,935 42.8 65,508 | 562 1,531 
1927 | 81,397 | 689 1,897 42.9 65,643 | 555 1 
1928 | 83,396 | 696 1,930 43.2 68,023 | 567 1,57 
1929 | 87,787 | 723 | 1,955 | 44.9 | 71,663] 590 | 1,596 
1930 | 77,604 | 630 1,813 42.8 64,995 | 528 1,518 | 
1931 | 60,309 | 486 1,531 39.4 55,482 | 447 1,408 
1932 | 42.579 | 341 | 1,183 | 36.0 | 43,626] 350 | 1,212 
1933 | 41,819 | 333 | 1,162 | 36.0 | 45,259] 360 | 1,257 
1934 | 49,500 | 392 1,286 38.5 51,724 | 409 1,343 
1935 | 54,413 | 428 1,367 39.8 55,467 | 436 1,394 
1936 | 62,749 | 490 1,501 41.8 63,319 | 494 1,515 
1937 | 70,116 | 544 1,601 43.8 68,273 | 530 1,559 
1938 | 64,866 | 500 1,567 41.4 64,351 | 496 1,554 
1939 | 70,800 | 541 1,620 43.7 71,227 | 544 1,630 
1940 | 77,300 | 586 1,695 45.6 77,146 | 584 1,692 
Data: — National Income and its Composition; Statistical — 


Abstract of United States; Survey of Current Business. 


CHAPTER II 


Productive Sources of National Income 


A descripticn of the productive sources of national 
income is the next step in elucidating the structure 
of the Canadian economic system. The analysis of 
the general movement in the first section needs to 
be supplemented with an exposition of the income 
originating in the various industrial and service 
groups. The main objective will be to set forth the 
relative importance of the different activities, the 
inter-war trend of decline or advance and the response 
of different types of activity to the impact of depres- 
sion and recovery. 

Two difficulties stand in the way of presenting an 
accurate measure of the relative importance of the 
seven major groups. Canadian statistics tend to 
over-emphasize the position of the primary indus- 
tries. Processing activities are combined with pri- 
mary forestry, fisheries, and mining, in such a way 
that it is difficult to separate the primary and second- 
ary phases. The practice has been to combine 
processing activities with the primary industries and 
to report manufacturing with the duplication elimi- 
nated. 

Another problem arises from the heavy negative 
balance with other countries on dividend and in- 
terest payments. It is difficult to obtain a distri- 
bution of the balance by the different industries and 
groups. The result is that statistics of productive 
sources are normally presented on a produced basis 
rather than a realized basis, so far as residents of 
Canada are concerned. Consequently, agriculture 
unaffected by the adverse balance would be assigned 
on this score an unduly large proportion of the total. 

With these limitations in mind, a percentage dis- 
tribution of the income originating in the seven groups 
is presented in Chart 4. The predominant position 
of commodity production is at once apparent. 
Primary production including processing activities, 
closely associated with forestry, fisheries and mining, 
accounted for 25.8 per cent of the income originating 
in the period under review. Secondary production 

including construction, manufactures n.e.s. and cus- 
tom and repair, was in second place with 20.7 per 
cent. Trade occupied third position, accounting 
for 12 per cent, while service, government, trans- 
| portation and finance followed in the order named. 
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Chart 5 demonstrates the similarity in the fluctua- 
tions of the seven main groups. Primary produc- 
tion affected by price changes, recorded an early 
decline from 1929 to 1932, while secondary produc- 
tion was more resistant to influences of depression. 
It is evident that finance responds tardily to cyclical 
fluctuations. Transportation corresponds closely 
with the fluctuations of the general total. The opera- 
tions of government foliow a more independent 
course than any of the other main groups, the cor- 
relation between government income originating 
and the national income being obviously low during 
the period. The fluctuations of trade and service 
conformed closely to the general pattern, the latter, 
however, showing a lag during the declining phase 
from 1929 to 1933. 

TABLE 3—PRODUCTIVE SOURCES OF NATIONAL INCOME 
1919-1940, IN MILLION DOLLARS. 
(On Produced Basis) 


Data derived from National Income of Canada, Part I, Table 3. 


a 8 2 

rs PS/E 8 Sebo 

ae | ss leaz| 2 q g = 

Year |Toran®) 95 | 23 /S88| 8 a a has 
a | SS eee ey aI © 5 

Mel Sseia ¢g 5 2 

A, | MA |S 6 G 
sale (2) 

1919. 4,261 | 1,381] 954] 421 | 568 | 300 | 207 | 432 
1920. 4,786 | 1,372] 1,099} 486 | 579 | 328 | 433 | 488 
1921.....| 31926 | 1/088] °752| 457 | 479 | 323 | 385 | 441 
1922. . 3'954 | 1054] 763] 467 | 471 | 335 | 431 | 432 
1923. . 4,157 | 1,150] 826) 472 | 490 | 342 | 425 | 451 
1924.....| 41056 | 1'125| 777] 459 | 480 | 358 | 395 | 462 
1925. . 4,371 | 1,266) 813] 478 | 530 | 373 | 437 | 474 
1926. 4,711 | 1,349] 911}; 525 | 590 | 381 | 462 | 493 
1927.. 4,909 | 1,338] 1,021) 542 | 608 | 400 | 486 | 515 
1928. . 5,373 | 1,506} 1,186} 588 | 656 | 417 | 529 | 541 
1929. . 5,421 | 1,407} 1,240) 581 | 674 | 439 | 511 | 569 
1930. . 4,633 | 1,034} 1,090; 507 | 575 | 442 | 426 | 560 
1931.. 3,791 723| 861} 404 | 479 | 415 | 388 | 520 
1932 0er ie 3,169 559| 638] 328 | 379 | 340 | 449 | 476 
1933. . 3,035 590} 577} 291 | 366 | 298 | 465 | 447 
1934... 3,410 774} 653) 317 | 415 | 281 | 503 | 468 
MOR HY Bua 3,622 858} 727| 306 | 442 | 306 | 499 | 484 
1936. . 4,095 990} 816} 356 | 482 | 341 | 606 | 504 
1937. . 4,624 | 1,162] 974] 386 | 538 | 365 | 661 | 539 
1038 i) 4,535 | 1,116} 960] 371 | 541 |} 391 | 606 | 550 
1939.. 4,861 | 1,273] 986} 408 | 549 | 453 | 635 | 557 
1940 Fre 5,694 | 1,433 | 1,204] 470 | 586 | 447 | 956 | 598 


() Due to rounding, the components will not add to the general totals in all 
cases. 
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RELATIVE IMPORTANCE OF THE PRODUCTIVE SOURCES 
OF 


NATIONAL INCOME 
ANNUAL AVERAGE INCOME ORIGINATING 1919-1940 


oF Nations! Income 
(Derived From Table 3 ) 


PRIMARY PRODUCTION 


SECONDARY PRODUCTION 
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Chark § 


PRODUCTIVE SOURCES OF THE NATIONAL INCOME ON A PRODUCED BASIS 
IN TERMS OF STANDARD DEVIATIONS FROM THE 1919-1940 TREND 
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TABLE 4 — INDEXES OF PRODUCTIVE SOURCES OF 
NATIONAL INCOME, 1919-1940. 


Average for 1935-1939 = 100. 


ay (5 
nS) pele 3 E 
Be) ae Bog] 8 |g | 2 | 2 
Year | TOTAL] § 31! 33 Sas| 8 S g 5 
‘aU os | Rs | a & 3 i 
Al|seig g mH 5 | @ 
A | RATE oo @} 
Se Nehiseez 
AD IO RS ys 98.0 | 127.9] 106.9] 115.2}111.3} 80.9] 34.4] 82.0 
1920.....| 110.1 | 127.1] 123.1) 183.0) 113.4) 88.4) 72.0} 92.6 
LOD Tas. 90.3 | 100.8] 84.2}125.1] 93.8] 87.1] 64.0] 83.7 
1922 sac 91.0 | 97.6] 85.5} 127.8] 92.3] 90.3] 71.7} 82.0 
1483p, 6 oe 95.6 |106.5} 92.5)129.2)} 96.0] 92.2} 70.7] 85.6 
1924... 93.3 | 104.2} 87.0} 125.6] 94.0} 96.5] 65.7] 87.7 
1O2 5 ek 100.5 {117.2} 91.1} 130.8] 108.8] 100.5) 72.7) 90.0 
TOQ6 es 108.4 | 124.9] 102.1] 143.7] 115.6} 102.7] 76.8] 93.6 
1927.....| 112.9 | 128.9] 114.4] 148.3] 119.1] 107.8} 80.8] 97.8 
1928 ...| 123.6 | 139.5] 127.3] 160.9} 128.5) 112.4] 88.0} 102.7 
1929.....] 124.7 | 1380.3] 138.9} 159.0) 182.1] 118.3] 85.0} 108.0 
1OSO Bao: 106.6 95.7} 122.1} 138.7] 112.6} 119.1] 70.8] 106.3 
LOST ape: 87.2 66.9] 96.5}110.6}| 93.8) 111.9] 64.5] 98.7 
1932 Na, 72.9 51.8] 71.5| 89.8] 74.2] 91.6] 79.7] 90.3 
WRB E a aHe 69.8 54.6] 64.6| 79.6] 71.7} 80.3] 77.3] 84.9 
1934. .... 78.4 FLT TS WSO. Moles mucoid hod JO. eosne 
19385-4...5)) 83.3 79.5] 81.4] 83.7] 86.6] 82.5] 83.0] 91.9 
1936. .... 94.2 91.7} 91.4| 97.4] 94.4] 91.9} 100.8] 95.7 
1937.....| 106.3 | 107.6] 109.1] 105.6} 105.4] 98.1] 109.9) 102.3 
1938.....] 104.3 | 103.4] 107.6} 101.5| 106.0] 105.4] 100.8] 104.4 
LOSO PLT 8 te OS TOS Pe i TOPS ee 205 26) 405s, 
1940.....} 131.0 | 182.7} 134.9} 128.6] 114.8] 120.5] 159.0} 113.5 


THE CLASSIFICATION OF ENTERPRISES 
FOR NATIONAL INCOME PURPOSES. — The 
thirty original classes for purposes of study, have 
been combined into seven major groups, the Bureau’s 
statistical classification with appropriate adaptations, 
having been followed. Primary production comprises 
six industries. Agriculture includes fur farming and 
the woods operations of the farmer on his own pro- 
perty. Dairy activities are limited to the production 
of milk, butter and cheese on the farm itself. 


Forestry includes the operations of the lumber and 
pulp and paper industries, as well as woods operations 
other than those of the farmer on his wood lot. 
Fish canning and curing plants, as well as primary 
operations are included in the fisheries group. The 
activities of trappers and hunters are considered in 
connection with the trapping industry to the exclu- 
sion of fur farming. 


As the final product is the first to which a com- 
mercial value is ordinarily assigned, the processing 
industries of smelting, cement, clay products, lime 
and salt are included in mining. The electric power 
group coincides with central electric stations as 
annually reported by the Bureau. 


Secondary production embraces construction, ma- 
nufacturing n.e.s. and custom and repair. Cons- 
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truction covers operations as reported in recent years 
by the Bureau. Manufacturing production n.e.s. is 
exclusive of processing activities. closely connected 
with several primary industries. As intimated 
above, saw-milling, and pulp and paper operations 
are included with forestry; fish canning and curing 
is a part of the fisheries industry, while smelting, 
cement, clay products, lime and salt are treated 
along with mining. The eight industries, for the 
purpose of avoiding duplication, are excluded from 
manufactures n.e.s. Custom and repair includes 
thirteen industries of which dyeing, cleaning and 
laundry, and automobile garages are the more 
important. The industrial section of the decennial 
census furnishes periodical information in regard to 
the personnel in these industries. The census of 


merchandising and service of 1930 was useful in 


estimating the operating accounts. 


Annual reports of the Bureau supply considerable . 


information regarding the following industries in the 
transportation-communication group: Steam and 
electric railways, civil aviation, express, telegraphs, 
and telephones. As the railway companies also 


operate hotels, express and telegraph services, it is 


necessary to separate the records of these subsidiary 
activities, avoiding duplication with other groups. 


Water and road transport, warehousing and storage — 


are also regarded as industries in this main group, 
the operating accounts being estimated on the basis — 


of occupational data, furnished by the decennial 


census and other relevant information. Trade is 
subdivided into the retail and wholesale divisions, 
retail services being treated elsewhere. 


. The finance industries include banking, trust com- 
panies, loan and mortgage, stock and bond dealers, 


insurance and real estate. Non-farm mortgage in- | 


terest and net rentals, paid and imputed, are esti- 


mated for inclusion along with the real estate indus- — 


try. Government income originating, including 


Dominion, Provincial and Municipal administration, — 


is computed from the public accounts. 


Educational, — | 


railway and other operations were eliminated so as to — 


avoid duplication. 


The other major group consists of professional, 
educational and personal services. The latter 1s a 


composite of recreation, business service, barber — 


shops and beauty parlours, undertaking, photo- 


graphy, hotels and restaurants, boarding and lod- 


ging houses, domestic and miscellaneous service. 


THE RELATIVE IMPORTANCE OF AGRI- 
CULTURE IN CANADA AND THE UNITED 


STATES.—The lower level of per capita income, both _ 


before and after adjustment for price changes, in 
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PERCENTAGE OF NATIONAL INCOME 
ORIGINATING IN 


THREE MAIN GROUPS 


CANADA ano UNITED STATES 


IS 19-1938 
(See Table 5 ) 
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the United States as reported in the first chapter 
of this section, calls for an explanation. Charts 6 and 
7 are presented as a partial answer to this question. 
It is noted that Canadian agriculture contributed a 
much larger proportion of national income, while 
the tertiary group was relatively of lesser importance. 
The output of agriculture consists largely of the 
necessaries of life. This being the case, it is inevit- 
able that the proportion of national income spent on 
them and the proportion of national effort devoted to 
their production, should fall as general prosperity 
increases. The real income of the gainfully occupied 
in agriculture tends to be lower per person than in 
the secondary and tertiary activities. 


The outstanding feature of Chart 7 is the relative 
ascendancy of Canadian agriculture to the disadvan- 
tage of the tertiary group. While the agricultural 
output of the United States is probably greater than 
that of any other country, the relative position of 
the industry in the entire economy is considerably 
different from that of Canada. On the other hand, 
the American tertiary group occupies a more pro- 
minent position than the Canadian. 


The greater per capita return in the secondary and 
tertiary groups and the relatively prominent position 
of agriculture in the Canadian economy partially 
explain the lower per capita income in this country. 


TABLE 5 — PERCENTAGE OF INCOME ORIGINATING IN 
EACH OF THREE MAIN GROUPS TO NATIONAL INCOME, 
IN CANADA AND THE UNITED STATES. 


(Special compilation) 


CANADA UNITED STATES 
Eo] 3 Es She 
Year £ |2ss g £ |S8s g 
= l3u2| pu | & |883| pe 
J S85 85 | Saal ae 
& |ee2] e2| 6 |g88| £2 
0 home) o- on Go O-s 
< |220|/ 08] <« |280| Ag 
LOIS nai ee ate 25.0 | 32.9 | 42.1 17.5 | 32.2 | 50.3 
O20 NSE Neier Mees 20.2 34.0 45.8 12.6 34.4 53.0 
ODT ars. pee ee 22.7 27.0 50.3 9.9 29.2 60.9 
BAS D7 ROR UN cael See 20.5 28.3 51.2 10.4 29.6 60.0 
LOS eT a tqeets 21.0 29.2 49.8 9.9 32.7 57.4 
NODE aera a 21.5 27.3 OZ 10.5 31.1 58.4 
OB anemia 2200 26.7 50.6 11.0 31.3 57.7 
VOQG eae ese ees 22.0 | 27.6 | 50.4 Or, a) sol Onl mosey 
LOD Tae re NEED: 20.4 29.2 50.4 9.8 30.4 59.8 
d KY soars AER te oe 21.2.| 29.6. |- 49.2 9.3 | 30.0 | 60.7 
LOZ Ree 18.3 | 32.1 49.6 BTL aes TLC te Lr atey 77 
O30 ON nce pata 14.6 3230 52.9 7.9 28.8 63.3 
VOSS Ter eet eee ils 31.8 | 56.5 (emi 24.6 | 68.3 
19820 sei eee 10.9 27.1 62.0 7.0 19.4 | 73.6 | 
LOSS rb: hae pak as 12.0 27.1 60.9 9.0 19.7 71.3 
LOST eae sete 14.0 28.3 57.7 10.0 22.4 67.6 
1TOS5 2A eee ee 14.7 29.3 56.0 10.3 25.9 64.2 
1936 Sidhe 14.7 29.8 55.5 10.0 28.0 62.0 
WOS7 Se ere corsa 14.3 32.6 53.1 9.3 28.3 62.4 
LOSS eure Cae 14.3 32.5 Sone 8.8 24.7 66.5 
First Decade...... 21.7 29.3 | 49.0 2 FSCO) a Wee S 2) Es /-7/ 
Second Decade....| 14.3 | 30.7 | 55.0 8.9 | 26.0 | 65.1 
DOTA Ss. 18.2 | 29.9 | 51.9 10.0 | 28.9 61.1 
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Analysis of Income Payments to Individuals 


The chief measurable flow of money is from the 
producer to consumer in the form of personal income. 
The money is received as a return for work in the 
form of salaries and wages, as a return from invest- 
ments in the form of dividends, interest and rents, or 
as the withdrawals of working proprietors, repre- 
senting a return from both work and investment. 


The individual’s power of demand and consequent 
control over the economic activity of society is 
distributed and exercised approximately in propor- 
tion to the comparative magnitude of his income, or, 
to express it more strictly, in proportion to the 
magnitude of that portion of his income which is 
left at his disposal after the payment of taxes. 


The main types of payment are given from 1919 to 
1938 in Table 6. Remuneration of employees in the 
form of salaries and wages, was the chief income 
payment amounting to 56.7 per cent of the total 
during the period. If living allowances and other 
labour income are added, the share would be in- 
creased to 61.6 per cent. The withdrawals of work- 
ing proprietors, mainly farmers, retailers and pro- 
fessionals, reached 24.7 per cent of the total in the 
twenty years. Investment income including net 
dividends, interest on bonds and debentures, net 
rentals and mortgage interest, was computed at 13.7 
per cent. The withdrawals of working proprietors, 
owing in part to the severe depression in agriculture, 
were 21.5 per cent less in the second decade of the 
period than in the first. The sum of the net rentals 
and mortgage interest was 10.8 per cent lower. In- 
crease was shown in dividends and bond interest. 
Salaries and wages were nearly maintained, whilea 
marked increase was shown in “other labour income” 
including direct relief. Income payments to indi- 
viduals as a whole showed a decline of only about 3 
per cent in the second decade from the first. 


Remuneration of working proprietors was slightly 
less sensitive to fluctuations than salaries and wages. 
Withdrawals, after reaching $1,330,000,000 in 1920, 
dropped to $1,010,000,000 in 1922. The recovery 
was fairly continuous to 1929, when an intermediate 
maximum of $1,186,000,000 was reached. The low 
point of the second major depression was about 
$700,000,000, recorded during 1933. Successive gains 
were then shown until 1937. 


Attention is drawn to reference Table 7 giving 
detailed information as to income payments during 
1938, by industrial groups, types and provinces. 


The statistics prepared in connection with ‘National 
Income of Canada, 1919-1938, Part I’’ are subject to 
revision upon the receipt of further data. 


Description of Method 


SALARIES AND WAGES. — Remuneration of em- 
ployees, in a large number of groups, is taken directly 
from the compilations of the annual census conducted 
by the Bureau. The decennial census furnishes com- 
prehensive information as to numbers, rates and 
remuneration of employees. Intercensal years were 
estimated by means of indexes of employment and 
other data. Corporation and public accounts were: 
of great assistance in estimating salaries and wages 
paid by finance and government. 


LIVING ALLOWANCES OF ‘UNPAID LA- 

BOUR”’. — More than one-third of a million persons 
were working during the census period of 1930-1931 

without receiving any regular remuneration in the 
form of salaries or wages. As many of the “no pays” 
were farmers’ sons working at home, the income of 

at least a part of the group consisted of a living 
allowance paid principally in the form of food, 

clothing and housing. Apprentices in other indus- 

trial groups, while receiving no money wages, some- 

times obtain appreciable compensation in com- 
modities and services. As there is not the custom- 

ary freedom of disposal, some restriction is implied 
in the nature of such income. 


OTHER LABOUR INCOME. — Compensation is 
provided in eight of the nine provinces for injuries” 
suffered by employees while engaged in industrial 
occupations. Funds are accumulated by contri- 
butions from the firms, classified into industrial groups - 
according to occupational hazards. | 


Pensions are regarded as a credit item in the 
national income account. If a pension is paid to a 
retired worker out of company funds, it should be 
added to the record. Similarly pensions in respect 
of war services, old age pensions, mother’s allowances, 
pensions to the blind and similar payments fall under | 
this heading. i 

Direct relief payments are disbursements to in- i 
dividuals that are not necessarily related to services” 
currently performed by them. These payments, 
after allowance for general expenses, have also been 
distributed according to origin in the various govern- 
ment agencies. . 


A. 
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WITHDRAWALS 


‘WITHDRAWALS BY WORKING  PROPRIE- 
TORS.—The best statistics of the number of work- 
ing proprietors are given in the industrial section 
of the decennial census reports. Intercensal years 
were estimated according to the number of establish- 
ments or smoothed data of employment. The rates 
were estimated for the Census period of 1930-1931 
as a differential over employee rates in the same 
industrial and service groups. The fluctuations 
between Census years were interpolated according 
to smoothed employee rates. The products of the 
numbers, by rates, were taken as the withdrawals 
of working proprietors. 


DIVIDENDS. — Dividends paid by Canadian cor- 
porations contribute greatly to the income of indi- 
viduals. For example, gross declarations amounted 
to about $400,000,000 in 1930, but only a portion of 
the sum was received by individuals living in Ca- 
nada. A considerable part was paid to other com- 
panies and an even larger sum to shareholders 
living abroad. On the other hand, dividends earned 
and paid by external companies were received in 
considerable amount by Canadian shareholders. 
The amount of net dividends paid by Canadian com- 
panies is determined from the annual compilation of 
the Income Tax Division and the examination of a 
large sample of company accounts. 


BOND AND MORTGAGE INTEREST. — A similar 
procedure is followed in computing the amount of 
bond interest received by individuals. An adjust- 
ment for interest payments going abroad and for 
interest received by individuals from external sour- 
ces is necessary. Unfortunately it is not possible 
to allocate exactly these payments by industrial 
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groups and the adjustment is mainly restricted to 
national totals. 


Interest payments on mortgages are chiefly paid 
to three main groups making loans on real estate:— 
(a) various government agencies, (b) financial cor- 
porations such as insurance, mortgage, trust, loan, 
banking and railway corporations and (c) indivi- 
duals. 


It is possible to estimate the amount of mortgage 


interest paid to individuals by utilizing the decen- 
nial Census and the annual reports of the Dominion 
and various Provincial governments and the finan- 
cial statements of insurance, mortgage, trust, bank 
and railway companies. Interest on mortgages 
held by individuals is divided into liens on farms 
and on non-farm property. The latter covers busi- 


ness and industrial property as well as residential, 
the total being segregated under the industrial group 


of real estate. 


NET RENTALS. — Net rentals, whether for residen- 
tial or business property, are an important form of 
return on investment. 


Offsetting expenses, such as 


taxes, interest on mortgages, fire insurance, repairs, 


depreciation, and costs incidental to the ownership 
of property are deducted and allowances have been 
made for vacancies and non-collection of rents on 
rented properties to obtain the net return. An es- 
timate of imputed rent for owner-occupied houses is 
also included. While a house is a consumption 
good, the occupation of it involves an addition to the 
income of the owner-occupant. 


The net imputed 


rental is estimated on the basis of actual rents paid 


for houses of similar type and location. 


TABLE No. 6— NATIONAL INCOME PAYMENTS TO INDIVIDUALS IN THOUSAND DOLLARS, 1919-1938. 


Salaries hits Other 
Year Total and is is Labour 
Wages Income 
1919 VA 3,987,837 2,037,886 66,186 289,106 
1920) 70Ei 4,460,061 2,487,404 67,340 100,123 
ODM tie, 3,802,253 2,100, 254 63,745 75,648 
O22 ae 3,686,618 2,033,191 59,841 65,710 
LOS ra ony 3,838,607 2,178,470 61,286 66,614 
1924 3,315,730 2,145,809 64,450 66,398 
NO Z5LN HI 3,908,301 2,208,727 64,985 65,816 
1926.07 e 4,142,572 2,363,226 71,211 67,822 
O27 tae 4,362,912 2,512,181 74,615 72,076 
POPS Hou Ae 4,642,649 2,695,160 81,450 78,760 
L929 ie 4,810,249 2,818,781 86,158 83,204 
1980S 4,578,579 2,645,650 82,834 99,607 
LOST Nee 4,041,077 2,300,218 66,440 129,546 
LOS 2 aa) 3,450,492 1,954,112 53,823 155,378 
NOSSh mess: 3,212,220 1,788,907 51,589 173,134 
1934 3. 3,400,314 1,919,345 53,470 210,678 
LOS Res 3,627,138 2,051,365 56,178 220,525 
1996: ("" 3,822,828 2,187,211 55,467 214,561 
1937p 4,200,251 2,450,637 58,644 222,451 
193825... 4,244,685 2,463,560 59,322 202,135 


Data: National Income of Canada, 1919-1938. Part I. 


ideas : tan N et Renae 

of Working we Bon an ortgage 
Proprietors Dividends Interest Interest 
1,196,565 111,788 98,334 187,972 
1,330,166 137,707 133,551 203,770 
1,085,889 115,767 144,588 216,362 
1,009,960 122,675 161,857 233,384 
1,036,630 117,848 140,693 237,066 
1,015,343 128,444 154,185 241,101 
1,024,275 136,586 166,800 241,112 
1,067,971 164,989 168,079 239,274 
1,123,930 163,261 174,259 242,590 
1,164,565 195,000 175,143 252,571 
1,186,303 193,610 186,470 255,723 
1,076,892 210,000 200,096 263,500 
897,314 189,000 203,360 255,199 
737,345 125,866 226,159 197,809 
699,698 107,200 231,663 160,029 
727,054 113,600 235,358 140,809 
769,141 131,500 239,391 159,038 
812,091 138,100 229,673 185,725 
877,911 159,700 225,227 205,681 
896,365 166,800 226,300 230,203 
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TABLE 7 — INCOME PAYMENTS BY PRODUCTIVE SOURCES AND BY TYPES FOR CANADA AND ; 
THE PROVINCES, IN THOUSAND DOLLARS, 1938. 


Prince New . British ; 
Nova - | Mani- | Saskat- S 
Canada | Edward : Bruns- | Quebec | Ontario Alberta | Colum- 
Island Scotia wick toba chewan bia 
All Industries j 
Salaries and Wages.............-- 2,463,560 8,460] 97,304} 66,741] 635,683]1,042,096] 149,743] 97,826] 132,262] 233,446 
Living Allowances. ........5. +205) @ 59,322 845 2,408 2,437| 18,744, 14,950 5,298) 7,100 q : 
Other Labour Income............- 202,135 609 3,458 4,718] 36,961) 72,020} 17,414) 31,352) 13,592) 22,011 
Withdrawals aie tava i ordet le cae 896,365 8,239] 36,666] 32,073] 195,499} 300,794| 58,774] 95,909] 96,143} 72,268 
Dividends and Interest............ 393,100 3,891] 13,953 9,474] 100,397| 207,006} 21,110 4,717 8,531] 24,021 
Other Property Income........... 230,203 1,110 9,330 6,002} 65,947) 96,494 8,937] 11,173] 12,063} 19,147 
otal e vtonte outs vee 4,244 685 23,154] 163,119] 121,445]1,053,231|1,733,360| 261,276) 248,077) 268,295] 372,728 
Agriculture : 
Salaries and Wages.............+- 72,400 637 1,410 1,740 5,930} 20,661 8,348} 13,159} 15,892 4,623 
Living Allowances............000- 47 502 765} 1,808; 11,9581 13,604] 12,028] 4,694] 6,336 4,962) 1,347 
Withdrawale Maer ii, ais pete cies 414,732 5,488} 15,442} 16,583] 75,317] 111,547} 31,395) 70,622) 68,481] 19,857 
Mortgage Interest..............-- 17,302 224 239 267 3,359 6,894 958 2,627 1,873 861 
Total 7 Te dh clhal! Wes laces 551,936 7,114] 18,899} 20,548} 98,210) 151,130) 45,395} 92,744) 91,208] 26,688 — 
Forestry f 
Salaries and Wages..............- 122,367 212 4,369 8,990} 39,923} 30,677 1,570 1,031 1,747| 33,848 
Living Allowances.............--- 106 2 5 3 70 14 1 I stecoistene ee 10. 
Other Labour Income............- SHOT eA Si 103 225 1,324 753 10 25 74 1,337 
Withdrawals Saacteamirn sul nit epi, 10,891 26 555 451 4,393 2,003 139 163 233 2,928 | 
Dividends and Interest............ 9,949 99 353 240 2,541 5,239 534 119 216 608 
otal ea ky sehr eae 147,164 339 5,385 9,909} 48,251) 388,686 2,254 1,339 2,270| 38,781 
Fisheries ;, 
Salaries and Wages..............- 9,980 317 2,447 1,230 418 771 299 96 484 3,918 — 
Living Allowances............000. 222 8 53 45 97 5 4 2 2 6 
Other Labour Income............. 217 11 93 48 TON abe ae eee Nerere esclee cil nisvesveceue ei ches ie erates 46 
Withdra wale! Selec on a aera ee 16,348 774 4,375 3,307 2,456 1,078 590 501 778 2,489 
Dividends:and) Interest... seen awh Scheels reistepes ae AG tlie tae SEED, MoE? [hk Mean aso cuetere ee a0 
Tota oe eye erae 26,799 1,110 6,969 4,631 2,998 1,871 895 599 1,265 6,461. i 
Trapping ¢ 
Salaries and Wages............... ps iy A Ae 12 26 46 36) 22 23 22 97 
Withdrawals secu. sah wet iciiate ts 5,841 5 237 536 941 733 453 477 450 2,009 
Total eieceeneee ables 6,125 5 249 562 987 769 475 500 472 2,106 
Mining f 
Salaries and Wages..............- 145,644].......... 19,933 1,557} 19,675) 58,500 4,680 2,417} 14,781) 24,101 
Other Labour Income............. SISOS ees Journ 526 43 527 1,190 24 53 472) 533 
Withdrawals. (ice wil tity cae SLAC A ckcovistelson es 100 63 709 2,503 1,053 211 874 8,754 
Dividends and Interest............ 57,602 570 2,045 1,388] 14,712) 30,333 3,093 691 1,250 3,520 
Motal Mis cardivs ete ts 215,381 570} 22,604 3,051] 35,623} 92,526 8,850 3,372} 16,877 31,908 -| 
Electric Power 
Salaries and Wages............... 27,149 73 1,026 609 6,396) 12,362 1,993 964 1,032 2,694 
Other Labour Income............. RUS NR AAA AA heb a 3 98 139 11 15 2 63 
Dividends and Interest........... 41,411 410 1,470 998} 10,576} 21,807 2,224 497 899 
onal yer pete eee 68,891 483 2,496 1,610} 17,070} 34,308 4,228 1,476 1,933 
Manufactures n.e.s. pi 
Salaries and Wages............... 609,608 537| 12,780 8,540) 182,491) 333,427] 27,002 6,631] 13,365} 24,835. 
Other Labour Income............. (Pal Sea aa 77 79 1,009 1,988 150 63 103 2 
Withdrawalsuaiiene rn sk inlay: 41,780 98 1,261 855} 12,333) 18,170 2,115 1,346 1,555 
Dividends and Interest............ 44,482 440 1,579 1,072} 11,361) 23,424 2,389 534 965 
Rota ae ean cen Users 699,591 1,075] 15,697| 10,546) 207,194) 877,009] 31,656 8,574] 15,988} 31,852 | 


@> Due to rounding, detailed amounts will not always add to grand totals. 


| 
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TABLE No. 7— INCOME PAYMENTS BY PRODUCTIVE SOURCES AND BY TYPES FOR CANADA AND 
THE PROVINCES, IN THOUSAND DOLLARS, 1938. — Continued. 


OOOO ————sSs—aOe>oaswoeoqo®oqo®yqyoyqo—sAahe.“=—sS~$=uq$0“O0 ee ——.eR.>—.—0—»-on———<_»>*>— 


Prince New . British 
Canada | Edward ova | Bruns- | Quebec | Ontario Mani- | Saskat- Alberta | Colum- 
Tsland Scotia aa toba | chewan big 
Construction 
Salaries and Wages..............05+ 112,595 453 6,411 4,853] 34,185) 45,306 4,012 3,447 4,487 9,441 
Other Labour Income. .....-.....5.. LOGO ee ea ai 28 92 522 1,023 26 31 73 174 
VADIOTAWOISS Mees ac akin eieiscke eves a's | 34,810 73 1,249 993 9,331} 16,558 1,565 790 1,112 3,139 
Dividends and Interest.............. 285 3 10 a as 150 15 3 6 18 
MO taltar reed tiaist. asec ois 149,659 529 7,698 5,945] 44,111) 63,037 5,618 4,271 5,678] 12,772 
Custom and Repair 
Salaries and Wages............----- 36,936 133 1,164 797 9,896} 15,893 1,976 1,308 1,662 4,107 
Other Labor INcome: . ase. - ements 150 1 5 3 40 64 8 5 7 17 
Witidrawels 0.0... sik. ee cee dese. 27,225 257| 1,198 831|  7,104| 9,875] 1,800] 2,031, 1,898] 2,231 
Dividends,and Interest..........:..: 4,549 45 161 110 1,162 2,395 244 55 99 278 
MO tale Cevcuuel ices free 68,860 436 2,528 1,741| 18,202} 28,227 4,028 3,399 3,666 6,633 
Steam Railways 
Salariessand! WAGER)... cijacer ss ee sie) 184,356 904 6,390 9,556} 44,2438! 56,572! 21,743} 14,659 14,971} 15,318 
Other Labour Income............... 9,563 47 331 496 2,295 2,934 1,128 760 777 795 
Dividends and Interest.............. 19,639 194 697 473 5,016} 10,342 1,055 236 426 1,200 
TEEN AS 9, EE en 213,558 1,145 7,418] 10,525} 51,554) 69,848) 23,926] 15,655 16,274) 17,313 
Electric Railways 
Salaries and Wages................-- Z2OWLO US Sead acte 347 135 6,209 7,800 1,414 262 734 3,200 
Other Labour Income............... ET Olesen 13 DS) 243 293 55 10 28 123 
Dividends and Interest.............- 3,561 35 126 86 910 1,875 191 43 77 218 
“Bayt he, bole Aes fe ere, 24,432 35 486 226 7,362 9,968 1,660 315 839 3,541 
Water Transport 
Salaries and Wages..............+5- 36,664 232 4,364 L174) 11579 9,118 495 101 162 9,439 
Other Labour Income............... olen 5 88 24 233 183 10 2 3 189 
VGA TA WISI: sestedace fad « ebetailie!ie n:(s).0 am te aie 1,580 21 223 64 472 407 6 15 9 363 
Dividends and Interest.............- 621 6 22 15 159 328 33 i 13 38 
“Ultiils Sicec Gcomeibds toe 39,602 264 4,697 1,277; 12,443) 10,036 544 125 187} 10,029 
Road Transport 
Salaries and Wages..............-5- 20, 256 38 604 388 7,509 7,265 1,078 622 930 1,822 
Other Labour Income............... 382 1 11 7 142 137 20 12 18 34 
WAGON AWAl Sista srealeNae sce easels 15,979 95 TA7 462 3,848 6,016 867 1,173 1,211 1,565 
BLO GEL ANSP choses nis teers 36,617 134 1,362 857} 11,494) 13,418 1,965 1,807 2,159 3,421 
Civil Aviation 
Salaries and Wages..............+-. TBS Leer aoehars 15 33 431 493 231 86 147 115 
WA ENOTAW AIS eee coisa Sistas Ceersié clay cso LUO etre ioe DNR oe stag nets 24 18 ff 24 21 23 
Matalin ee waon lacks oserce 2 VEGV AU lati eg 6 bec 17 33 455 511 238 110 168 138 
Storage 
Salaries:and Wages) csc ecccce ccc ONL) seaeer = 15 32 663 1,157 617 271 389 568 
Other Labour Income..............- O10) Baza er nned EAS TS oot Derma 3 6 4 2 2 3 
UEHARA WOlSehetatatei sister scares, cee ere A Oa sees 11 9 30 196 36 45 60 92 
Dividends and Interest.............. 495 5 18 12 126 260 27 6 11 30 
PT Oye rere edeeny «sic a teisace « 4,706 5 44 53 822 1,619 684 324 462 693 
Express 
Salaries and Wages.............---- 7,223 29 285 314 1,280 3,319 707 420 492 377 
Other Labour Income............... 169K eerer.te 7 ib 30 a 17 10 12 9 
ANGE Abb Soba eee 7,392 29 292 321 1,310 3,396 724 430 504) 386 
Telegraph 
Salaries and Wages................. 8,530 29 633 359 2,027 3,257 527 372 561 765 
Other Labour Income............... 291 1 22 12 69 ill 18 13 19 26 
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TABLE 7— INCOME PAYMENTS BY PRODUCTIVE SOURCES AND BY TYPES FOR CANADA AND 
THE PROVINCES, IN THOUSAND DOLLARS, 1938. — Continued. 


Prince New : British 
Canada | Edward a a Bruns- | Quebec | Ontario me Seen a Alberta | Colum- 
Island ee ick bia 
Telephone 
Salaries and Wages...............e. 26,020 68 762 566,  6,746| 11,376] 1,552 903) 1,147 
Other Labour Income............... 715 2 21 16 185 ol2 43 25 31 
Dividends and Interest.............. 9,980 99 354 241 2,549 5,255 536 120 216 
otal Ube! Sexe opis hues 36,715 169 1,137 823 9,480} 16,943 2,131 1,048 1,394 
Retail Trade 
Salaries and Wages................. 214,261 765 6,785 5,321} 49,685) 93,773) 15,514) 10,998) 11,979 
Other Labour Income............... 672 2 19 15 142 269 69 40 46 
Withdrawals. nee. acta ee eee 116,933 662 5,596 3,500} 29,166} 46,172 5,833} - 8,602 7,910 
Dividends and Interest.............. 12,174 121 432 293 3,109 6,411 654 146 264 
Woy ik ae ad a tke Pee ae 344,040 1,550} ° 12,832 9,129} 82,102) 146,625) 22,070] 19,786} 20,199 
Wholesale Trade 
Salaries and Wages...............-- 131,127 292} 3,224) 3,359] 34,489] 48,869] 14,830] 6,404 8,314 
Other Labour Income............... UST Ca eter 4 5 49 DO Nove Gare alin eave eal | ge eae ell eee 
Withdrawals ooticsk sa dee ae eee 14,993 89 414 286 5,129 5,918 1,381 296 493 
Dividends and Interest.............. 16,967 168 602 409 4,333 8,935 911 204 368 
Totals 3): Aue tance 163,200 549 4,244 4,059] 44,000) 638,777; 17,122 6,904 9,175 
Banking 
Salaries and Wagesi.. 6.0.) osm see ee 34,883 157 1,084 758 9,376} 14,710 2,206 2,095 2,021 
Other Labour Income............... 2) 732 12 85 59 735 1,152 173 164 158 
Dividends and Interest.............. 9,596 95 341 231 2,451 5,053 516 115 208 
sotal 25 Gh ihe a apron eee 47,211 264 1,510 1,048} 12,562) 20,915 2,895 2,374 2,387 
Trust Companies ; 
Salaries and Wages........... na ese 5,929 8 134 72 1,772 2,649 458 214 233 
Dividends and Interest.............. 1,940 19 69 47 495 1,022 104 23 42 
DO tales Suite AeA tein 7,869 27 203 119 2,267 3,671 562 237 275 
Stock and Bond Dealers 
Salaries and Wages................. 14,661 33 339 241 4,224 7,100 743 346 460 
Withdrawals sen 042 4yo oe eee 6,890 15 178 108 1,978 3,390 298 166 212 
Dividends and Interest.............. 2,709 27 96 65 692 1,426 145 33 59 
ADOtAL at: ey.) 5h eens 24,260 75 613 414 6,894} 11,916 1,186 545 731 
Loan and Mortgage 
Salaries and Wages................. 1,405 1 32 17 420 628 109 51 55 
Dividends and Interest.............. 1,425 14 51 34 364 750 77 17 31 
otal iat ccsaey ove rece 2,830 15 83 51 784 1,378 186 68 86 
Insurance 
Salaries and Wages................. 68,910 139 1,811 1,221} 19,688} 34,041 4,725 1,969 2,166 
Other Labour Income............... AUG ons i ole 8 5 86 146 20 8 9 
Dividends and Interest.............. 2,517 25 89 61 643 1,325 135 30 55 
1D i Se dive ee a 71,723 164} 1,908] 1,287] 20,417] 35,512} 4,880] 2,007 ~—«:2,230 
Real Estate 
Salaries and Wages................. DADO ates a 3 28 19 165 
Withdrawals eieceeee oie ts cts ee 3,482 2 68 322 
Dividends and Interest.............. 2,297 23 82 50 
Other Property Income............. 212,901 886 9,091 5,735} 62,588 10,190 
4 Wahi lies alk Ae SAE 221,139 911 9,269 5,844) 64,380 10,727 
Government 
Salaries and Wages................. 221,945 2,258 9,526 7,087| 52,572} 86,225 14,213 
Other Labour Income.....:..,...... 168,476 514 1,885 3,485] 28,316] 59,669 11,535 
Dividends and Interest......./...... 124,061 1,228 4,404 2,990} 31,685) 65,331 2,692 
Potality tees wi tev: 5 SoBe we 514,482 4,000} 15,815) 13,562) 112,573) 211,225 28,440 
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TABLE 7— INCOME PAYMENTS BY PRODUCTIVE SOURCES AND BY TYPES FOR CANADA AND 
THE PROVINCES, IN THOUSAND DOLLARS, 1938. — Continued. 


00598 0053.—.006++>S8>.60S——_—0868 8585858580056 


Prince y New : British 
Canada | Edward ova | Bruns- | Quebec | Ontario Mani- | Saskat- Alberta | Colum- 
felant Scotia wick toba | chewan hin 
Professional 
Salaries and Wages................. 68,142 260 2,471 1,686] 15,659} 30,959 4,136 3,334 8,472 6,165 
Living Allowances.................. 5,635 16 211 181 3,184 1,161 254 172 295 161 
Other Labour Incomes. 2c 4 «scr. ss. 1,092 4 40 27 251 496 66 53 56 99 
WVSb ROTA WAS Ay ful trols ae cect true oh os, « 85,281 403 2,838 2,566] 17,661) 38,546 5,589 4,542 4,690 8,446 
Dividends and Interest.............. 2,528 25 90 61 645 1,331 136 30 56 154 
BIRO USN pees oh ycks Siar te ath 162,678 708 5,650 4,521} 37,400} 72,493! 10,181 8,131 8,569] 15,025 
Education 
; Salaries and Wages 0... 06.05... wee: 91,336 479 4,028 2,642| 18,580} 38,717 6,056 5,097 7,675 7,252 
Living Allowances.................. 3,814 36 193 141 1,181 1,139 229 384 296 215 
Other Labour Income............... 1,175 6 52 34 244 493 78 78 98 92 
WWiubdrawealeawoe. tio aso Sees ach ts < 1,050 6 47 31 216 440 71 69 88 82 
Dividends and Interest.............. 5,675 56 201 iV 1,449 2,989 805 68 123 347 
ALOU, Hen tietehd doe ame eae 103,050 583 4,521 2,985] 21,670) 438,778 6,739 6,506 8,280 7,988 
Other Services 
Salaries and Wages................. 163,127 406 4,875 3,419) 49,044) 65,395 9,424 OMe 8,504) 16,688 
Living Allowances.................. 2,042 18 138 109 608 603 116 205 149 96 
Other Labour Income............... 1,325 3 40 28 399 530 76 44 69 136 
Waithdrawalstee ss. 22 peer 2 89,185 225 2,125 1,393} 23,717) 35,892 5,349 4,575 6,246 9,663 
Dividends and Interest.............. 18,605 184 660 448 4,752 9,798 999 223 404 1,137 
Otel. BeRor: ei. . 274,284 836 7,838 5,397} 78,520} 112,218! 15,964; 10,419] 15,372] 27,720 


St et 


CuHapTEeR IV 


Personnel 


A summary of the personnel is an essential step in 
a study of the structure of the Canadian economy. 
The income of the country is dependent upon the 
volume of production which in turn is greatly affected 
by the number engaged. 


The gainfully occupied may be segregated for 
analysis into three classes. The working proprietor 
or enterpriser is a person conducting an enterprise 
which he controls. Some enterprisers have other 
persons working for them. Others are independent 
workers like many farmers, small retailers and doc- 
tors. The essential fact distinguishing the enter- 
priser from the employee is that he takes the risk of 
the enterprise and does not receive for his services a 
fixed rate of compensation. The difference between 
the “employee” and the so-called “unpaid labourer’ 
is that the latter receives no fixed remuneration in 
cash, the payment being limited to a living allowance 
mainly in kind. 

ScaLe FoR DETERMINATION OF THE NUMBER OF PRODUCING AND 
Consumine Units. 


Source: Population Trends in the United States, 
Pages 168-172. 


a 
ool ee 


Producing Units Consuming Units 


Weights Assigned to | Weights Assigned to 
AGE Different Ages Different Ages 

Male Female Male | Female 
Oe Areca siege 0.00 0.00 0.303 0.30 
aN veiineiie ttle ui 0.00 0.00 0.40, 0.40 
OHV War Wie an 0.00 0.00 0.60 .60 
BST O Sa Arran Ns 0.50 0.25 0.85 0.75 
Q0- 2A eA eisai 1.00 0.50 1.00 0.80 
DE OO NE Oe ch siaies esis 1.00 0.50 1.00 0.80 
BOSSE eiecsebne 1.00 0.50 1.00 0.80 
Bhi UA area 1.00 0.50 0.95 0.80 
AOA UNE Ne Mets lave 0.80 0.40 0.90 0.75 
SB-CL tele oe oe 0.60 0.30 0.85 0.70 
O5= CEs. Sei ae ee ts 0.40 0.20 0.70 0.65 
(te eae ara o AE Ne 0.10 0.00 0.55 0.55 
Unknown......... 0.75 0.40 0.80 0.70 
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The process of estimating the number of producing ; 
and consuming units consists of two steps. The 
percentages appearing on page 36 of the Canadian — 
Life Tables, Census of Canada 1931, were applied to — 
data in tables commencing on page 404 of Volume 1, — 
Population Census of Canada for the same year. 
The result was comprehensive data by age and sex — 
by years from 1919 to 1940. The scales appearing 
on pages 166 to 171 of “Population Trends of the 
United States” by Thompson and Whelpton were 
then applied to obtain the number of consuming and t 
producing units, year by year from 1919 to 1940. 


It was estimated that slightly more than one-third _ 
(34.4 per cent) of the population was gainfully oc-_ 
cupied on a full-time basis during the inter-war 
period. As the growth in the population was more 1 
rapid, the proportion engaged in productive enter- ] 
prise was considerably less during the latter part of 
the period than in the years immediately following _ 
the last war. Even from 1919 to 1929 the propor- — 
tion receded from 38.6 per cent to 37.3 per cent, but — 
the important shift came in the last decade with a 
percentage of only 32.9 in 1938. This relative in- 
crease in the idle population had a significant bearing — 
upon the problem of the potential manpower for — 
war activities, and by the end of 1942 a high propor-_ 
tion of the population actively participated in pro-— 
ductive pursuits in addition to heavy enlistment in — 
the armed forces. + 


Classification of the population and the rates of — 
remuneration are given from 1919 to 1938 in Table — 
8 and Chart 10. : 


Considerable information is given regarding the | 
number of the gainfully occupied during 1938 classi- — 
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Chart 10 
NUMBER OF CONSUMERS 
AND 
PRODUCERS IN CANADA 
1S19 —-1938 
MILLIONS (See Table 8) MILLIONS 
2 


1919 '20 
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TABLE 8— CANADIAN PERSONNEL WITH RATES OF REMUNERATION, 1919-1938. 


Annual 
é Consuming | Producin: Annual Unpaid Rates 
Year Population Diits gs rene 8 Employees Rates Tahoce of Living 
Allowances 
000 000 000 000 $ 000 $ 
8,311 5,914 3,446 1,937 1,052 227 291 
8,556 6,025 3,511 2,067 1,203 236 286 
8,788 6,132 3,566 1,819 1,154 257 248 
8,919 6,197 3,631 1,851 1,098 256 234 
9,010 6,370 3,699 1,928 1,130 251 245 
9,143 6,491 3,765 1,893 1,134 266 242 
9,294 6,611 3,838 1,937 1,140 269 242 
9,451 6,719 3,892 2,030 1,164 290 246 
9,637 6,839 3,965 2,132 1,178 303 247 
9,835 6,966 4,043 2,261 1,192 324 252 
10,029 7,091 4,128 233i 1,209 340 254 
10,208 7,167 4,200 2,292 1,154 357 232 
10,376 Giles 4,337 2,084 1,103 334 199 
10,506 7,485 4,413 1,939 1,008 332 162 
10,681 4,494 1,910 937 329 157 
10,824 7,704 4,568 2,020 950 326 164 
10,935 7,843 4,656 2,097 978 329 171 
11,028 7,915 4,726 2173 1,006 335 166 
11,120 8,009 4,796 2,303 1,064 336 175 
11,209 8,110 4,871 2,288 1,077 339 175 


Data: National Income of Canada, 1919-1938, Part I. 


‘TABLE 9 — THE GAINFULLY OCCUPIED ON FULL-TIME BASIS BY INDUSTRIAL GROUPS, STATUS AND 


473 


PROVINCES, 1938. 


Prince 
Edward 
Island 


Nova 
Scotia 


ew 
Bruns- | Quebec | Ontario 
wick 


Mani- 
toba 


Saskat- 
chewan 


British 
Alberta Colum- 


Canada 
Agriculture, Employees................. 141,394 
Working Proprietors... dices) e6s<: 663,648 
No: Pays) .S ek <4): Te the coches RN 285,104 
OAS I Se <3 0, a 1,090,146 
Forestry Primary, Employees............ 75,922 
Working Proprietors................ 5,317 
INICTLEE ET, Src entnehc BOTH Oe 1,201 
i NG ae a 82,440 
Forestry Secondary, Employees.......... 62,125 
Working Proprietors: . o...¢ 0 + oct: 2231 
GROEN lee orca ESI ae 64,356 
Fisheries Primary, Employees............ 10,742 
Working Proprietors... .)....-000b.-.: 26,610 
NOR AVS Stee fs Catteiaee occ Ae 3,790 
ALOUTA Gaia 5 5 sees Bia Oe 41,142 
Fisheries Secondary, Employees.......... 5,177 
Working Proprietors... 6.6 +s. sas es 183 
Louale waite fs Le 5,360 
Hrapping Employees.) \...00. ibe eee 649 
Working Proprietors................ 9,217 
Motals2. Ae ..< ha 9,866 
Maning Hmaployeestuy si)... 223.04. «leche 107,275 
Miorlang Proprietors. <...2% «66 be <0 4,892 
SUCUENN, 5 ee Be ee cee 112,167 
Electric Power Employees............... 17,929 
TRON Css G8 Oe ES eo 17,929 
Manufactures n.e.s. Employees.......... 557,221 
Working Proprietors................ 22,188 
ARCA, ofss Sone One Re 579,409 
Construction Employees................ 121,913 
Working Proprietors................ 25,278 
Reels Ae 147,191 
Custom and Repair Employees.......... 41,972 
Working, Proprietors. 24....:.-....-. 28,840 
TEGAN ob DR oa eee 70,812 
Steam Railway Employees.............. 120,731 
PROUA Marre eee ls sus ete Nels 120,731 
Electric Railway Employees............. 14,323 
OE ee 23) ea 14,323 
Road Transport Employees.............. 20,797 
Working Proprietors................ 14,990 


BL ObALG Ts sais iivicis ck ars 20 35,787 


2,837 
26,396 
10,637 


39,870 


3,801 
366 
55 


4,229 


3,339 
26,703 
12,882 


42,924 


6,553 
281 
38 
6,872 
4,635 
122 
4,757 
1,642 
5,682 
765 


8,089 


825 
23 


848 


60 
904 


964 


3,042 
74 


3,116 
504 
504 


8,364 
528 


8,892 


5,889 
582 


6,471 


1,056 
977 


2,033 
6,372 
6,372 
125 
125 


476 
521 


997 


219,383 


23,577 
2,050 
837 


26,464 


23,711 
1,004 


24,715 


775 
5,119 
1,660 


7,554 


20,829 
484 


21,313 
4,405 
4,405 


186,468 
7,217 


193,685 


40,465 
6,141 


46,606 


11,856 
7,952 


19,808 
28,793 
28,793 
4,724 
4,724 


7,561 
3,550 


11,111 


279,685 


18,901 
929 
142 


19,972 


17,355 
53,121 
28,278 
98,754 
1,377 
52 

13 
1,442 


27,471 
132,003 
39,599 


199,073 


288,600 
9,087 


297,687 


46,085 
12,025 


58,110 


16,025 
9,765 


25,790 
36,369 
36,369 
5,338 
5,338 


7,594 
5,499 


13,093 


14,626 
1,140 
1,140 


1,110 
820 


1,930 


11,705 


4,578 
2,317 


6,895 
10,249 
10,249 

2,098 

2,098 


1,621 
1,279 


2,900 
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TABLE 9 — THE GAINFULLY OCCUPIED ON FULL-TIME BASIS BY INDUSTRIAL GROUPS, STATUS AND 
PROVINCES, 1938. — Continued. 


New 3 British 
Mani- | Saskat- 
Nea Quebec | Ontario tabs chewed Alberta ae 


a i | a | 


Water Transport Employees............. 1,016 8,478 6,746 325 107 126 6,155 
Working Proprietors................ 827 RY) 244 213 3 11 5 167 
Total... .eeevtteonioee ee 1,055] 8,722} 6,959 328 118 131 6,322 
Civil Aviation Employees............... 26 273 328 129 52) 87 91 
Working Proprietors................ 763) Wa ns) RP bed Be AE sae 13 12 4 14 12 18 
Totaly :)tas. cece: 26 286 340 133 66 99 109 
Storage Employees. 6.0) «'sbe0iec) lee Uae cies 21 541 931 602 215 279 446 
Working Proprietors................ 3 13 85) 19 19 23 39 
otal |) Mecsas 24 554 1,016 621 234 302 485 
Express Employees.........--.0200+e00 215 825 2,237; 420) 250) 309) 226 
Totaly Brera vaeten ae 215 825) 2,237 420 250) 309 226 
Telegraph Employees..............+...: 294 1,618 2,549) 392) 270 410 566 
Total i).\foia! ss os eeeae 294, 1,618) 2,549 392) 270 410 566 | 
Telephone Employees................+-: 575 4,181 7,101 1,090) 627 1,070 2,445 
Total (teh vegan eeeele 575} 4,181} (7, 101 1,090 627, 1,070) 2,445 
Retail Trade Employees. ............... 6,501] 58,284} 100,236} 16,018} 11,793} 11,842} 19,908 
Working Proprietors................ 7 3,694] 27,666} 39,465 6,327] 7,416 6,508 9,693 
Total ei.) Peeves antes 10,195} 85,950} 139,701) 22,345) 19,209) 18,350} 29,601 
Wholesale Trade Employees............. 2,697; 24,409] 33,820) 10,158 4,706 5,568 7,635 
Working Proprietors. .\.22..... 0h 244, 2,187) 3,132) 1,036 346 452} 1,082 
Totally. We ie) eae 2,941) 26,596] 36,952) 11,194) 5,052} 6,020) 8,667 
Banking Employees 02h ))ici). 2. aeideealelsts 630) 6,935} 10,264 1,463 1,415 1,369 1,691 
Petal’. 6 Pine wnt eet 630] 6,935} 10,264 1,463} 1,415) 1,369] 1,691 
Trust Companies Employees............. 51 1,112 1,592 269 131 140 274 | 
Potala ae ana 51 1,112} 1,592 269 131 140 274 
Stock and Bond Dealers Employees 162 2,093 4,002 391 252) 279) 799 
Working Proprietors................ 57 777 1,483 130 95) 103 296 
otallicbic ect mcpye ner 219} 2,870) 5,485) 521 347, 382} 1,095 
Loan and Mortgage Employees.......... 12 263 378 64 31 33 65 | 
Potash) ees ee 12 263 378 64 31 3 | 
Insurance Employees............+-++-+- 624 9,583} 16,545 2,330 907 980 
Total eek oles a ceiee ate 624, 9,583) 16,545) 2,330 907 980 
Real Estate Employees...............5- 13 312 700 169 89 115 
Working Proprietors ..; 7-75... oer re 23 380 845 157 197 213 
Total aiid tance oe 36 692} 1,545) 326 286 328 
Government Dominion Employees........ 2,052 9,891] 24,732) 3,285 3,122 3,289 
otal a: Rertich sok weer 2,052} 9,891} 24,732) 3,285] 3,122) 3,289 
Government Provincial Employees....... 1,832} 11,527) 10,132 2,137 3,962 2,891 
Totalina ae corase ese oie 1,832} 11,527} 10,132} 2,137) 3,962; 2,891 
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TABLE 9— THE GAINFULLY OCCUPIED ON FULL-TIME BASIS BY INDUSTRIAL GROUPS, STATUS AND 
PROVINCHS, 1938. — Concluded. 


Prince New : British 
Nova : Mani- | Saskat- 
Canada | Edward : Bruns- | Quebec | Ontario Alberta | Colum- 
Talana Scotia wick toba | chewan tia 
Government Municipal Employees....... 52,506 151 1,327 930} 17,204) 20,223 2,94 2,007 2,983 4,739 
AN lcd Bead oem 52,506 151 1,327 930} 17,20 20,223 2,94 2,007 2,983 4,739 
Professional Employees................. 73,192 371 3,015 1,747; 18,411; 30,895 4,593 3,848 3,728 6,584 
Working» Proprietorsee.. ... co. ea. 6: 44,767 303 1,695 1,302} 10,165} 18,821 3,037 2,568 2,465 4,411 
NORE AVS tet cdelepe te papa chet. nal are.e wlcd a « 22,539 63 841 705) 18,765 4,263 897 574 968 463 
PO tellin rn eves.es lak ccccmd 140,498 737 5,551 3,754] 42,341) 53,979) 8,527 6,990 7,161) 11,458 
Education Employees...............-... 72,445 680 3,662 2,680} 22,442) 21,636 4,354 7,295 5,617 4,079 
Working Proprietors................ 868 8 44 32 270 259 87 67 49 
INGPE AYA rere ie ee oe nee 15,254 143 771 565 4,726 4,556 915 1,536 1,183 859 
Potala oe eet 88,567 831 4,477 3,277| 27,438) 26,451 5,321 8,918 6,867 4,987 
Other Service Employees................ 235,956 645 1,071 7,899) 76,502} 89,157) 15,542) 12,320) 12,382) 20,438 
Working Proprietors................ 92,612 462 3,258) 2,283) 25,270} 33,408 6,133 7,235 6,321 8,242 
NOPD AVS AME Cee eee puso ade co's 11,600 101 784 619 3,448 3,428 661 1,166 847 546 
Total yeh: eee oe 340,168 1,208 5,113] 10,801) 105,220) 125,993] 22,336) 20,721) 19,550) 29,226 
Grand Totals—Employees............... 2,287,980} 10,180} 89,790) 72,859) 640,796] 904,221) 137,195) 108,555) 123,377} 201,007 
Working Proprietors................ 1,063,871} 14,713) 49,573) 44,074} 219,230} 310,889] 77,936) 156,742) 122,292) 68,422 
INOVPAYS senso ices ois 0 as 339,488 5,283] 13,991) 15,574) 114,532) 78,200) 30,834] 42,918) 30,453 7,703 


Tota ey. i's Perv, 0 4h 3,691,339) 30,176) 153,354) 132,507) 974,558/1,293,310| 245,965) 308,215) 276,122) 277,132 


CHAPTER V 


Distribution by Income Classes 


Interest attaches to the distribution of income 
recipients in Canada according to the size of income. 
Basic data bearing on this topic is presented by the 
decennial Census and by the records of the Income 
Tax Division. The distribution of employees by 
size of earnings was reported on page 78 of Volume 
5 of the Census of Canada, 1931. The Income Tax 
Division presented a frequency table showing the 
number of individual tax-payers by income groups 
for the same calendar year. 


A ten per cent sample of wage earners classified by 
amount of wages was taken by hand count in con- 
nection with the decennial Census of 1941. Income 
tax data is presently available for the calendar year 
1938. Thestatistics are presented in Tables 10 to 13. 
Corresponding information regarding the provincial 
distribution by income classes may be obtained from 
the same sources. 


The census citations, being limited to the salaries 
and wages received by employees, apply in the main 
to the lower income brackets. The information from 
income tax sources, on the other hand, is applicable 
to the middle and upper brackets, the lower income 
recipients being eliminated by the exemption regula- 
tions. By means of the two tables, the general total 
of national income and the principle enunciated by 
Pareto’, it is possible to prepare a conjectural estim- 
ate of the income distribution of the Canadian people 
at decennial Census periods. Assuming that the 

income recipients numbered slightly more than four 

million in 1930-1931, the method leads to the conclu- 
sion that only about 1,500,000 were receiving more 
than $1,000 each. The sample table indicates that 
about one million employees received more than 
$1,000 in 1941. The number of persons paying 
income taxes was 293,000 in 1938, the exemptions 
having been $1,000 for single persons and $2,000 for 
married. Many others in the intermediate brackets 
were excluded due to the support of dependents. 
No account is taken in the sample table of workin g 
proprietors or so-called unpaid labour receiving 
living allowances in kind. 


1See: ‘‘Manual’’ by Vilfredo Pareto and discussion commencing page 344 
eae in the United States’, by National Bureau of Economic Research, 
ew York. 


A. — DISTRIBUTION OF CANADIAN INCOME 
DURING 1931. 


TABLE 10—EMPLOYEES TEN YEARS OF AGE AND OVER, ~ 
BY EARNINGS GROUP AND SEX, IN CANADA, 1931. 


Source: Census of Canada 1931, Volume 5, Tables 25 and 26, 


page 78. 
Total Male Female 
Earnings Group M a x 
er er ‘er 
Number aut Number cont Number cent 
Totale:..2) 28 2,570,097} 100.00} 2,022,260) 100.00) 547,837} 100.00 
None ....... 67,677; 2.63 60,520} 2.99} 7,157) - 1.31 
$ 1-$ 49.... SU s(oanle ce 18,332} 0.91) 18,041) 2.38 | 
50- 449....] 795,576) 30.96) 562,608} 27.82] 232,968} 42.53 
450- 949 721,945) 28.10) 537,705] 26.59] 184,240} 33.63 
950-1,449 472,615} 18.39} 400,778] 19.82) 71,837) 138.11 
1,450-1,949 212,742} 8.28! 198,569! 9.82! 14,173) 2.59 
1,950-2,949....| 117,024) 4.55} 112,539} 5.57} 4,485) 0.82 
2,950-4,949.... 44,356] 1.72 43,852] 2.17 504; 0.09 
4,950-6,949.... 8,283} 0.32 8,243} 0.41 40| 0.01 
6,950-9,949.... 2,748} 0.11 2,737; 0.14 ll 2) 
9,950 and over. 2,075} 0.08 2,074, 0.10 1 @) 
Not stated..... 93,683] 3.64 74,303} 3.67] 19,380) 3.54 


(@) This group contains wage-earners reporting no earnings on account of 52 
weeks of unemployment. 


(2) Less than one hundredth of one per cent. 


TABLE 11 — NUMBER OF INDIVIDUALS AND AMOUNT 

OF TAX PAID UNDER THE INCOME TAX ACT OF 1917 

DURING THE FISCAL YEAR 1932-1933 CLASSIFIED 
ACCORDING TO INCOME GROUP. 


Source: Incomes assessed for Income War Tax in Canada, 1933. . 


Per Per 
Income Group Number ant Amount col 

Under $2,000. .. 63,276 | 37.90 416,776 1.58 | 

$2,000- 3,000. .. 29,156 | 17.46 453,936 1.72 

3,000- 4,000. .. 27,546 | 16.50 538,647 2.04 
4,000- 5,000. .. 15,760 9.44 559,397 2.12 — 
5,000- 6,000. . . 8,951 5.36 573,859 2.18) | 
6,000- 7,000. .. 5,556 Silas 570,900 2 Me | 
11,000= 8,000): ceteris at 3,481 2.08 513,383 1.95 — 
8,000- 9,000.............. 2,580 1.54 560,968 2.18 | 
9,000-10,000. . . 1,962 1.18 562,341 2.13) | 

10,000-15,000. . . 4,577 2.74) 2,405,573 9.14 

15,000-20,000. .. 1,653 0.99 1,980,689 7.52 
20,000-25,000. .. 872 0.52 1,903,341 7.23 | 
25,000-30,000. . . 483 0.29 1,568,725 5.95 
30,000-35,000.. . 333 0.20 1,528,988 5.80 | 
35, 0,000. .. 169 0.10 986,314 3.74. | 
40,000-45,000.............. 130 0.08 855,278 3.25 | 
A5;000-50/000) A ieetaus eae 97 0.06 768,749 2.92 | 
50,000 and over............ 390 0.23 | 9,032,358 | 34.29 © 
i RESET a 
Totalse: co areleents oak: 166,972 | 100.00 | 25,780,222 | 97.86 | 

Unclassified:)../09 352.0. — -- 564,750 14 
Gross Total................] 166,972 | 100.0 | 26,344,972 | 100.00 | 
Deductions ese 6 wiaeacsee — — 385,506 

Net Total .cc.8.02 ect) 200;0 724120020 25,959,466 


B. — DISTRIBUTION OF CANADIAN INCOME 
IN RECENT YEARS. 
TABLE 12 — EMPLOYEES FOURTEEN YEARS AND OVER, 
CLASSIFIED ACCORDING TO SEX, SHOWING THE 


NUMBER AND PER CENT DISTRIBUTION BY EARNINGS, 
IN CANADA. 


Census of 1941. 
(Ten p.c. sample hand count of earnings) 


Total Male Female 
Earnings Group 
Number EN Number et Number ke 
Potala ae. 286,462 | 100.0 | 216,471 | 100.0 | 69,991 | 100.0 
$ 0-$499....] 102,885 | 35.9} 64,187] 29.5 | 38,698] 55.0 
500- 749....| 44,867 | 15.7] 29,180] 13.4 | 15,687] 22.4 
750- 999....| 36,317] 12.7] 27,624] 12.7] 8693] 12.5 
1,000-1,249....] 37,404} 13.0] 33,427] 15.5 | 3,977 5.8 
1,250-1,499....| 18,999 6.6 | 17,690 8.2 | 1,309 1.9 
1,500-1,999....| 26,878 9.4 | 25,672) 11.9 1,206 1.8 
2,000-2,499....| 10,202 3.6 9,906 4.6 296 0.4 
2,500-2,999.... 3,448 1.2 3,379 1.6 69 0.1 
3,000 and over. 5,462 1.9 5,406 2.5 56 — 
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TABLE 13 — NUMBER OF INDIVIDUALS AND INCOME 
TAX PAID DURING THE FISCAL YEAR 1939-1940 CLAS- 


SIFIED ACCORDING TO INCOME GROUP. 
Souree: Dominion Income Tax Statistics, 1939-1940. 


Income Group Number | Per cent ee ee Per cent 
Under $2,000. ............] 124,182 | 42.35] 1,284,790 2.50 
$2,000- 3,000... 68,420 | 23.34 | 1,365,615 2.65 
3,000- 4,000. . 39,700 | 13.54 | 1,583,628 3.08 
A000 5000 se res we sapere 19,409 6.62 | 1,510,261 2.93 
5,000- 6,000 11,563 3.95 | 1,603,960 3. 12 
Gi000-- 000 ae om oo 7,243 2.47 | 1,506,303 2.93 
7,000- 8,000 4,924 1.68 | 1,430,861 2.78 
8,000- 9,000............. 3,355 1.15 | 1,299,054 2.52 
9 000=10;000 es. tes «acorns 2,534 0.86 | 1,244,215 2.42 
10,000-15,000 6,409 2.19 | 5,384,818 | 10.46 
15,000-20,000 2,408 0.82 | 4,214,908 8.19 
20,000-25,000............. 1,084 0.37 | 3,302,392 6.42 
25,000-30,000 582 0.20 | 2,619,146 5.09 
30,000-35,000............. 351 0.12 | 2,092,002 4.06 
35,000-40,000 240 0.08 | 1,833,268 3.56 
40,000-45,000............. 169 0.06 | 1,593,916 3.10 
45,000-50,000............. 91 0.03 996,269 1.93 
50,000 and over. . 483 0.17 | 16,606,971 | 32.26 
Total. ...............] 293,097 | 100.00 | 51,472,377 | 100.00 
Nitaclassiitedenrs cet ats eee — _ 132 — 
Gross Total...............] 293,097 — 51,472,509 | 100.00 
DEAUICHIOUS eMart as eee — — 918,659 — 
Net Total... .....|) 293,097 —_ 50,553,850 — 


CHAPTER VI 


Provincial Distribution 


Owing to the variety of climatic conditions and the 
differences in physical environment and natural 
resources, together with certain historic factors 
governing the distribution and composition of the 
population, the various sections of Canada have 
developed along distinctly different economic lines. 


In the use of the estimates of provincial distribu- 
tion, it is helpful to have a broad perspective of the 
factors determining the relative size of the incomes 
of different areas of the country from year to year. 
One of these factors determines the long-term posi- 
tion of each province as a producer of income. The 
natural resources, the proximity of transportation 
facilities, the composition of the population, the 
advantages gained by priority of settlement and 
development, are prominent among the fundamental 
factors determining relative economic importance. 
In general, it may be observed that large populations 
and high population density are associated with high 
average income. 


The provincial distribution of income payments 
from 1919 to 1988 is presented in Table 14. During 
the twenty years, nearly 68 per cent of the total in- 
come payments in the Dominion were received by 
the residents of Ontario and Quebec. Each of the 
four Western Provinces received from 6.9 per cent 
to 8.5 per cent, while the combined receipts of the 
Maritime Provinces amounted to 7.2 per cent of the 
whole. 


Despite the severe economic depression of the 
thirties, income receipts in Quebec and Ontario 
averaged slightly greater in the decade from 1929 
to 1938 than in the period from 1919 to 1928 inclu- 
sive. The decline in the Prairie Provinces, especially 
in Saskatchewan, was of considerable proportions. 
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Minor declines ranging from 1.6 per cent to 5.2 per 
cent were recorded in the Maritime Provinces and in 
British Columbia. 


The percentage increase in payments from 1933 to 
1937 is a rough measure of variability. According to 
this criterion, fluctuations were extreme in British 
Columbia, where the gain during the four years was 
37.2 per cent. The increase in Quebec and Ontario 
was 33.3 per cent and 32.6 per cent, respectively. 
New Brunswick also recorded marked recovery, the 
increase having been 30.4 per cent, while the gain in 
Nova Scotia was nearly 30 per cent. The advances 


in the Prairie Provinces ranged from 20 per cent to — 


24 per cent. The least variation in this respect was 


shown by Prince Edward Island, where the advance ~ 


was only about 14 per cent. 


The annual average share of individuals in income — 


payments by provinces, during the two decades, is 
indicated in Table 15 and Chart 11. 


For Canada — 
as a whole, these per capita income payments aver- 
aged $447 for the first decade from 1919 to 1928, and — 


$370 for the second decade from 1929 to 1938. . 


This is a decline of $77 or 17.2 per cent in the second 
decade as compared with the first. The figures show 
that Manitoba, Saskatchewan and Alberta enjoyed 
relatively high per capita income payments during 


the first decade and that, although they experienced _ 
a marked decline in the second, only one of them, — 
Saskatchewan, fell much below the average of $370 — 


| 


for the nine provinces. The extraordinary drought — 
in certain areas in Saskatchewan would account for — 


the greater decline in that Province. 
Provinces and Quebec showed lesser fluctuations. 
Ontario and British Columbia were well above the 
average in both decades. 


The Maritime — 


479 


Chart it 
PER CAPITA INCOME PAYMENTS 
Bay" Ea: ON TNO GETS 
AF fer adjustment For the International Balance 
Dividends and Interest 
(See Table |5) 

fe od B 
300 300 
2002 200 

oO (a) 
500 500 
400% 400 
300 300 

Oo oO 
600 600 
500 500 
+00 400 
300 300 


Ceara) } ] 
1919 20 25 30 35 38 
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TABLE 14 — AGGREGATE INCOME PAYMENTS IN THOUSAND DOLLARS, BY PROVINCES, 1919-1938. 
(After adjustment for the international balance on dividends and interest). 
Prince @ 
Year Edward Nova New Quebec Ontario Manitoba Saskat- Alberta British 
Island Scotia Brunswick ; chewan Columbia 

TO UG Seer ak 22,735 183,160 126,478 835,841 1,467,727 320,270 351,664 324,561 355,401 
19202500. 24,861 192,708 132,682 984,853 1,667,731 349,167 389,437 364,604 354,018 
ARPA See 20,945 154,436 102,405 817,727 1,430,455 308,799 359,644 304,167 303,675 
1922 ye 20,844 141,715 100,435 806,598 1,434,808 281,206 323,160 271,188 306,664 
1923 ete. ae 21,847 144,966 107,485 858, 281 1,499,989 272,580 319,018 296,316 318,125 
1024 ee 21,639 140,930 104,945 865,817 1,501,068 269,764 310,228 275,219 326,120 
1O25 Re eae sea 22,695 142,095 110,595 899,364 1,522,967 278,141 314,119 279,620 338,705 
19262-.-0. 4 24,190 152,663 112,857 977,925 1,609,762 290,362 329,973 287,113 357,787 
102 (eee 24,428 156,697 120,951 1,034,015 1,688,858 300,994 344,036 313,118 379,815 
ODS ea dt ee 26,334 168,287 127,000 1,097,050 1,819,667 322,045 Boo; oL2 825,742 401,212 
TOG RS on oe 27,169 181,812 134,332 1,147,839 1,894,096 323,157 347,064 335,118 419,662 
1OSO ec 26,910 171,563 130,399 1,117,246 1,799,489 310,945 313,593 315,227 393,207 
UGS las are: 23,710 150,823 113,243 992,102 1,616,681 271,136 262,716 271,083 339,583 
OSD Ree Ace: 19,467 128,532 96,518 841,304 1,391,354 228,662 215,438 234,088 295,129 
O33 eer 19,782 123,000 92,940 789,737 1,301,789 207,371 194,934 214,427 268, 240 
TOS4 Ress 19,350 129,647 97,301 815,077 1,403,671 213,200 219,571 216,798 285,622 
LOS Hares: 20,634 138,678 103,858 870,484 1,491,607 225,484 230,493 235,956 309,944 — 
1LOSGR ee 21,188 148,087 wD IS 4 931,717 1,563,778 241,021 231,085 240,242 334,556 
LOS Teas ances 22,530 159,684 121,180 1,052,542 Ws 2d 752 257,136 240,137 257,336 367,954 
TOSS ence 23,154 163,119 121,445 1,053,231 1,733,360 261,276 248,077 268,295 372,728 
Averages 
1919-1938... 22,721 153,627 113,410 939,438 1,578,030 276,640 294,985 281,061 341,407 
1919-1938... 0.57% 3.838% 2.83% 23.48% 39.44% 6.92% 7.37% 7.08% 8.538% 
1919-1928... 23,052 157,760 114,583 917,747 1,564,303 299,333 339,659 3038, 265 344,152 
1929-1938... 22,389 149,495 M2 237, 961,128 1,591,758 253,947 250,311 258,857 338,663 
P. C. Change 

1937 

7933 +13.9 +29.8 +30.4 +33.3 +32.6 +24.0 +23.2 +20.0 +37.2 


—— = tea ee . - eee a =i 


@) Includes the Yukon and the Northwest Territories. 
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TABLE 15— PER CAPITA INCOME PAYMENTS IN DOLLARS, CANADA AND THE PROVINCES, 1919-1938. 
(After adjustment for the international balance on dividends and interest). 


Prince New : British 
Nova : ‘ Saskat- 3 
Year Canada Edward : Bruns- uebec Ontario | Manitoba Alberta | Columbia 

> Toland Scotia mak Q chewan a) : 
TROT AD, cin ee aa eo 480 255 361 339 374 526 555 502 600 709 
TOQZO Re Pts §21 279 373 348 428 583 588 534 645, 681 
C051, sqeen eeme 433 235 295 264 346 488 506 475 517 566 
VCR” eae eee: ae 413 234 271 258 335 481 457 420 458 555 
LBS VO ee ae 426 251 280° 276 351 498 440 410 500 561 
NOD. cis cons a aise 417 252 273 268 347 491 432 392 461 559 
NR he cis age Spgs 421 264 276 281 353 490 440 390 464 565 
(CANS, een 438 278 296 285 376 509 454 402 472 579 
LSP. ee eee eee 453 281 304 304 389 525 462 409 495 597 
NOOR AA. et a sk. 471 299 327 317 404 555 485 412 495 613 
(O20 VR are ao eee 480 309 353 333 414 568 477 393 490 624 
TIO boe Boo oe eee 448 306 334 321 395 531 451 347 445 571 
ISL. os 8 Baa ere 389 269 294 278 345 471 ' 387 285 370 480 
NOS DR Nes) Rbk bie 328 219 248 234 289 400 323 231 316 411 
IMSS). he ae 301 222 236 221 266 365 292 209 287 369 
NSE Cenc iorcls ie ie 314 217 247 229 270 387 300 236 287 386 
HOS BMGs i. Ste fab.» 332 232 263 242 284 406 317 248 309 406 
LOSG Race PSE « 347 230 276 256 301 424 339 248 311 438 
ORY ae oe eee 378 242 295 275 336 464 359 256 331 481 
TICS So aiaies es on ee pat 379 246 298 273 332 465 363 264 343 481 

Averages 

TOT9=1938 gens... 408 256 295 280 347 481 421 353 430 532 
TOMO NODS nie sieacece en 447 263 306 294 370 515 482 435 511 599 
1929-1938........... 370 249 284 266 323 448 361 272 349 465 


@) Includes the Yukon and the Northwest Territories. 


Cuaprer VII 


Income of Health Professionals 


Pending the receipt of more definite information 
regarding the income of health professionals, it is 
probably worth while to base an estimate upon the 
rate of salaries paid during the period of the seventh 
census. Following in part the method of the Na- 
tional Committee for Mental Hygiene, the salary of 
the employed physicians and dentists and other 
independent professionals, is taken as the starting 
point. It was assumed that 40 per cent of the gross 
earnings were disbursed as miscellaneous expenses. 
This assumption was made for physicians and sur- 
geons, dentists, opticians and osteopaths and chiro- 
practors. 

In Table 17, the average gross earnings of physi- 
cians and surgeons were computed at $5,237 per year. 
The employees in health activities including practical 
nurses and orderlies, earned $17,696,400, while the 
gross income of independent health professionals 
and assistants was estimated at $70.9 million, making 
a total of $88.6 million. 

A reference to “National Income and its Com- 
position’, pages 764 and 766, shows that in 1930-31 
the average earnings of American physicians and 
surgeons in independent practice were nearly 50 per 
cent greater than those of independent physicians 
in Canada as estimated in Table 17, standing at 
$4,642 as compared with $3,142 in Canada. United 
States dentists working on their own account aver- 
aged nearly 37 per cent above the $2,032 which was 
the indicated mean for Canadian practitioners. 
Trained nurses on private duty in the United States, 
however, only earned about 10 per cent more than 
the tentative average of $1,009 recorded in Canada. 

If American experience may be taken as a guide, 
rates for employees and professionals in practice 
were somewhat lower in 19388 than in 1980-31. 
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TABLE 16 — NUMBER OF EMPLOYEES AND EARNINGS 
PAID IN HEALTH ACTIVITIES, 1930-1931. 


Source: Census 1931, Volume 5, Table 28, Page 126. 


Employees Reporting Earnings 


an abe 
Number 
: : Weeks 
Number] Earnings Worked 
$ 
Dentists\.).; sarees toe 226 207 396,500 10,170 
Malet. 2. Meter nar 3 219 200. 384,900 9,846 
Female: . Peer). 2 Se . . 7 a 11,600 324 
Nurses, Graduate 
Hemale ). 228s. | 9,767 9,348 | 8,543,400 440,285 
Nurses in Training 
Female .2 fe) 380... 8,121 7,227 | 1,070,100 368,335 
Opticians). 4% 228 ae, <. 379 372 623,300 18,376 
Male: §.3..55 eas came: 371 364 614,300 17,960 
Wemiale s.: Fe anes 8 8 9,000 416 
Osteopaths and i 
Chiropractors...... 16 16 24,800 715 
ial. fee a ees 12 12 21,200 559 
Bemales. 4). aimee 4 4 3,600 156 
Physicians and Surgeons] 1,426 1,087 | 3,364,600 56,078 
alot fe: Ra eee ee ,366 1,043 | 3,267,400 53,799 
Female ssc caetaee 60 44 97,200 2,279 
Nurses, Practical 
and Orderlies...... 5,674 5,273 | 2,762,100 235,230 
Males th acee eat od 1,956 1,901 | 1,343,700 89,770 
Hemales 5.4) item ier 3,718 3,372 | 1,418,400 145,460 
Health Professionals, : | 
ens Wr en COTE ie meKENG 895 842 911,600 38,424 
Male wok ae eres 166 157 263,000 7,499 
Hemalesee. gees 729 685 648,600 30,925 
TOBAUS.. tose er: 26,504 | 24,372 | 17,696,400 | 1,167,613 
Malai tints rca cuenae 4,090 3,677 | 5,894,500 179,433 
Pemale* pecan sane 22,414 | 20,695 | 11,801,900 


988, 180 
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TABLE 17 — ESTIMATED INCOME OF HEALTH TABLE 18 — AMERICAN EXPERIENCE ON RATES OF 
PERSONNEL IN CANADA. REMUNERATION OF HEALTH PERSONNEL, 1929-1938. 
Source: Decennial Census, 1931. Source: ‘‘National Income and its Composition” 
(a) Numbers — Volume 7, Table 50. by Dr. S. Kuznets. Pages 762 to 766. 
(b) Rates — Volume 5, Table 28. PERSONNEL IN PRIVATE PRACTICE 
= ——VO3?_VSSSSaaUaaaaammV—==O»s_«§-$§-§]§ Ts as——= 
, seks Remunera- 
Indi- Description and Year 3 Numbers | Rate 
Personnel in Private | Total pie Total net eee cated ion 
Practice Number Tate Earnings Earnings cise $000,000 000 $ 
oe Physicians and Surgeons 
O29 Poe ok te eee tis 665 119 5,588 
aoe (OGG cena 602 121 4,975 
$ $ $ $ Hae 5 Bhd OTe koe Eee 530 123 4,309 
Pens an tee SH cae: 
Surgeons....... 8,593 | 3,142 |27,003,214/45,005,355| 5,237 A lla Gin a a 442 128 3'453 
IVT aes fe) ore) o> 8,451 | 3,158 |26,688,258/44,480,428| 5,263 1935. ‘ ; ; e ais eect 475 130 3'654 
Female Bieyitebial oom ir, tay s 142 2,218 314,956 524,927 3,697 ORG sede I ee ae 548 132 4, 152 
Bs OSM ne sehen g 590 135 4,370 
eta hic, wow 3,812 | 2,032 | 7,745,692|12,909,486| 3,386 DO ele is oh ele a ot ey 4,387 
INEANG ge ays.silaisrt,« oes 3,788 | 2,033 | 7,701,004|12,835,006] 3,388 Dentisia 
eMale Si0 - is, is. ss 24 | 1,862 44,688 74,480} 3,103 ST eee a ae 245 58.8 4,167 
‘ TAO ee cpg ans 234 59.9 | 3,907 
Opbcians........... 488 | 1,771 | 864,228] 1,440,380 2,952 ee ee er a ee gee 
LGR Ces ae ee 482 | 1,779 857,478) 1,429,130) 2,965 1933. A ; , f j i : ; ; k i < 135 62.2 2170 
Female 6) 1125 RA ee Pci Se 149 62.8 | 2/373 
HORDE eee ok yo rake eet 156 63.4 2,461 
Owes an ® MB me | Sto | 3g 
Chiropractors. . . 526 | 1,846 970,880] 1,618,133] 3,076 Se heat 188 65.7 2'361 
(LES oes ares eee 440 | 1,972 S67: 680 se 446135 BSS came bette wee) Py r 4 
123005) 86 1,200 103,200 172,000 2,000 Trained Nurses, Private Duty 
5 ee Rane Sater 143 109 1,311 
Rates... .-.+.... 9,330 | 982 | 9,164,596] 9,164,596] 982 Oe aaa ens ee He ee 
Graduate—Female 8,830 1,009 8,909,470 8,909,470 1,009 porous ee 97.3 128 "760 
Practical—Female E 494 507 250,458 250,458 507 1933 ammo hee 92.3 134 688 
Orderlies—Male. .. 6) 778 4,668, 4,668) 778 ee oe TIO) 139 791 
VOSS A ee icmien s. coemica Si 127 145 875 
Health Professionals, ee “ea hee ae is a 1 ae 
PHOS e nid cl eis 476 | 1,590 756,808) 756,808) 1,590 CTS | a cea ea 169 164 1.030 
ERIO I esianette oes 324 | 1,824 HOOD 7Gi me DOOOTONELS 2A Pie is TS 4 
emaley fb wate: 152 | 1,091 165,832} 165,832) 1,091 Other Curative 
ROMs screen water 130 47. u 276 
PO SOs es eee chet 117 46. 251 
TOTALS shines sss 23,225 | 2,002 |46,505,418/70,894,758} 3,052 CE ee ae RS oo 102 47.2 216 
HOS 2 ihc coche ci vacate gebe: ser 770 47.7 161 
ENE en. 13,491 | 2,721 |36,710,064|60,786,341| 4,506 ee ae ae So, ae ae 
| Wem ale ie: stete sce 9,734 | 1,006 | 9,795,354|10,108,417) 1,038 1935. eat. ; en ae 81.4 47.1 173 
OSG see isco eee ee ens 91.8 47.5 193 
| TOS TA ska cone. wean eun enema 97.7 47.7 205 
N : POSS. Soe tw seen reese 100 48.1 208 


16) Gross=- 


ia fe 
saat 
is 
N + 
any: 
et 
Mle 
’ 


4 >. 
a 
* 
f ’ 

(MA we BI 
FATT, oe 
Ler a mayor 
"Nag Aa 

ee” RSF 
‘ 
im < 
$ se itl io 
yr H 
’ 
~ 


LPUR YE 
te bet 
, wo 
‘ 
rs 
hip) i a 
Ceerer 
ew nes 
> 
Mae Baer at’ 7 
b.BED BER 
BtOy I 
oe MERLE TIS 
MARK LT 
e 7 tes 
ae t Vek 
; 14 
: 
33 ‘ 
ta me 
: ; 
4 AA 
, 
4 
Lik 
\ 
r 
ts \ 


‘vent + +7 
ie < ul i an 


- 
4% 
- 


PART VI 


ESTIMATE OF THE COST OF THE 
DRAFT HEALTH INSURANCE BILL 
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CHAPTER I 


Introduction 


The traditional approach to any National Health 
Insurance Plan is through a study of the various 
economic groups that make up the general popula- 
tion. Under the British system, the employer, the 
employee and the state contribute equal shares. 
The Australian plan looks forward to the eventual 
assumption of the total cost of premiums by the 
employer and employee, but until the system 
reaches maturity, that is, until everyone under it 
has paid premiums from the age of sixteen, the 
state subsidizes the scheme. 

Under the Bill now proposed for Canada all the 
population over sixteeen years of age would be 
potential subscribers and the cost of the scheme 
would be met by premiums from subscribers and 
grants from both the Provincial and Dominion 
Governments. It is upon this basis that the following 
tentative estimate of the contributions to the Health 
Insurance plan now proposed has been constructed. 

From previous studies made on the cost of medical 
care in Canada, it is assumed that in addition to the 
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Dominion grant a premium of twenty-six dollars 
from each person over sixteen years of age would 
finance the scheme of health insurance proposed under 
the Bill. In cases where the contributors are unable 
to pay the full premium through the lack of re- 
sources, the plan provides for assistance from the 
employer and the Provincial Governments. 


In order to ascertain the amount of the premium 
that could be collected from the subscribers, the 
population of Canada as in 1938 has been divided 
into economic groups, as shown in Table I under 
“Classification”, and classified under (a) employees, 
(b) employers, (c) assessed contributors, (d) Provin- 
cial Governments and (e) the Dominion Govern- 
ment. 


Explanatory notes referring to each main heading 
are given to assist the reader in understanding the 
methods involved in calculating the total cost of the 
scheme to the various participants. 


CHAPTER II 


Health Insurance Costs 


Taste 1 — Tentative Estmmate or THE ConrTRiBuTIONS To THE Heatru INsuRANCE F'unpD As oF 1938. 


$000 
Item Assessed Provincial Dominion 
No. Classification Employees | Employers | Contributors Gov’ ts. Gov't. Total 
1. Dominion Government Grant — 11,209,000 
AP SOOO NE SOR en oe ne ee ee 40,352 40,352 
2. Employees, Full time, 1,803,509 at $26...... 35,392 11,499 46,891 
3. Employees, Broken time, 891,491 at $26..... 11,403 3,846 7,930 23,179 
4. Unpaid Labour with Living Allowances, 
SOTASS ati paOar eA ae eee Sheets 8,827 8,827 
5. Working Proprietors, 1,063,871 at $26...... 19,216 8,445 27,661 
6. Other Income Recipients with no Occupation, 
TIO'OOO AUG 26 See See ee ee ee 3,793 1,667 5,460 
7. Dependants of Employees, 1,273,952 at $26. . 16,747 16,376 33,123 
8. Dependants, Working Proprietors, 981,745 
at’ S2ZONG a0 Pes TEER OPE APs 12,904 12,619 25,523 
9. Dependants, Broken Families, 88,522 at $26. 1,123 1,179 2,302 
10. Residual Adult Population, 7,628,000 — 

(6,653,000 + 221,000) = 753,000 at $26.... 19,578 19,578 
TlTotal Operational: Costs. .-e- ee eee 63,542 24,172 37,036 67,794 40,352 232,896 
12a Administrative: Costi..ae ae eee eric 23,290 22,290 
tS wD otal’ COs tes. «cite pers sate mass nie ree ee 91,084 256,186 
14. Deduction of Present Expenditure.......... 15,000 
15. Residual Payment by Provincial Governments 76,084 


ee I Ott 


() The reduction from $266.3 million given as total cost in Tables explaining Item 1, to 
military pensioners and Indians and a corresponding reduction in Administrative Cost. 


was required according to the assumptions of Note 1. 


Tentative Estimate of the Cost of Health 
Insurance in Canada Mainly on the 
Basis of Conditions in 1938 


DESCRIPTION OF METHOD 


Item 


iG 


Total operational cost is placed at $21.60 per 
capita per year. Estimates of population in 1931 
and 1938 are from the Canada Year Book, 1942, 
page 98. The total for 1943 is placed at about 
260,000 above the final census result for 1941. 
Applying the appropriate rate to these esti- 
mates we obtain :— 


Cost 
Year Population FER 
: minis- 
Total Operational EeAhIeG 
$ $ $ 
1931 10,376,000 | 246,533,760 | 224,121,600 | 22,412,160 
1938 11,209,000 | 266,325,840 | 242,114,400 | 24,211,440 
1941 11,506,000 | 273,335,040 | 248,486,400 | 24,848,640 
1943 11,765,000 | 279,536,000 | 254,124,000 | 25,412,000 


The total cost is consequently $23.76 per 
capita, of which the administrative expenditure 
is estimated at 10 p.c. of the operational cost 
or $2.16 per capita. 


488 


$256,186,000 is due to the elimination of payments for 221,000 inmates 
For convenience the premium per adult was placed at $26 while $26.45 


The Dominion grant may be calculated as a 
fractional part of the operational cost, as fol- 
lows :— 


Year One-Ninth | One-Eighth | One-Sixth | Two-Ninths 
of Operational Cost . 
Per $ $ $ $ 
Capita 2.40 2.70 3.60 4.80 
Rate 
1931 24,902,400 | 28,015,200 | 37,353,600 | 49,804,800 
1938 26,901,600 | 30,264,430 | 40,352,400 | 53,803,200 
1941 27,609,600 | 31,060,800 | 41,414,400 | 55,219,200 
1943 28,236,000 | 31,765,500 | 42,354,000 | 56,472,000 


For the purposes of this study, it is assumed 
that the Dominion Government will contribute 
one-sixth of the cost of operations. | 


In estimating the absolute and per capita — 
cost and the share of the Dominion Government | 
in 1941 and 1943, no account is taken of the i 
increase in prices subsequent to 1938. The com- — 
parability with the pre-war period is therefore - 
invalid as far as the advance in professional fees _ 
and prices is concerned. - | 


Item 
by them on their own behalf, the residue to be 


Item 
2. Employees.—The number of employees working 


at any time during 1938 was estimated at 
2,695,000 and the broken time at 407,000 man- 
years. In the Census period of 1930-31, com- 
parable figures were 2,579,000 working and 
391,000 man-years of broken time. The 1931 
Census indicated that broken-time workers lost 
an average of 23.85 weeks in the one-year period. 


Using the relative changes in total numbers and- 


broken time as interpolating factors, it was 
estimated that the comparable figure for 1938 
was an average of 23.74 weeks lost for each 
broken-time worker. Since 407,000 man-years 
were lost in 1938, and the average worker lost 
23.74 weeks out of a possible 52, about 891,000 
workers would lose some time during the year. 
Subtracting this figure from 2,695,000, gives 
about 1,804,000 employees working the entire 
fifty-two weeks. 

(a) Full-Time Employees—The number of 
employees was distributed over a range of in- 
come classes as adapted from Page 78, Vol. V, of 
the 1931 Census. Employees were assumed to 
pay a premium of 3 p.c. on salaries and wages 
up to a maximum premium of $26 each, the 
residual required to make up $26 (for those 
paying 3 p.c. only) being contributed by the 
employer. 


(b) Employees on Broken Time.—The total 
number, as before, was distributed over a range 
of income classes. Employees were assumed to 
contribute 3 p.c. of salaries and wages. The 
difference between 3 p.c. and $14.13! per 
head was paid by the employer and the remain- 
ing sum required to make up $26 became the 
liability of the provinces. As in item 2, no em- 
ployee pays more than $26. 


Unpaid Labour with Living Allowances ——The 
group, consisting mainly of subsidiary family 
labour on farms, receives no important cash 
remuneration. The employers would necessarily 
be responsible for the payment of the premiums 
amounting to $8,827,000 computed as the pro- 
duct of 339,488 at $26 each. 

The working proprietors, estimated at 1,063,871 
in 1938, were distributed according to the fre- 
quency distribution of employees given on page 
78 of Volume V of the Census of 1931. About 
684,000 of this status group were in the three 
lower brackets. Multiplying by $26 the total 
amount of premiums for this section would be 
$17,787,000. If 3 p.c. of the income of the 684,103 
working proprietors in the lower brackets is paid 


assumed by the Provincial governments would 
be $8,445,000. 

Deducting the $8,445,000 from the total 
premiums payable at $27,661,000, we obtain 
$19,216,000 to be contributed by the working 
proprietors on their own premium liabilities. 

The income return to the working proprietors 
for work, management and ownership is esti- 
mated at less than the average salary-wage 
received by the employee. About seven-tenths 
of the class are engaged in agriculture, an indus- 
try in which the average remuneration is rela- 
tively small. Applying the method of the Bill to 
the situation in 1938, we find that about 681,000 
farmers at the average farm labourer’s wage of 
$509 would have a return of $346,482,000. The 
farm capital in that year was given as $4,341,- 
092,000. Appraised at 3 p.c., the amount 
accruing from ownership would be $130,232,- 
000. The average return of $694 per year is far 
below the average employee remuneration of 
$1,077. (See Table 2.) 


Income Recipients with no Occupation are 
treated in a similar manner to the working 
proprietors. The number of 210,000 is conjec- 
tural as different classes of residuals were coded 
to the Census symbol. The officers of the Census 
point out that the total may be far from accur- 
ate, but it is thought that the error arising from 
any inaccuracy in this number will not funda- 
mentally affect the distribution of the Health 
Insurance cost as given in the summary tables. 


Tasie 2 


EstriMATE OF THE AMOUNT OF PREMIUMS PAID BY 
WORKING PROPRIETORS 


Working 
Number Proprietors 
Remun- Un- of 38% in Total 
eration | weighted | Working Income lower Petar 
Class Average | Proprie- brackets. 
tors Maximum 
$26. 
$ $ $ $ $ 
1- 49 25 13,857 346,425 10,400 360,282 
50- 449 250 351,383) 87,845,750) 2,635,400) 9,135,958 
450- 949 700 318,863] 223,204,100) 6,696,100) 8,290,434 
950-1449 1,200 208,740) 250,488,000] 5,427,240) 5,427,240 
1450-1949 1,700 93,962} 159,735,400] 2,443,012) 2,443,012 
1950-2949 2,450 51,686} 126,630,700} 1,348,836] 1,343,836 
2950-4949 3,950 19,591) 77,384,450 509,366 509,366 
4950-6949 5,950 3,658] 21,765,100 95,108 95,108 
6950-9949 8,450 1,214; 10,258,300 31,564 31,564 
9950-.... — 917 9,124,150 23,842 23,842 
Total — 1,063,871} 966,782,375] 19,216,000] 27,661,000 


1 Calculated by reducing the amount of $26 by the ratio 28.26 where 28.26 


52 
represents the average number of weeks worked during the year. 


Item 


ri 


Dependants of Employees.—The total number 
of wage-earner families? obtained from the 
1931 Census and raised to allow for population 
increase was broken down by a frequency curve 
to yield an approximate distribution of families 
classified as to number of dependants (over 16 
years of age). A maximum of three dependants 
was assumed. Contributions of family heads on 
behalf of their dependants were estimated as 
follows :—- 

One Dependant.—The ‘‘assessed income maxi- 
mum” is set at $1,400; at this point the em- 
ployee pays a total of $52 for himself and de- 
pendant, i.e., 3.7 p.c. of his income. (Note:— 
For the sake of clarity it is necessary to refer to 
the contributions of the employee on behalf of 
himself, but it should be remembered that his 
payment has already been accounted. for— 
Items 2 and 3). The system of contributions on 
behalf of dependants may seem complicated, 
but it attains certain desired results, effecting a 
compromise between the principles of “ability 
to pay” and “payment according to potential 
benefits’. The method works as follows: 


(a) An Employee earning less than $866 (at 

which point 3 p.c. of income = $26) pays— 

(1) On own behalf—3 p.c. of income, the 

residual required to make up $26 
being paid by employer. 

On behalf of dependant—.7 p.c., the 

residual required to make up $26 
being paid by province. 


(2) 


(b) An Employee earning between $866 and 
$1,400, pays— 

(1) On own behalf—$26. 

(2) On behalf of dependant—.7 p.c. plus 
the amount by which 3 p.c. of 
income exceeds $26. The residual 
is paid by the province. 

(c) Employee earning $1,400 or over pays— 

(1) On own behalf—$26. 

(2) On behalf of dependant—$26. The 
total contribution at this point is 
$52, or 3.7 p.c. of income. 


Two Dependants.—The method is similar in 
large measure to that outlined above except that 
the “assessed maximum’’ is set at $1,800. At 
this point the head pays a total of $78 for him- 
self and dependants, or 4.3 p.c. of income. 
Family heads in lower brackets pay for the two 
dependants a basic rate totalling 1.3 p.c. plus 
the amount by which 3 p.c. of income exceeds 
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2 Decennial Census tables present data on biological families which have em | 


| 


$26. As before, the employer assists the head 
when 8 p.c. of income is less than $26 and the 
Provincial government makes up the balance of 
the $52 required for the two dependants. 


Item 


Three Dependants.—The “‘assessed maximum” 
is $2,100. At this point the employee pays a 
total of $104 or 4.95 p.c. of income for himself 
and three dependants. Family heads in lower 
income brackets pay a total on behalf of their 
dependants of 1.95 p.c. of income plus the amount 
by which 8 p.c. exceeds $26. 


Dependants of Working Proprietors and other 
income recipients.—The total number of working 
proprietor families and of families with income, 
the head not being gainfully occupied (adjusted 
to the 1938 basis) were, as in Item 7, placed on 
a frequency curve in order to approximate the 
number of families in this class with one, two 
and three dependants. Contributions on behalf 
of dependants were computed in a manner 
similar to that for employee families. 


Dependants of Broken Families.—A system 
similar to the foregoing (Items 7 and 8) was used — 
to distribute numbers of such families according 
to their dependants and to calculate contribu- 
tions on behalf of dependants. Not knowing the 
distribution of the heads of families as between 
employees and assessed contributors, the con- 
tribution, other than that of the Provincial 
Governments, was assigned to the assessed 
contributors. 


Summary :— 

The general procedure determining the con- 
tribution on behalf of dependants for the three 
classes mentioned above follows:— 

(a) The raising of the number of families 
obtained from the 1931 census to a 
1938 basis. | 
The classification of these families ac- 
cording to the number of dependants. 
(c) The assumption of certain assessed 

maxima for families with one, two and 

three dependants, above which $26 

per person is paid and below which a 

percentage of income is paid, the said 

percentage being determined by the 
total percentage contribution at the: 
assessed maximum point, where the 
whole cost is borne by the family head. 


(0) 


ployees and working proprietors as heads. The occupational status of the he: 
of broken families is not given. For the latter class we have nece: Ok | 
lowed the same practice in distributing tentative costs under the ealth | 
Insurance Scheme. } 
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Tasie 3 — TENTATIVE ESTIMATE OF CONTRIBUTIONS UNDER THE HEALTH INSURANCE PLAN, TO BE PAID ON OWN BEHALF 
AND ON BEHALF OF DEPENDANTS BY WAGE-EARNERS WITH TYPICAL ANNUAL INCOMES. 


Type of Family Salary —$840 Salary—$1,000 
ho ae Ee rs, Bie bo gence hares PG ttattseh lea one $25 .20 Wiaige-carner ss tlh c ees Ree ee le $96.00 
Wage-earner IOFOTO NOES oc A teccos CIB ba EE ee ee ee .80 Hinployer sa) eayereraey Nil 
ANB prescacy e's ol ello ee ONE Be ea Ee aa a 26.00 BENG Callies one oe MAN cacy Sacre cee an ee ee tt ee wy a TC 26.00 
Wage-earner (a) On own behalf: (a) On own Sit 
with one Wiare-oommer at SUD: 6s asinscine tags es. 20020, Wage-earner . . 26.00 
Dependant LTE GNAEY So. Hato cuete cond Soe ereatiee ken See ea .80 
ORE ee oS 1a eee ee ee a 26.00 (b) On behalf of Dependant: 
pom er” Wage-earner at 0.7 p.c.. Bi Rt Bs Cae EE. 7.00 
(b) On behalf of Dependant: Wage-earner at 3 p.c. less 826. ee Ue acid 1414.00 
Wage-earnen at OMG .ccice tis cileh we. es 5.88 Provincial Government. . ; 15.00 
Provincial Government.::.6..5.......+... 20:12 
INGTON boise ef caslict Gcb NOPE PPE RCE IRE  cr 26.00 IOS tovettt on 8 Ree len: re OEE oe 26.00 
Wage-earner (a) On own behalf: (a) On own behalf: 
with two Wage-earner at 3 p.c.....2....8.0.0....... 25.20 IW agve-carner nun. .12 haa eee tee |= 96.00 
Dependants Lore yO beh avis, 5 4 kc oro Seca 8 eee .80 : 
OU Peres abt ren rate, See vic ae aurea ais: o's 26.00 (b) On behalf of eee 
Wage-earner at 1.3 p occas | 13.00 
(b) On behalf of Dependants: Wage-earner at 3 p. e. “ee Cre 0 Ps ic ON 4.00 
Wiage-carneriat, 1S p-6.s6 658s gees es 10.92 ProwincialiGoyvernmentunc aca. .s..4. 0. 2... 35.00 
Provincial Government................... 41.08 
ARE cc ata sch bad Sao oreo eR tee SE eae 52.00 LOCO RAMED Sete Seis ee Nae 4 ok aye Ni 52.00 
Wage-earner (a) On own behalf: (a) On own behalf: 
with three WWage-ealnerat.o D.C... Yen assee esses 20.20 Wine e-calnernnr mare wes wenhh ar ris en 26.00 
Dependants NI PlON CEMENT ee aes tI BS coche BS .80 
ANON 5. 2 che tg ore Std os Emr eee Te 26.00 (6) On behalf of Dependants: 
‘Wage-earner at 1.95 p.c.. Sechalley eah Trees emma BUTS 
(b) On behalf of Dependants: Wage-earner at 3 p.c. less $26. SAR MEMEEY STIs 4.00 
Wage-earner at.1.95 p.c...........0.......- 16.38 Provincial Government. . = 54.50 
iprovancialiGovernment..... once... Ol. 62 
ENO La) ere Ae: 5M UepmCne, Retuacnc aves 78 .00 Ota AA Us,.: ses Rae AGE te SER Peete Bes, 78.00 
Item Item 
(d) The assessment of family heads on the Plan. The adult inmates of the mental hos- 
behalf of their dependants at a rate pitals, charitable institutions, children’s aid 
equal to the difference between the societies, reformatories and penitentiaries num- 
iolal percentage rate (for self and de- bering about 74,000 in 1938 will be cared for 
pendants) at the assessed maximum under the Public Health section of the Bill or 
and 3 p.c., eg., 3.7 p.c. minus 3 p.c. through governmental grants and appropria- 
equals 0.7 p.c. in the case of one de- tions. 
pendant. This basic contribution on In obtaining the residual population coming 
behalf of dependants 1s augmented by under the Bill, it seems appropriate to deduct 
the amount by which 3 p.c. of income the three classes described above amounting to 
exceeds $26. At, and above, the assessed 221,000. The residual population of 753,000 at 
maximum, the whole premium of $26 $26 each will account for $19,578,000 to be 
per person is paid. discharged by the Provincial Governments. 
(e) een paves ee oe 11. The Total Operational Cost and its distribu- 
| ment required to make up $26 for eac tion are obtained by adding Items 1 to 10. 
| dependant is paid by the Provincial a 
Governments. 12: The Administrative Cost to be borne by the 
| Provincial Governments is computed at 10 p.c. 
10. ~~‘ By an analysis of the age distribution of inter- of the total operational cost of $232,896,000. 
| censal population, i rmi e : : : 
| oer » It was determ ned that th 13: The Total Cost is obtained by the summation 
number, 17 years of age and over, in 1938, was prrbora Tian 
7,627,000. The number of such adults considered : 
in Items 2 to 9 was 6,653,000. Furthermore, War 14. Deductrions.—A special compilation was made 


Pensioners (79,876) and adult Indians (67,500), 
who are the responsibility of the Dominion 
Government, will doubtless be excluded from 


of provincial and municipal expenditures on 
hospitalization and medical service for those 
unable to pay their medical and hospital bills; 


these expenditures would naturally be absorbed 
by the operations of the Health Insurance Bill. 
The total was about $15,000,000, which, de- 
ducted from the $91,084,000 would give the 
remaining $76,084,000 as the additional liability 
of the Provincial Governments. 


There are two main items of expenditures of 
provincial and municipal governments which 
may reasonably be expected to disappear, either 
immediately or within a comparatively short 
number of years after the implementation of a 
health insurance scheme, viz.: 


(1) Provincial and municipal payments to hos- 
pitals, including per diem grants for both 
paying and non-paying patients, as well as 
other miscellaneous grants, indigent pa- 
tients’ daily rate charges and deficits, after 
providing for debenture debt and other 
capital charges; these at present approxi- 
mate $10,000,000 annually. 


(2) Provincial and municipal payments for 
medical services to indigent and/or un- 
employed persons. Actual figures on the 
cost of this service for each province do not 
appear to be available, but based on the 
experience of Ontario under the ‘Ontario 

fedical Relief Scheme’’, which cost the 


province and the municipalities approxi- 
mately $1,000,000 (Appendix 6 of Royal 
Commission on Dominion-Provincial Rela- 
tions Reports—“Public Assistance and So- 
cial Insurance”, by A. E. Grauer) for the 
fiscal year 1936-37, it is estimated that the 
total expenditures by provincial and muni- 
cipal governments for this service would not 
exceed $5,000,000. 
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While there would appear to be other expen- 
ditures of both provincial and municipal govern- 
ments which might disappear following health 
insurance being established, an analysis of the 
Provincial Public Accounts and some 70 odd 
municipal reports, representative of each of the 
nine provinces, indicates that it is impossible to 
determine the exact nature of the services now 
being rendered in relation to the provisions of 
the proposed Health Insurance Bill. It would 
seem reasonable to assume, however, that ex- 
penditures by provinces today, under the general 
captions of ‘Health’ and/or ‘Welfare’, would 
consist mainly of those relating to services which 
will, if anything, be increased under the terms 
of the proposed Bill, such as, mental hygiene, 
tuberculosis prevention and venereal disease 
prevention, or are for other services which are 
considered preventive measures. 


There may be some decrease in administrative 
costs but it is impossible to obtain even an 
approximation of what the saving might be, by 
reason of the fact that a number of costs are 
not now segregated as between therapeutic and 
preventive services. 


In so far as the municipalities are concerned, 
the main savings will be in medical services to 
unemployed or indigent persons, or for hospital- 
ization, which are included in the above amounts. 
There may no doubt be certain reducible hidden 
costs in municipal expenditures which cannot 
be obtained from existing reports. It is felt, 
however, that these expenditures would have a 
negligible effect in relation to the total burden 
of costs which would appear to be placed on 
provincial or municipal governments by the 
proposed Health Insurance Bill. 


CHAPTER III 


Summary of Grants by Dominion Government to the Provinces for 
Extension of Public Health Services as Proposed in First Schedule to the 


(A) PUBLIC HEALTH: 


At 25c. per capita 


114,49]. 


(B) TUBERCULOSIS (Treatment): 
At 1-9th Provincial 


Expenditures 


(C) MENTAL DISEASES 
(Treatment) GRANT: 


At 1-9th Provincial 


Dominion Act 


(D) VENEREAL DISEASE: 


At .017c. per capita......... $195,325. 
REN es BRIO $ 1,616 
INES ae cea tes 9,824 
LL np es 7,776 
Quer neta ee: 56,642 
Ont. 64,390 
INES ete h 12,406 
SASK treo 15,232 
VATtas 4. neato 13,535 
BiG aie een 13,904 
(E) PROFESSIONAL TRAINING GRANT : 
At need of Provinces........ $100,000. 
(F) INVESTIGATIONAL (Public Health) 
GRANT: 
At need of Provinces........ $50,000. 
Nah (G) YOUTH (Physical Fitness) GRANT: 
At .022c. per capita......... $252,774. 
PEL $ 2,091. 
NGS aes 12,715 
IN Ree ies a8 10,063 
Qaeda 5 73,302 
Onis cova 83,328 
Mai ee 16,054 
Sask ue are 19,712 
Aliases 17,516 
B.C aye ae 17,993 
GRAND TOTAL PUBLIC HEALTH 
GRANTS TO PROVINCES.... $6,677,167. 
SUMMARY OF DISTRIBUTION OF TOTAL 
PROVINCIAL GRANTS FOR PUBLIC HEALTH 
PLES neo eee 
$2,171,485. Nissan. ee 316,228 
IN, Be eas 212,848 
Ciess Ue Weel. 2,015,076 
Ont 2,147,317 
Mans cities 390,805 
Sask icone 518,239 
Alta oh cnc: 399,882. 
B.C ieee 478,055. 


TOTAL..... $6,527,167.” 


(1) Does not include distribution of Grants E and F as need cannot be estimated 
at this time. 
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PART VII 


SUBMISSIONS OF VARIOUS ORGANIZATIONS 
TO THE ADVISORY COMMITTEE ON 
HEALTH INSURANCE 
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Cuapter [| 


Introduction 


Even before Order in Council P.C. 836 established 
the Advisory Committee on Health Insurance, the 
Director of Public Health Services, in carrying on his 
health insurance studies, had taken steps to secure 
the cooperation of various organizations concerned 
with the health and welfare of Canadians and for this 
purpose had requested such bodies to form health 
insurance committees which could meet with the 
Director and discuss the problems to be faced in 
drawing up a suitable plan for health insurance 
in Canada. With the creation of the Advisory Com- 
mittee and the appointment of the Director as per- 
manent chairman this activity was further stimulated 
and every organization which it was felt could con- 
tribute to the efficient and practical formulation of 
such a scheme was asked to present the views of its 
membership. The Advisory Committee was of the 
opinion that no plan, however well intentioned, 
could prove successful unless it took into considera- 
tion the enlightened opinions of all classes of people 
which such a plan would affect and serve. 


As a result of the Advisory Committee’s request 
for cooperation and exchange of viewpoints, sixteen 
national organizations formed health insurance com- 
mittees. Fourteen of these bodies submitted written 
reports, recommendations or resolutions on the sub- 
ject. This material, submitted in written form, is 
presented together as Part VII of the Report, and it 
will serve to give the reader an idea of the general 
principles favoured by each group. It must be re- 
membered, however, that the following written state- 
ments form but a minute portion of the actual work 
accomplished by these health insurance committees 


since views were exchanged, principles outlined, 


objections raised and overcome largely through 


personal interviews and frank and friendly corre- 


spondence between the various committees and the 
_ Advisory Committee on Health Insurance. Most of 
the committees met with the Advisory Committee or 
the permanent chairman on several occasions and as 
each draft plan was formulated consultations were 
held on the various clauses affecting this or that 
_group. The Advisory Committee believes that the 
_result of this cooperation has been a draft plan which 
_is sound from the viewpoint of the expert statistician 
and the expert actuary and which, at the same time, 
follows the middle road of progress leading to an 
_ effective and harmonious application. No plan which 
_ proves objectionable to a large portion of the popula- 

tion would have a chance of success. It is believed 
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that the policy of consultation with organizations 
representing in one way or another most of the people 
of the country before the final draft bill was drawn 
up has served to obviate any such large-scale 
objections. 


It will be noted that two organizations based their 
reports on replies by their membership to a health 
insurance questionnaire. This questionnaire was 
made available to any group wishing to quickly 
assess the opinions of its membership and several 
availed themselves of its use. In order that the 
reports of these bodies may be intelligible, the text 
of the questionnaire is presented below. The ques- 
tionnaire contained, in addition to a series of 25 
questions, a bibliography of health insurance publica- 
tions for study purposes. Only the question part of 
the questionnaire is given here. 


Questions Re Health Insurance to 
Serve as a Basis of Study 


1. Should preventive medicine be an integral part 
of health insurance? 


2. Do you believe in the principle of subventions 
for public health measures and, in parti- 
cular, for the following purposes: 


(a) To aid in providing free treatment for 
tuberculosis for everyone in Canada— 
there are 6,000 deaths each year from 
tuberculosis i in Canada. 


To aid in the treatment of mental ill- 
ness and mental deficiency—there are 
40,000 people in asylums in Canada 
today; the provinces just cannot find 
sufficient money to do justice in the 
way of treatment and prevention; there 
are 8,000 mental defectives and accom- 
modation for only 5,000. 


(b) 


To aid in the treatment of the venereal 
diseases and in their prevention. 


(c) 
(d) 


To aid in providing a cancer prevention 
programme. 


(e) To aid in providing new health units 
and helping to support existing health 


units. 


(f) To aid in meeting special emergencies 
in the public health field such as 


epidemics. 


To aid young doctors, nurses, engineers, 
sanitary nurses and sanitary inspectors 
to take a course in Public Health— 
there are not nearly enough public 
health workers in Canada. 


(g) 


(h) 


To aid in carrying out special investiga- 
tions in the public health field. 


(i) To aid in the physical development of 
the young and the prevention of 
physical defects. 

(j) To aid in the reduction of maternal 


deaths and reduction of infant mor- 
tality. 


3. Are there any other public health purposes for 


which subventions might be made? 


4." Do you believe in compulsory health insurance? 


5. 


Should health insurance be adopted in Canada? 
If so, should it include: 
(a) Everybody—irrespective of income? 


(b) Persons with an income not in excess 
of $3000? 


Persons with an income not in excess 
of $2400? 


Persons with an income not in excess 
of $1800? 


Persons with an income not in excess 
of $1200? 


(c) 
(d) 
(e) 


. Do you believe that persons above an established 


maximum income should be provided with 
health insurance on a voluntary basis if they 
pay the entire cost including the cost of 
administration ? 


Should health insurance be confined to wage- 
earners only as in England? 


8. Should it include persons with incomes? 


9. Should it include the dependents of wage-earners 


10. 


11. 


12. 


and persons with incomes? 


Should all indigents be provided with medical 
service free of charge? 


Should people in rural areas be provided with 
health insurance irrespective of income? 


Should health insurance include full medical 
benefits including the services of the general 
practitioner, consultant, specialist, visiting 
bedside nurse, hospital, drugs and appli- 
ances, laboratory services including X-ray, 
etc., dentistry, eye-glasses and all necessary 
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13. 
14. 


15. 


16. 


| 

| 
medical services for the treatment of 
disease and the prevention of deformity, 
etc., etc.,—a full and complete unlimited. 
service on the basis that if you are sick you 
need everything, whether you are rich or 
whether you are poor. (The statement is 
made that the rich and the poor can obtain 
full and complete medical benefits—the rich 
because they are rich and the poor because 
they can obtain charity. The statement that 
the poor can obtain medical services has to 
be taken with a grain of salt. The poor can 
obtain emergency treatment and in some 
unorganized districts not even that.) | 


Should the individual have free choice of doctor q 


Should the doctor be paid: | 
(a) On a fee basis, i.e., a fee for each visit. 


(b) On a capitation basis, 1e., an estab- 
lished amount per capita as in England 
where a doctor receives 10s. per insured 
person and is allowed to have 2500 
insured persons on his panel and more 
only if he has an assistant? 


On a salary basis? (This is essential in 
rural areas where a doctor will not take 
up residence because of lack of pa- 
tients. ) 


(c) 


(d) On a case basis, i.e., $10.00 per case 
irrespective of the amount of service 


he has rendered ? 


Do you approve of periodic medical examina- 
tions? 


Who do you think should contribute to health 
insurance? 


(a) Employer. 
(b) Employee. 
(c) Dominion Government. 
(d) Provincial Government. 


Do you think that all of them should contribute? 


Should the Provincial Government be respon- 
sible for administration as its contribution? 
Some persons believe that health insurance 
should be paid by a special tax provided for' 
that purpose—it is suggested that the 
National Defence Tax might be maintained 
after the War in whole or in part and ear- 
marked for health insurance. What do you 
think about it? a | 

M 


Should health insurance be administered through 
Health Departments inasmuch as preven- 
tive medicine plays so important a part in 
the health of the people of the country? 


. Do you prefer that the health officer should have 


nothing to do with health insurance and 
that administration should be by a Com- 
mission ? 


. Do you think the medical profession should 


supervise all that pertains to the provision 
of medical benefits? 


Do you think the dentists should supervise all 
that pertains to dental benefits ? 


. Do you think the nurses should supervise all 


nursing benefits ? 
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22. 


23. 


24. 


25. 


Do you think that the experts in the hospital 
field should supervise all that pertains to 
the hospital? 


Do you believe that there should be a Provincial 
Council on Health Insurance comprised of 
all those who provide benefits such as the 
doctors, dentists, nurses; industry ; women’s 
organizations; labour, etc. ? 


Do you think there should be a National Council 
on Health Insurance composed of the 
members of the Provincial Councils on 
Health Insurance? 


Do you think that administration should come 
under the Dominion and Provincial Minis- 
ters of Health or under a Dominion and 
Provincial Commission ? 


Cuapter II 


Canadian Dental Association 
(May 18, 1942) 


The Committee on National Health Insurance 
appointed by the Canadian Dental Association, 
representing the dental profession of Canada, makes 
the following presentation: 


Presentation 


The Canadian Dental Association at the request of 
the Dominion Department of Pensions and National 
Health desires to present the following outline plan 
for the co-operation of the Dental Profession in a 
health insurance arrangement. 


While we do not desire to be understood as advo- 
cating the introduction of a Health Insurance Plan 
without much further study than has yet.been given 
to the problem, we do wish to record our conviction 
that it would be undesirable to introduce any public 
health or health insurance plan without the inclusion 
of the essentially preventive dental service proposed 
herein. 


We do not think that any plan will do away with 
dental disease in its entirety. We firmly believe 
however that the arrangement herein suggested will 
reduce the amount of such disease as far as is 
humanly possible. 


During the childhood period is the most feasible 
and economical time in the life of the individual 
when control of dental diseases can be put into effect. 
The ravages of dental caries among the children of the 
nation is a well known condition among all public 
health officials, often spoken of as a national disgrace. 
It is pointed out that surveys where no school dental 
services have been in effect now show a condition of 
95 to 98 per cent of the children possessing carious 
teeth in their mouths. In those municipalities where 
such service has been instituted for some years the 
incidence of dental caries is reduced a considerable 
amount, varying from 40 to 50 per cent in many 
instances. A factor which hitherto has mitigated 
against the reduction of dental disease has been the 
lack of financial resources in many cases. The provi- 
sion of this financial support would produce a better 
situation, the result of which should be the establish- 
ment of a future Canadian population possessing 
abundantly more dentally fit oral conditions. The 
Dental Profession does not wish to go on record, due 
to lack of personnel, as able to care for all the 
insured herein suggested but does undertake to carry 
out the proposed plan to the best of its ability. 


The profession, taking into account the available 
personnel and the wise expenditure of monies, are 
long since convinced that the only method of properly 
attacking the problem of dental disease is through the 
child. The retaining of a child’s mouth in a condition 
of health is an objective far more attainable than 
making any attempt to remedy the condition of the 
dental cripples among the whole population. q 

Basing this presentation on the above statement, 
we present the following plan: 


Insured Persons 


The institution of a compulsory dental health 
insurance plan for all children up to the attainment of ) 
age sixteen. i 

Administration | 

1. The Lieutenant Governor-in-Council in co- 
operation with the Provincial Dental Boards (as 
defined in Principle No. 3 attached to this presenta- 
tion) shall establish a Central Dental Committee and 
Regional Dental Committees. These Committees 
shall be responsible to the Director of Health Insur- 
ance for the administration of all dental services and 
all that relates to the practice of dentistry under the 
Health Insurance Act. q 

2. There shall be established a Provincial council 
on Health Insurance representing the Medical Profes- 4 
sion, the Dental Profession, the Nursing Profession, 
Pharmaceutical Profession and Hospital Council and 
lay persons comprising industry, labour, and women’s 
rural and urban organizations, providing that the 
majority of the members shall be licensed medical an dq 
dental practitioners in good standing. 

3. There shall be established a Dominion Council 
on Health Insurance on which there shall be repre- 
sentatives of the Medical, Dental, Nursing, Pharma- 
ceutical professions, the Hospital Council, and lay 
persons, representing industry, labour and women’s 
rural and urban organizations, providing that the 
majority of the members shall be licensed medical _ 
and dental practitioners in good standing. 

4. There shall be a Commission set up for the 
purpose of administering the Health Insurance Act. 

5. In the event that Inspectors are found neces- 


standing! 


Benefits Available to Each Insured 


Person 

1. A dental examination shall be given once every 
six months. 

2. Prophylactic treatment shall be given once every 
six months, when necessary. 

3. Plastic filling materials shall be used in restora- 
tive work. 

4. Provision shall be made for the use of special 
materials and appliances for the treatment 
of accident cases. 

5. Extractions and necessary dental surgery to be 
performed when necessary. 

6. Anaesthetics shall be used where necessary. 

7. Arrangements shall be made available whereby 
the patient may be referred for special 
services. 

8. Radiograms to be used where considered ne- 
cessary. 

9. Provision shall be made for the use of such other 


materials as may be required in carrying 
out the usual procedures in the practice of 
dentistry for children. 

Basis of Payment 


For all children up to the attainment of the age of 


_ 16 years who come under the provisions of the Health 


| 
! 


Insurance Act, there shall be provided payment in 
full from the Insurance Fund to the dentist, based 
upon a schedule of fees as recommended by the 
Provincial Dental Board. 


Explanation 


The plan shall be advanced from the attainment 
of the age of 16 years upwards to 17 years, etc., as is 


_ deemed advisable from time to time according to the 
_ availability of personnel, financial support and 


general considerations. It will be realized that the 
added ages will be in the main composed of those who 
have been under the provisions for dental services. 


_ By the gradual increase of the age at no time will the 
_ plan be faced with the problem of the accumulated 
| dental needs. 


The Dominion of Canada would be in the position 
of being the first country to institute a definite and 
thorough plan of control in the field of public health 
as far as dentistry is concerned. In the event of a 
physical examination of manpower at some future 
time after the plan had been in operation, the result 
would be far different from that experienced at 
the beginning of the present war, when it was found 


that approximately 23 per cent of the available 
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manpower were discovered to be unfit for enlistment 
due to dental defects. 


This plan is supported by the Canadian Dental 
Association for the reason that it is believed to be 
the only one economically sound and within the 
power of the Dental Profession to supply the ne- 
cessary service with the available personnel at the 
present time. Further, the Dental Profession in 
Canada has no desire to enter into an arrangement in 
which the requirements for dental services are such 
that the profession has no means of supplying, even 
if the financial outlay required were underwritten. 
It is the considered opinion of this body that any 
attempt to render impossible services would result 
in not only the failure of the entire arrangement, but 
would bring great discredit upon the profession of 
Dentistry. 


To meet the demands of the future expansion of 
the Health Insurance Plan, as it affects dentistry, the 
following proposals are submitted: 


1. For dental research, in an effort to reduce the 
incidence of dental disease, an annual grant 
to be made. 


ro) 


2. For dental public health education of the public 
in general and the Dental profession an 
adequate annual grant to be made. The 
profession is convinced that education on 
dental public health is essential for the 
success of any such plan, as has been proven 
by past experience, and fully believe that 
such effort will materially reduce the cost of 
treatment. 


3. For dental education in view of the fact that the 
personnel will need to be drastically in- 
creased in order to cope with the future 
increase in numbers of insured individuals, 
a sufficient amount to aid the Dental 
Schools of Canada. 


4. That at the time of increasing the age limit under 
the Plan, adjustment will be made in the 
Health Insurance Act insofar as it affects 
dentistry both in the benefits to be provided 
and the basis of payment. These and any 
other future adjustments to be made with 
the co-operation of the representatives of 
the Dental Profession in Canada. 


This outline as herein presented was adopted both 
by the Board of Delegates of the Canadian Dental 
Association and later at an open meeting of the 
Association held at the City of Toronto, May 18th, 
1942. 


Principles for Dental Health Services 
Adopted by 
The Canadian Dental Association 
May 18th, 1942 


. That the plan be national in character. 


_ That each Provincial Government be free to 
choose the adoption of the plan, the method 
of application best suited to meet the dental 
needs of its people, and the administration 
of the monies. 


_ That the administration of the plan be through 
the co-operation of the Provincial Govern- 
ment and the Dental Board as provided 
under the Provincial statute regulating the 
practice of dentistry, of the various prov- 
inces as constituted at the present time. 


_ That the practice of dentistry be carried on in 
the private office of the dentist except under 
circumstances not favourable to private 
practice. 


_ That the regulating of the plan and the proper 
allotment of funds to be expended for dental 
health service be proportioned and adjusted 
by agreement between the Provincial Gov- 
vernment and the Provincial Dental Board 
as defined in Clause (3), a standing com- 
mittee to be set up for that purpose, this 
committee to consist of five persons, three 
appointed by the Dental Board and two 
by the Provincial Government. 
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6. That the following features be observed: 


10. 


ot: 


(a) Every qualified dentist in good stand- 

ing to be eligible to practice under the | 
plan. 

The patient to have freedom of choice 

of dentist and the dentist to retain the 

right to refuse attendance upon a 

patient subject to geographic, ethical or 

professional considerations. 

The basis of dental service to be, tomake - 

available the services of the dentist in 
general practice—the referring of pa- 
tients for any special services to be 
made through said dentist. 


(b) 


(c) 


That preventive dentistry rather than restora- 
tive dentistry shall hold a dominant posi- 
tion. | 


That there shall be no interference with the — 
development and progression of the recog- 
nized dental professional standards. 


That adequate provision shall be included for 
the encouragement and support of research _ 
in dentistry. | 


That any plan adopted shall provide for the © 
indigent on an equal basis with those who | 
are in a position to make contributions. | 


That the determination of the need for dental — 
services shall be the prerogative of the 
dental profession. ; 


Cuapter III 


Canadian Federation of Agriculture 
(June 1942) 


1. The Dominion Government should enact legis- pointed by Provincial legislation, represen- 


lation for a National Health Insurance Plan 
for Canada. 


(a) The large majority of the people are 
unable to pay for: adequate medical 
care with its rapidly increasing scope 
and costs; while at the same time, those 
who give the services are not receiving 
a just remuneration. This state of 
affairs is having a serious effect on the 
welfare of our Dominion. 


(b) Health is a national problem which is 
becoming more and more evident under 
the stress of war conditions. The res- 
ponsibility of the Federal Government 
in calling on man and woman power 
from all classes entails Federal respon- 
sibility for the people’s health. 

(c) A National Health Plan would encour- 
age a strong national sentiment. Con- 
federation was intended to foster a 
national economy. There is now urgent 
need to revive this interest. 

(d) Regional planning must now be done 
with vision; and it is imperative that 
the Federal Government give leader- 
ship in this work. The whole country 
should be mapped out to show the 
proper distribution of hospitals, equip- 
ment and personnel needed to serve 
the population as a whole. Only in this 
way could adequate distribution of 
facilities for a National Plan be accom- 


plished. 


2. The Plan should be administered under the 


direction of an independent Commission at 
Ottawa. 


This Commission should be composed of 
representatives of those giving and those 
receiving the services, the majority of 
representation to be lay people. Thus, 
finance, industry, labour, agriculture, wel- 
fare and others will assume their proper 
function. 


3. The legislation should provide that the Central 


Commission shall function in each Province 
through an independent commission ap- 
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tation to prevail similar to that of the 
Central Commission. 

This set-up would obviate any conflict of 
authority between the Dominion and the 
Provinces. 


4. The cost of the Plan shall be defrayed from the 


Federal Consolidated Revenue Fund. 


(a) This is the most direct and economical 
system of providing the money. It 
would entail no extra work or cost of 
administration—the one yearly collec- 
tion would suffice. This would be the 
people’s contribution, collected through 
the customary channels. 

(b) The Report of the Royal Commission 
on Dominion-Provincial Relations ac- 
centuates the need for a central author- 
ity to obviate dangers of fluctuation of 
provincial income during depression 
periods. 

(c) This system of financing will mean 
equity so far as the individual citizen 
is concerned, in whatever Province he 
happens to live: which could not be the 
case if there were nine methods of 
raising funds, with varying burdens of 
taxation to the individual citizen. 


5. The Plan should include all citizens. 


(a) This is imperative because to adopt 
any other policy is to deny democracy 
and to destroy national unity. The 
Gallup Poll of the Canadian Institute 
of Public Opinion showed that 75% 
of the people—men and women, rich 
and poor—were in favour of a National 
Health Plan. 

(b) Complete coverage is necessary to 
achieve financial soundness and to 
spread the cost equitably. Any “ceiling” 
imposed on who shall be recipients of 
the benefits of the Plan would cause 
endless confusion when there was a 
fluctuation of individual income. 

(c) Canada has an increase in both the 
diseases of later life and the proportion 
of older people. Therefore, if we are to 


plan for improvement in this situation 
a generation hence, we must encourage 
service to all the people; and there 
must be no penalizing of citizens with 
growing families. Also, it is obvious 
that unless all the population is in the 
Plan, preventive health measures can- 
not operate effectively to serve and 
protect the whole community. 


6. The Plan shall include all services necessary for 


the promotion of positive health, and the 
prevention and curing of diseases. 


7. The promotion of positive health and the preven- 


tion of diseases shall be the primary purpose 
of the Plan. 


(a) This two-fold purpose must be inte- 
grated with the practice of medicine, 
and not considered as at present— 
merely a subsidiary under Public 
Health. Although the need for curative 
measures is fully recognized, we have 
not begun to realize the possibilities for 
improvement when all the community 
is organized in a health programme. 
Our planning must be with this end 
in view. 


(b) This entails a better method of statis- 
tical recording than exists at present, 
the object being that the health pro- 
gress of any part of the country can be 
detected at a glance. This would be 
complementary to the present move- 
ment for better vital statistics—both 
mortality and morbidity. 


(c) The family must be taken as one com- 
plete unit, so far as their healthy 
environment, proper nutrition and 
health guidance is concerned—and 
not, as at present, where the father 
may consult one doctor, the mother 
another, and the health of the children 
and the welfare of the family as a whole 
be left to chance. 


(d) We visualize the general practitioner as 
the very foundation of the success of 
the Plan. On his shoulders rests the 
promotion of positive health and the 
drastic curtailment of the diseases and 
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¥ 
abuses under which the people at 
present labour. The general practitioner 
must be strategically placed and well 
remunerated; and all services necessary 
for the success of his important work 
must be easily available. It is because 
the general practitioner in the past has 
been frustrated by the economic set-up 
that the people have suffered need- 
lessly, and that there has not been the 
advance in national health, paralleling 
that of science. The growing population 
of our mental institutions and the 
sick in our hospitals, (the majority of 
whom should not be there) is an 
indictment of our present situation. 
Therefore, the Plan must be so organ- 
ized that the general practitioners can 
“go all out”’ on a co-ordinated, militant 
campaign for Health. This will mean an 
entire change in the attitude of our 
medical schools, the education of all 
health personnel, and the proper in- 
tegration of research into the Plan. 
We believe that this will be to the 
advantage of both those giving and 
those receiving the services. 


8. We believe that community effort must have a 
place in the Plan. Since municipal health 
services in many Western municipalities 
have proven an ideal system for the practice 
of preventive medicine—in raising the 
standard of community health, radically 
lowering sickness and death rates, and. 
decreasing the need for hospitalization— 
every opportunity should be given vi 
the national Plan for the preservation and 
enlargement of this method of providing 
services locally. Maximum efficiency and 
practicability should be sought, through 
local democratic participation of the people. 
served. The dynamic of the rural com- 
munity must be utilized in a programme for | 


better health. i | 


We believe in these broad principles for national 
health planning; and we realize that details cannot b 
worked out until all committees meet and pool th 
views. Therefore, we anticipate this opportunity 
being given to all representatives of those who would 
be giving and receiving services under the Plan. 


CHAPTER IV 


Canadian Hospital Council : 
(September 1942.) 


1. Those hospitals shall be eligible for payment 
from the Fund which are approved as “public” 
hospitals by their respective provinces. Other hospitals 
shall be eligible with the consent of the Board only 
in case of emergency necessitating their use or in 
areas where delay incidental to transportation to an 
approved public hospital would be detrimental to the 
patient. 


2. Hospitals for convalescent, incurable or chronic 
patients may be eligible for inclusion if recognized as 
“public” hospitals by their respective provincial gov- 
ernments and upon approval by the ( ?) Commission. 


All such hospitals shall have duly constituted 
medical staffs who shall report periodically, as re- 
quired by the (?) Commission, upon the state and 
progress of the patients under care. 


3. The Committee on Hospitalization shall be 
composed as follows: 

Three representatives of the provincial hospital 
association (if provincial; if on a national basis—“‘of 
the Canadian Hospital Council’’.) 

Two representatives appointed by the Commission. 

Such appointments shall be for a two year basis. 


Regional sub-committees shall be appointed on a 
similar basis. 


4. Subject to any restriction imposed by the 
Hospital Act(s) and the Hospital Regulations of the 
province concerned, the control and jurisdiction over 
the work done in the hospital and the general admi- 
nistration responsibility shall remain in the governing 
body of the hospital. 


5. The usual rules and regulations of the hospital, 
provided they are in conformity with the require- 
ments of the provincial government, shall be ap- 
plicable to insurance fund patients as well as to other 
patients. 


6. Hospitals, unless equipped with special facili- 
ties for such patients, shall not be required to admit 


patients apparently suffering from communicable 


diseases, mental disorders or likely to prove a dis- 
turbance or menace to other patients. General 
hospitals shall not be required to admit or retain 
patients not in need of hospital facilities for the care 
of acute diseases. (Designed to minimize hospitaliza- 


_ tion in “acute” hospitals of chronics, convalescents, 


senile patients and neurotics.) 
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7. Immediately upon the discovery of a patient 
suffering from communicable disease in a hospital, 
the administrator shall notify the local representative 
of the Commission, as well as the local Department 
of Health and, if not equipped for the care of such 
patient, may insist upon his removal without delay. 


8. A hospital may insist upon the production of 
evidence that he is insured and in good standing by 
any person seeking admission as a patient. 


(Is it desirable to add: assurance of such good 
standing by the local representative of the 
Commission may be taken as sufficient evidence?) 
(To protect hospitals, doctors, nurses and others 
giving service, the cards issued to subscribers 
and to indigents should be so arranged that it 
can be noted whether the individual is in good 
standing at that particular time.) 


9. Except in case of dire emergency, no hospital 
shall be required to admit a patient except upon the 
order of a qualified medical practitioner. 


10. When a hospital is affiliated with a faculty of 
medicine in a university, patients admitted to semi- 
public or public wards may be utilized for teaching 
if so desired by the clinician. 


11. Active hospital care shall be without time 
limit, except that after 21 days from the time of 
admission a full report of the patient’s condition shall 
be forwarded to the ( ?) District Hospital Committee 
and this shall be repeated every two weeks during 
the patient’s period of hospitalization. At its discre- 
tion, the Committee may order consultation, a 
revised treatment or the discharge of the patient to 
a convalescent or incurable hospital or elsewhere. 


(If the period be limited, some arrangement for the 
further remuneration of the hospitals should be made.) 


12. Hospital benefits shall be: 
(I) (a) 
(b) 


Ward accommodation. 


Routine floor nursing, as supplied with 
ward accommodation. 


(c) 


Laundry, exclusive of personal laundry 
of the patient. 


Full intern service if interns are avail- 


able. 


(d) 


(e) 


(f) 


(g) 
(h) 
(i) 
(j) 
(k) 


Ordinary medication. (This includes 
saline and glucose injections and such 
pharmaceutical’ preparations as are 
included in the British Pharmacopoeia, 
the United States Pharmacopoeia, or 
the Canadian Formulary.) 


Laboratory services, which would in- 
clude routine laboratory examinations, 
such as routine urinalyses, blood counts, 
including differentials, blood sugars, 
throat swabs, sputum and gastric con- 
tents analyses, and Kahn, Hinton or 
Wassermann tests; but not those in- 
volving extensive investigations, un- 
usual examinations or special studies. 
Dressings, splints and appliances as 
would ordinarily be supplied on a ward 
service to paying patients. 

Use of operating room. 


Anaesthetic material as provided by 
the hospital. 


Physiotherapy only as supplied without 
charge to other paying patients. 


All other necessary hospital supplies 
and appliances which would ordinarily 
be furnished on a ward service without 
extra charge to paying patients. 


(II) All services not included in the above para- 


graph (1) shall be considered as extras 
and shall be chargeable therefore in 
accordance with the schedule of fees set 
forth in Regulation. 

(This schedule should be drawn up in 
conjunction with the Committee on 
Hospitalization and should permit a 
variation of payment to the hospitals 
providing more complete services.) 


Among the items to be considered as extras 


(a) 


(b) 


(c) 
(d) 


(e) 


are the following: 

Any medicines approved by the (?) 
Commission for treatment but not in- 
cluded in the British Pharmacopoeia, 
the United States Pharmacopoeia or 
the Canadian Formulary. 

Laboratory examinationsnotconsidered 
as routine. 


Blood transfusions. 


Intravenous therapy, other than rou- 
tine saline and glucose, and arsenicals 
if not supplied free to the hospital. 
Physical therapy other than as provided 
in paragraph (1). 
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(f) 
. (g) 
(h) 
(i) 
(j) 


X-ray diagnosis and therapy. 
Basal metabolism. 
Electrocardiagrams. 
Orthodiagrams. 

Radium. 


(k) Oxygentherapy and oxygen-carbon 
dioxide therapy. 
(1) Professional service of the anaesthetist. 


(m) Private duty nursing and nurses’ board. 
(This clause has been based upon the 
arrangement with the Department of 
Pensions and National Health for the 
hospitalization of C.E.F. and C.A.S. F. 
patients.) 


(III) Where a hospital desires to accept a flat rate 
for all patients rather than to receive 
a basic rate plus itemized extras, such 
arrangement may be made with the 
consent of the Commission. 


13. There shall be free choice of physician dll 
of hospital, provided such be recognized by the 
Commission, and provided such physician has staff 
privileges in the hospital selected. 


14. Participating hospitals shall retain the right 
to determine who shall have the privilege of treating 
patients within the hospital and extent to which the 
individual physician may undertake treatments. 


The medical staff, the administrator, or the govern- 
ing body shall have power to insist upon a consulta- 
tion whenever such would seem to be in the best. 
interests of the patient. The consultant may be 
named, and shall be remunerated, by the Commis- 
sion. 


} 
i} 
f 


15. Payments to hospitals shall be on a basis of 
service rendered and shall be in accordance with a 
schedule of payment drawn up by the Committee on 
Hospitalization (?) and approved by the Commission 
(or Minister). All hospital accounts may be subject 
to review by the Committee on Hospitalization. 


16. An adequate business record shall be kept 
and an accurate and complete case record shall be 
written for every insured person treated in hospital. 


17. The method for making statistical returns and | 
for computing accounts shall be that recommended 
by the Dominion Bureau of Statistics and the 
Canadian Hospital Council. 


18. (Indigency. Hospitals have found by exper- 
ience that indigency is often disputed, usually after 
treatment has been given, and that payment | is 


frequently hard to obtain. As indigents must be 
covered, it is obvious that they will be given cards 
under the Act.) 


19. Diagnostic returns shall be made to the Com- 
mission. (Adequate legal protection for the hospital 
making the statement re diagnosis, etc., must be 
assured.) 


20. For the care of transients and others who 
would not have cards and who would not be able to 
pay for their hospitalization, some arrangement will 
be necessary for the remuneration of the hospital. 


21. Major surgery shall not be undertaken, except 
in case of extreme emergency, unless one other quali- 
fied practitioner acts as assistant. (This may need 
modification for isolated communities.) 


22. All tissue removed at operation shall be the 
property of the hospital and shall be examined in 
accordance with the local hospital and the provincial 
regulations. 
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23. (It is presumed that the Act will provide 
semi-public care only.) 

If an insured person desires hospital accommoda- 
tions which are more expensive than the accommoda- 
tion provided by the health insurance plan, he may 
have such accommodations if available, in lieu of those 
herein provided, by paying the difference between 
the two charges (room and extras) for such number 
of days of hospitalization as the insured person is 
entitled to receive under the insurance plan. 


24. (There should be a clause to exclude patients 
whose illness would ordinarily come under Work- 
men’s Compensation Board jurisdiction or be under 
the mental health service of the province. This might 
exclude, also, certain classes coming under the 
Federal Government, as for instance Indians, war 
veterans, immigrants, etc., unless it is planned to 
include all of these groups.) 


25. Hospitals approved for the acceptance of 
insured persons shall employ registered nurses only 
on their graduate nurse staff. 


Gm ym alae 


CHAPTER V 


Canadian Life Insurance Officers Association 7 
(November 24, 1942) r 


I. General Comments on Public 
Health Measures 


Weare limiting this first memorandum to the public 
health aspect for several reasons. One is that it has 
long been regarded as a proper and appropriate field 
for government action and involves much less con- 
troversial questions than health insurance. There is 
also apparently widespread agreement that an 
enlarged public health programme is essential to 
preserve and improve the public health and is also 
an urgent need in view of present war conditions and 
the probable post-war situation. In addition, the 
problem is much simpler than ‘health insurance, 
because of actuarial and other technical considera- 
tions which are of major importance in the latter 


field. 


The basic purpose of any measure dealing with 
public health obviously is to improve the national 
health, thus reducing the rate of morbidity and mor- 
tality, and to maintain the national health at the 
highest level attainable. Any consideration of this 
subject immediately brings into relief the quite 
different nature of preventive as compared with 
purely curative measures. Our Committee has given 
much thought to the preventive aspect of the problem 
and in so doing has studied the experience in Great 
Britain and other countries. The treatment of such 
illness as cannot be prevented must naturally be 
undertaken, but there is quite a range of opinion as 
to the extent and the manner of the government’s 
function in the field of curative services. It is generally 
recognized that proposals of such far-reaching im- 
portance as those of the draft plan for health insurance 
merit a searching examination of the experience in 
other countries, with a view to avoiding the difficul- 
ties and pitfalls that have been experienced else- 
where. Canada is in a particularly favourable position 
in this respect because, having no national scheme of 
health insurance at present, she is better able to 
profit by the experiences of others in formulating 
measures calculated to achieve the most favourable 
results with a minimum of administrative difficulty. 


At the same time it is realized that too much 
reliance can not be placed on the study of previous 
experiences abroad in fields so greatly subject to 
change and development as are public health and 
health insurance. Correctly to interpret and utilize the 
experience of others on such matters may be very 


difficult. Special national circumstances usually have 
an important bearing on the nature of, and the 
administrative arrangements for, social measures 
of any kind. The preliminary indications which reach 
us from Great Britain in respect to the activities of 
the Inter-Departmental Committee now conducting 
a comprehensive survey of social insurance and allied 
services under the Chairmanship of Sir William 
Beveridge suggest that recommendations for changes 
of a major sort, notably in the field of medical care, 
are about to be made in that country. Such recommen- 
dations will naturally tend in many respects to take 
into account conditions present in Great Britain and - 
therefore may not have a great deal of applicability 
in such a country as Canada. For these and other 
reasons we feel it important to emphasize that any 
Canadian legislation in the fields of public health or 
health insurance should be based primarily on a thor- 
ough appreciation of the national circumstances, 
institutions, psychology, aspirations, etc., of the 
Canadian people rather than to rely too much on 
precedents from abroad, however well those outside | 
methods may appear to suit the very different popula- 
tions for whom they are designed. 


II. Comments on the Draft Plan 


It has been noted with approval that the draft plan — 
deals with a number of preventive measures. For © 
example, provision is made for grants to those prov- 
inces which provide treatment for persons suffering — 
from tuberculosis, mental illness and _ venereal 
diseases. Similarly, the draft legislation contemplates © 
that grants will be paid to provinces for the provision 
of public health services. In addition, assistance will © 
be granted for the education in public health of physi- 
cians, sanitary engineers, sanitary inspectors and 
nurses; for the conduct of public health studies and — 
investigations; and for the inauguration of physical 
fitness plans for the development of youth. 


However, in the hope that this memorandum may 
be as definite and constructive as possible, we proceed — 
to list some additional types of services and proce- — 
dures which it is felt should be covered in any well- — 
rounded public health programme. It is, of course, . 
recognized that important progress has already been — 
made in respect of a number of these matters, but | 
we believe that something further can be accom- — 
plished by way of developing a truly comprehensive © 
and well-coordinated system of public health services. _ 


a 
| 
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and public education in the field of nutrition. 
— recognized that meritorious steps have already been 
_ taken in this direction but much remains to be done. 
As one step, employers might be encouraged to 
_ provide well-balanced meals for their employees at 
their place of work. As a means of lending such 
- feasibility of permitting employers to charge as a 
legitimate cost of operation for income purposes any 
expenses thus incurred, provided, of course, that the 


\ 


| 


_ purposes, 


_ work of other government departments, 


Consultant Services: Co-operation with provincial 
(and local) health departments by providing con- 
sultant services in connection with a variety of 
technical activities—e.g., public health engineering 
and industrial hygiene; control of cancer, tubercu- 
losis and venereal disease; milk sanitation; nutrition; 
laboratory services, etc. We believe that, for many 
these consultant services (particularly in 
the field of public education to which later reference 
is made) can be best provided by fully using the 
facilities already developed by health organizations 
now operating, ¢.g., the Canadian Public Health 
Association, the Canadian Welfare Council, the 
Health League of Canada, the Canadian Dental 
Hygiene Council: and the Canadian Tuberculosis 
Association. Our feeling in this respect is corroborated 
by the experience of The Canadian Life Insurance 
Officers Association in granting financial assistance 
to such organizations for many years. 


Infectious and Contagious Diseases: —A programme 
of field and laboratory research into the genesis, 
control, prevention and cure of epidemic diseases, 
including more comprehensive compulsory notifica- 
tion of certain illnesses, and practical steps to use the 
knowledge so gained. 


Nutrition:—An intensive programme of research 
It is 


encouragement consideration might be given to the 


meals offered to employees meet with certain mini- 
mum nutritional standards. A comparable pro- 


- gramme undertaken in the schools would also go far 


to develop a healthy, well-nourished generation of 
Canadians. 

The nutrition problem, we believe, extends beyond 
the field of public health in that it involves questions 
of major economic policy. Therefore, any nutrition 
programme might profitably be integrated with the 
e.g., Agri- 
culture, Fisheries, Trade and Commerce, National 
Defence and Finance. 


Child and Maternal Welfare:—Development of 
facilities to investigate and report upon all matters 
pertaining to the welfare of children among all 
classes of the population and to render guidance and 
services on the basis of such investigation. Such a 
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programme would involve the study of infant and 
maternal mortality, accidents and diseases of chil- 
dren, child labour, etc., and should make provision 
for guidance to parents and services in the fields of 
paediatrics, orthopaedic surgery, dentistry, nutrition, 
psychiatry, etc. It is most important that expectant 
mothers be educated in and afforded adequate pre- 
natal and post-natal care, for which some form of 
registration of pregnancy would prove to be most 
advantageous. 


Institutional Treatment: Sanatoria:—The provision 
of adequate institutional accommodation for the 
treatment of alcoholics and drug addicts. Though not 
strictly preventive, care of such persons has been long 
an accepted public health function. The cardinal aims 
of such a programme would be to protect the com- 
munity and rehabilitate persons suffering from these 
maladies, thus enabling them to resume their normal 
place in society. 


Housing Facilities:—The study by trained social 
workers of problems arising out of overcrowding and 
lack of proper housing in urban centres and appropri- 
ate action to remove such conditions. 

This question is, of course, a particularly pressing 
one at the present time because of the influx of war- 
workers into our large industrial cities. 


Education:—An organized plan of lay education on 
disease and all other matters related to public health 
through publications, news releases, conferences, 
demonstrations, motion pictures, lectures, exhibits, 
etc. 

It is appreciated that it is hardly feasible to 
organize and carry out the whole of such an ambitious 
programme at one time, but emphasis is laid upon the 
need for formulating a programme of this general 
character as a first objective. The various parts of a 
public health plan of this type could, of course, and 
probably should be placed in operation gradually. 

It is our opinion that public health measures of 
the character under discussion should be coordinated 
but not consolidated with a health insurance plan. 
In other words, it is our view that the preventive and 
curative aspects of the whole question should be dealt 
with as distinct problems, administratively, although 
we, of course, recognize their close relationship in 
other respects since they complement each other. 

Public health measures are frequently of a nature 
in which an entire community or a large group of 
persons are considered and benefited as a whole, 
while curative measures in event of disability usually 
concern a particular individual. These and other 
differences make clear to us that an attempt to ad- 
minister the preventive and curative aspects in the 


manner prescribed in the draft plan will result in 
practical difficulties. Furthermore, if that were tried, 
one of them is almost sure to suffer at the expense of 
the other. 


We believe that public health services essential for 
the public welfare should stand on their own and 
should not be contingent upon the adoption by a 
province of measures of any other kind, especially 
when there may not be general agreement as to the 
extent to which such other measures are themselves 
properly subject to governmental operation. We 
therefore believe that Dominion grants to a province 
for public health purposes should be conditioned 
solely upon the need of the province for such assist- 
ance, and its proper use of the money for the purpose 
for which it is intended. In the not improbable event 
of a province which implemented the draft plan sub- 
sequently deciding to modify the insurance feature 
of its programme, for example, because of its exper- 
ience thereunder, not only would it be inequitable 
that its residents be required to forfeit their rights to 
the public health services being enjoyed by the 
residents of other provinces, but real difficulties and 
hardships would undoubtedly arise for many _per- 
sons, and these would be highlighted by the contrast 
with neighbouring provinces. 


| 
| 
) 

For the above reasons, we are of the opinion that. 
the Dominion by the payment of grants might 
encourage the provinces to adopt or enlarge public 
health programmes, but that such programmes | 
should be independent of any action taken by the 
province with respect to the inauguration of a plan - 
of health insurance. While every effort should be. 
made to coordinate such programmes with any health | 
insurance plan that may be adopted, the satisfactory | 


operation of each would only be hampered by their 
formal union. 


III. Constitutional Authority 


Any memorandum of this character would be 
incomplete without some comment on the constitu-_ 
tional position of the Dominion in legislating on such | 
matters. We believe that the Dominion Government | 
has sufficient authority to deal with certain general | 
matters of policy in the field of public health, and | 
may make grants to those provinces which introduce 
measures of an approved type. We further believe 
that the Dominion should take the initiative in. 
formulating broad questions of policy and, by the 
payment of grants to the provinces, should encourage | 
them to embark upon a comprehensive programme in | 
the field of public health, conforming with such 
minimum standards as may be recommended by the. 
Dominion and agreed to by the provinces. 


Cuapter VI 


Canadian Medical Association 


(June 1942) 


1. That in the Provinces where Health Insurance 
is established it be administered under an indepen- 
dent Health Insurance Commission, the majority of 
whom shall be representatives of organized medicine. 
There should be close cooperation between this 
Commission and the Provincial Department of 
Public Health with a view to making full use of 
preventive services. 


9. That a Central Health Insurance Board and 
Local Insurance Boards be appointed, representative 
of all interested to advise the responsible adminis- 
trative authority. 


3. That the professional side of Health Insurance 
Medical Service be the responsibility of the organized 
medical profession through the appointment of a 
Central Medical Services Committee and Local 
Medical Services Committees to consider and advise 
on all questions affecting the administration of the 


medical benefit. 


4, That the question of the establishment of local 
areas for health insurance administration be left to 
the decision of the individual Provinces. 


5. ‘That the whole Province be served by adequate 
Departments of public health, organized where 
possible on the basis of provision of individual health 
supervision by the General Practitioner. 


6. That “Regional Medical Officers’, to act as 
supervisers and referees, be appointed, paid and con- 
trolled by the Commission. 


7. That medical care for indigents and transient 
indigents be provided under the Plan, the Govern- 
ment to pay the premiums of the indigents, who then 
receive medical care under exactly the same condi- 
tions as other insured persons. 


8. That the Plan be compulsory for persons 
having an annual income below a level which proves 
to be insufficient to meet the costs of adequate 
medical care. 


9, That the dependents of insured persons shall be 
included in the medical benefit. 


10. That the only benefit under the Plan be the 
medical benefit. 
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11. That the medical benefit be organized as 
follows: 


(a) Every qualified licensed medical practi- 
tioner to be eligible to practise under the 
plan. 


(b) The insured persons to have freedom of 
choice of medical practitioner and vice 
versa. 


(c) The medical service to be based upon 
making available to all a general prac- 
titioner service for health supervision 
and the treatment of disease. 


(d) Additional services to be secured ordinarily 
through the medical practitioner: 


(1) (a) Specialist medical service. 
(b) Consultant medical service. 
(2) Visiting Nurse service (in home). 
(3) Hospital care. 
(4) Auxiliary services—usually in hos- 
pital. 
(5) Pharmaceutical service. 


(e) Dental service, arranged direct with dentist 
or upon reference. 


12. That the Insurance Fund should receive con- 
tributions from the insured, the employer of the 
insured and the Government. 


(a) Payment of the premium of the insured, in 
certain proportions to be determined, 
should be made by the employee, em- 
ployer and Government. 


(b) Where an insured person has not an em- 
ployer or where it is not practical for 
the Government to collect from the 
employer, the Government should pay 
in for that insured person what would 
be the employer’s share as well as its 
own share of the premium. 


(c) Where the insured is “indigent’’ or has been 
out of work long enough to come 
without the scope of the provisions of 
the Act as relating to an insured em- 
ployee, the Government should assume 
payment of the full premium. 


13. That the medical practitioners of each 
province be remunerated according to the method or 
methods of payment which they select. 


14. (a) ‘That the Schedule of Fees in any Health 
Insurance Scheme shall be the Schedule 
of Fees accepted by the organized 
profession in the province concerned. 


(b) That all Schedules of Fees be under 
complete control of the organized 
medical profession in each province. 


15. That the contract-salary service be limited to 
areas with a population insufficient to maintain a 
general practitioner in the area without additional 
support from the Insurance Fund. 


16. That no economic barrier be imposed bet wee: 
doctor and patient. 


17. That the best possible standard of service b 
required of the professions and that the remuneration 
of the professions be consistant therewith. 


18. That provision be made for clinical teaching 
material for medical schools; that facilities b 
provided for research work; and that time be allowe¢ 
for post-graduate work. 


19. That the plan be actuarially studied an 
approved before being adopted, and_ actuarially 
checked at periodic intervals. 


20. ‘That some plan be devised for the Provisior 
of pensions for medical practitioners. 


CnHaprer VII 


Canadian Nurses Association 
(June 1942) 


Health Insurance Councils 


1. It is recommended that all administrative 
boards engaging or directing nurses under the Health 
Insurance Act be organized in such a way as to 
insure that the standard of nursing service and the 
policies governing conditions of employment and 
service of nurses be approved annually by the Cana- 
dian Nurses Association. 


2. It is recommended that all nurses working 
under the Health Insurance plan be registered in the 
province in which they work and be members of the 
Canadian Nurses Association (important because of 
provinces where membership in Association is 
voluntary). 


38. It is recommended that the nurse representa- 
tives on the Dominion Council be named by the 
Canadian Nurses Associations; that the nurse 
representatives on the Provincial Councils be named 
by the Provincial Associations of Registered Nurses, 
and that in the Province of Quebec both language 
groups should be represented: It is further recom- 
mended that, to effectually coordinate the work, 
representatives of the different fields of nursing 
should be rotated on these councils and on regional 
advisory committees. 


Nurse-Directors 


1. It is recommended that, as supervision of all 
nursing service is essential to insure complete and 
first quality service, nurses appointed to positions in 
charge of all offices, and their assistants, be carefully 
selected as to their qualifications, experience, per- 
sonality and ability to direct nurses and nursing 
service, and to plan and carry on professional educa- 
tion. 


2. It is recommended that a highly qualified 
registered nurse, according to standards to be set by 
the Canadian Nurses Association, be appointed as 
Federal Director of nursing service under the Health 
Insurance Act and that a representative of the 
Canadian Nurses Association be permitted to sit 
in at the meeting of the body making appointments, 
to insure that the appointee meets required standards 
of qualifications. 


3. It is recommended that a highly qualified 
registered nurse, according to standards to be set by 


the Provincial Registered Nurses Association and 
approved by the Canadian Nurses Association, be 
appointed in each Province as Provincial Director; 
that in the Province of Quebec, the Provincial Nurse- 
Director be a bilingual French Nurse, and further 
that a representative of the Provincial Nurses Asso- 


ciation be permitted to sit in at the meeting of the 
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body making appointments to insure that appointees 
meet required standards of qualifications. 


4. It is recommended that one of the duties 
of the Provincial Nurse-Director be to see that 
properly qualified registered Local Nurse-Directors be 
appointed to each Health Insurance Regional Set-up; 
It is further recommended that, in places where the 
population is predominantly F rench-speaking, the 
local Nurse-Director be a bilingual French nurse 
with the qualifications as outlined above, and the 
remaining administrative nursing personnel, as well 
as the nursing staff, be French-speaking, English- 
speaking or bilingual, according to the population. 


5. It is recommended that the local Nurse- 
Director, after consultation with the Provincial 
Nurse-Director, select the local nursing staff, be 
responsible for the nursing administration of the 
Regional Office, supervision of nursing service, and 
cooperation with other agencies. 


Set-Up of Regional Office 


1. It is recommended that a Nursing Service be 
set up in the Regional Office with adequate profes- 
sional and clerical staff to provide twenty-four hour 
service. 


9. Itis recommended that in meeting the nursing 
needs of the community, i.e Public Health Nursing, 
including Visiting Nursing and Private Duty Nursing 
in home and hospital, existing nursing agencies and 
other nursing resources be utilized. 


3. It is recommended that a comprehensive 
system of Personnel records for all registrants be 
maintained in the Regional Office, in order that the 
Nurse-Director of the Regional Office may have 
complete knowledge of their qualifications, including 
special training, general ability, experience, per- 
sonality, etc; this is to insure that, where service is 
provided from the Regional Office, only those most 
suitable will be assigned to cases where any particular 
requirements must be filled. 


4. It is recommended that uniform nursing records 
be used which will provide all the statistical data 
required by the Federal and Provincial Health 
Insurance Administrative Boards and that these 
records be as simple as possible. 


5. It is recommended that adequate supervision 
be provided for all nursing services. 


6. It is recommended that all problems or com- 
plaints regarding registered nurses, submitted by 
doctors, hospitals, nurses or patients, be made in 
writing to the local Nurse-Director of the Regional 
Office, these to be dealt with by her or in conjunction 
with the nurse representatives on the Advisory 
Committee and when necessary referred to the 
Provincial Nurse-Director. 


Salaries and Hours of Duty 


1. It is recommended that all registered nurses 
directly employed under Health Insurance be on a 
salary basis and that this be graded according to 
qualifications, experience, aptitude and nature of 
duties and responsibilities; that, when the Health 
Insurance Bill has passed and is being implemented, 
the Canadian Nurses Association have the privilege 
of recommending a scale of salaries based on the 
salaries then being paid in each Province, and that 
there be provision for statutory increases and for 
study and revision of the salary scale at least every 
five years. 


2. It is recommended that superannuation and 
pension be provided for all nurses employed on a 
salary basis under the Health Insurance Act; it is 
further recommended that, where service is pur- 
chased from existing organizations, arrangements be 
made whereby their nurses may participate in super- 
annuation and pension. 


| 
3. It is recommended that the hours of duty be 
not more than an average of eight per day and forty- 
four per week; that there be provision for three weeks’ 
vacation and for statutory sick-leave; that the 
arrangement for the 24-hour service and the seven- 
day week be a question of administration; that in 
places where nurses work alone under remote diree- 
tion from a Regional Office, the Regional Nurse- 
Director be responsible for seeing that relief is 
available locally to provide for off-duty time. 


Rural Areas 


1. It is recommended that, in rural areas where 
there are County Health Units or municipal health 
organizations with public health nursing services, 
these might become the foundations of Regional 
Offices and be adapted to the standards and needs 
according to the Health Insurance Act and the quali- 
fications as laid down in the preceding paragraphs 
of this Brief: it is further recommended that in areas 
distant from any Regional Office and where no 
Nursing Organization is in existence, nursing service 
under the Health Insurance Act be established. 


Relationship with Other Agencies 


1. It is recommended that the present existing 
coordination and cooperation between Nursing and 
Other Agencies—Social, Welfare, Health, etc., should 
be strengthened and increased. 


It is recommended that when the Govern- 
ments, Federal and Provincial, start organizing 
the Health Insurance set-up, nurses who have > 
had broad experience in the organization and 
administration of nursing services be called in 
to implement all these recommendations; the 
choice of these nurses to be approved by the 
Canadian Nurses Association and the Provin- 
cial Nursing Associations. 


Cuaprer VIII 


Canadian Pharmaceutical Association 
(June 1942) 


(1) We wish to explain that the profession of 
Pharmacy is governed by the respective Provincial 
Pharmacy Acts, which set the educational require- 
ments for apprentices; the number of years of 
apprenticeship (usually three); the length of the 
College Course (usually two years); issue the 
licenses and diplomas permitting the operation of 
drug stores; regulate the sale of poisons and drugs; 
discipline members when necessary, by cancellation 
of licenses, or other means; and in general, control the 
activities of pharmacists insofar as their profession is 
concerned. 


(2) Under this system Pharmacy has equitably, 
adequately and economically served the public need 
at every moment in every community of the Domi- 
nion, is now doing so, and is prepared to do so in 
time to come. 


(3) This Association maintains that the distribu- 
tion of drugs and medicines through the recognized 
and legally regulated pharmacies of the Dominion 


is necessary to public convenience and welfare. 


(4) This Association stresses its profound con- 
viction that a complete public health service requires 
the distribution of all types of drugs, medicines and 
surgical appliances, regardless of classification, under 
the supervision of registered pharmacists. 


(5) That all prescriptions under any health insur- 
ance scheme be dispensed exclusively by pharmacists, 
where available, in accordance with the requirements 
of the respective Pharmacy Acts. 


(6) That a uniform and adequate system of pricing 
be adopted for goods and services and that any 
schedule drawn up be approved by the provincial 
pharmaceutical associations. 


(7) That no repeat prescriptions be allowed. 


(8) That the insured shall at all times be free to 
choose his own pharmacist. 


(9) That under any insurance scheme the insured 
person shall receive any type of medicine that the 
physician deems necessary. 


(10) That pharmacists be given active representa- 
tion on any policy-forming commission. 


(11) That pharmacy be given adequate representa- 
tion on any and all federal, provincial and local com- 
mittees that may be established, whether adminis- 
trative or advisory. 


(12) That any infraction on the part of pharma- 
cists under this legislation be referred to the provin- 
cial statutory pharmaceutical bodies for disciplinary 
action. 


(13) That in all matters of dispute pharmacists 
have free access to the public courts. 


(14) Finally, this Association reserves the right 
to change or qualify any of the above recommenda- 
tions, in the future, should it be deemed desirable in 
the interests of the profession. 


Cuapter 1X 


Canadian Public Health Association 


Suggested Preventive Procedures Which 
Should Be Incorporated In Any Health 
Insurance Scheme 


(December 1942) 


Presuming an acceptance of the principle that the 
general practitioner should in any scheme of health 
insurance assume a larger measure of responsibility 
in the field of preventive medicine, four questions 
arise: 


First—the extent of payment and how such pay- 
ment is to be made; 


Second—the scope of the services to be offered by 
the general practitioner; 


Third—the relationship between the general prac- 
titioner and the local public health department; 


Fourth—the standardization of procedures and 
direction of the service. 


In respect to the first of these—it is essential that 
the remuneration be adequate and that payment 
for such services be defined in the governing legis- 
lation. 


As to the second— 


Adequate pre-natal and post-natal supervision 
should be provided, which should include serological 
examination for syphilis; 


Regular supervision should be extended throughout 
the period of infancy and the pre-school period; the 
child should be protected during this period by the 
family physician by the administration of all im- 
munizing agents of proven value; 


As a pre-requisite to admission to school the child 
should present to the school principal, on the appro- ’ 
priate form, a statement as to his present physical 
condition in required detail; 


Regular supervision should be extended to the 
school age child either at fixed age periods or on the 
recommendation of the school health staff; advan- 
tage should be taken by the physician of available 
consultant opinion in matters when such opinion is 


necessary both in respect to physical and mental 
health; 


Such supervision should be extended not only to 
the elementary but to the secondary school age 
group; 
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A pre-employment certificate, again on the appro- 
priate form, should be required of all adolescent 
children leaving the school for work. 


At the appropriate age level, and governed by 
circumstances, tuberculin testing should be carried 
out and provision made for the X-ray examination of _ 
positive reactors. 


The responsibility for the diagnosis and treatment 
of venereal disease would presumably be delegated to 
the general practitioner. 


The regular examination of the adult who is 
apparently well might rightly be considered as one 
of his responsibilities. & 


Pre-marital examination. 


It is expected that there will be a well established 
community health service which will in the main 
concern itself with the protection of the public health 
in respect to environmental sanitation, adequate — 
supervision of perishable foods and their distribution; — 
communicable disease control, the conduct of state 
laboratories and clinics to aid the practitioner in 
diagnosis, local divisions of vital statistics, ete. 


An official interest in the conduct of hospitals for ‘ 
the care of the mentally ill, and for sanatoria and — 
public hospitals receiving financial aid from the 
Government. 


Fourth— 


There should be a general acceptance by the pro- i 
fession of methods and procedures to be carried out 


school age child, etc. 


Adequate records should be kept to permit of the 
satisfactory completion of the certificates required 
for admission to school and employment; 


A measure of supervision, advice and direction will 
undoubtedly be necessary for some time in the | 
conduct of these procedures, otherwise a percentage 
of the profession who are so minded might fail to — 
keep the appropriate relationship between the pres 4 


ventive and therapeutic aspects of their responsibi- 
lities. 


The implementing of such a programme would of 
necessity have to be guided by the representatives of 
organized medicine and the official health agencies. 


Recommendation of the Committee on 
Public Health of the Canadian Public 
Health Association 


(January 1943) 


The Committee desires to recommend :— 


1. That any proposed Provincial Act as related 
to health insurance be so drawn that a provincial 
government, after consultation with professional and 
other groups concerned, may administer such Act 
through the provincial department of health or by a 
commission responsible to the Legislature through 
the Minister of Health. 


2. In the event that the Act is administered 
through the provincial department of health, it is 
recommended that:— 


(a) For the purpose of administering and car- 
rying out the provisions of the Act and 
the regulations thereunder, there shall 
be established within the Department 
a Division of Health Insurance. 


(b) There shall be appointed a Director of the 
Division of Health Insurance, chosen 
from a panel nominated by the Provin- 
cial division of the Canadian Medical 
Association,* who shall be a physician 
preferably with a degree in public 
health, whose duties shall be to admi- 
nister and carry out the provisions of 
the Act by direction of the Minister; 
to keep the Minister informed in regard 
to the activities conducted in virtue of 
the Act; and to make recommendations 
to the Minister in respect of the opera- 
tion thereof. 


(c) The Lieutenant-Governor in Council shall 
appoint and employ such other per- 
sonnel as may be required for the ad- 
‘ministration and enforcement of the 
Act and shall determine their duties 
and fix their remuneration. 


(d) There shall be created a Provincial Advisory 
Council on Health Insurance consisting 
of the Deputy Minister of the Depart- 
ment who shall be Chairman, the 
Director of Health Insurance of the 
Department who shall be Secretary, a 
representative of the Provincial Medi- 
cal Association, and such other persons 
comprising a representative of the 
pharmacal, nursing and dental pro- 
fessions; of hospitals, labour, industry 
and agriculture; and of women’s urban 
and rural organizations, respectively; 
as may be appointed by the Lieutenant- 
Governor in Council, and who shall hold 
office for three years. 


3. In the event that the Act is administered by a 
Commission, it is recommended that :— 


(a) The Commission shall consist of not less 
than three and not more than five 
members. The Deputy Minister of 
Health shall be a member, ea officio. 
The chairman of the Commission shall 
be a doctor of medicine, preferably with 
training in public health, regularly 
qualified, duly licensed and in good 
standing in the province and having 
practised medicine for at least ten 
years. He shall be appointed by the 
Lieutenant-Governor in Council. 


(b) There shall be created a Provincial Advisory 
Council on Health Insurance consisting 
of the Deputy Minister of the Depart- 
ment who shall be Chairman, the 
Chairman of the Commission who shall 
be Secretary, two representatives of 
the Provincial Medical Association, 
and such other persons comprising a 
representative of the pharmacal, nurs- 
ing and dental professions; of hospitals, 
labour, industry and agriculture; and 
of women’s urban and rural organiza- 
tions, respectively; as may be appointed 
by the Lieutenant-Governor in Council, 
and who shall hold office for three years. 


“This wording will have to be changed to take care of the situation in Quebec. 


CHaprer X 


Catholic Hospital Council of Canada 


Considering that Sisters’ Hospitals have very 
special characteristics which have helped them to 
carry on their wonderful work since the origin of 
Canada, three hundred years ago; 


Considering that there are in Canada 165 Catholic 
Hospitals, providing 19,879 hospital beds and 1,961 
bassinets, which represent 34.1% of the total number 
of hospital beds in Canada, and to these hospitals are 
attached 74 Catholic Schools of Nursing, and the 
percentage of Catholic nurses in Canada is 42%; 


Considering also the generous contribution of the 
Catholic Sisterhoods to Canada inasmuch as they 
have toiled for so many years, often under very 
difficult situations, regardless of self profit; 


Considering that these institutions are very 
different from municipal institutions, particularly in 
their philosophy of nursing, it is hoped that in the 
set-up of Health Insurance, and in drafting the Act 
which will govern its application, due consideration 
will be given to these institutions, in order to help the 
Sisterhoods to maintain their: noble work, undis- 
turbed and free in their devotedness to the sick and 
afflicted, with the same sacrificing spirit as they have 
in the past. 


Presuming that the foregoing statement has been 
considered in earnest sympathy, the N ursing Service 
Division of the Catholic Hospital Council of Canada 
submits the following: 


General Recommendations 


I. It is recommended that the organisation of 
Health Insurance not interfere with the present 
set-up of nursing in Sisters’ Hospitals, including those 
hospitals where Sisters are employed as local admi- 
nistrators, supervisors of nursing or nurse educators. 


II. In order to maintain good understanding with 
the government appointees and other groups inter- 
ested in Health Insurance, also to make these 
appointees and other groups more familiar with the 
problems confronting Catholic Hospitals, it is 
recommended that the Nursing Service Division of 
the Catholic Hospital Council of Canada be repre- 
sented on all Councils and Boards of the Health 
Insurance set-up, Federal, Provincial and Regional. 


Health Insurance Councils 


I. It is recommended that all Boards engaging or 
directing nurses, in the set-up of Health Insurance, be 
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organised in such a way to insure that standards of 
nursing, policies governing nursing and conditions of 
employment in Sisters’ Hospitals, be approved 
annually by the C.N.A. and by the Nursing Service 
Division of the C.H.C.C. q 
- || 

Nurse Directors . | 


I. In order to afford better understanding of Ft 
philosophy of Sisters’ Hospitals and thereby promote 
co-operation, it is recommended that, if available, 
Sisters named by the C.H.C.C. be appointed super- 
visors of nursing service in Sisters’ Hospitals. These 
would act as associate directors to Federal, Provincial | 
and Regional Directors of nursing service, insofar as 
Sisters’ Hospitals are concerned and with similar ! 
powers as laid down for the other nurse directors in. 
the Health Insurance set-up. If Health Insurance is 
on a provincial basis, in provinces where Sisters’. 
Hospitals are not sufficiently numerous to occupy a. 
full-time supervisor, she might be employed on a_ 
part-time basis in several provinces. 


Qualifications 


I.- Although the nursing personnel in Sisters’ 
Hospitals is as well qualified as in other hospitals, it is 
recommended that such qualifications be determined 
not only by the C.N.A. but also by the Nursing 
Service Division of the Catholic Hospital Council of - 
Canada. 

II. It is recommended that Sisters be given free 
choice and full control over the nursing personnel of © 
their institutions, providing they conform to the 
standards laid down by the C.N.A. and the Nursing — 
Service Division of the C.H.C.C. | 


III. It is also recommended that the word . 
“qualified” be determined by the Committee on — 
Health Insurance before organizing their work. In the 
present report the word “qualified” is meant to say: 
a registered nurse in good standing. 


Standards | 


I. It is recommended that standards of nursing ‘ 
service and policies governing nursing and conditions 
of employment for nurses in hospitals, in the set-up — 
of Health Insurance, be approved by the C.N.A. and | 
by the Nursing Division of the Catholic Hospital i 
Council of Canada. | 


Registries 


L. It is recommended that Catholic Hospitals be 
preferably provided, through the registries of Health 
Insurance, with graduate nurses of their respective 
schools. Catholic families should be provided with 
Catholic nurses. 


Il. Itis recommended that, if complaint is made 
to the office of Health Insurance, by doctors, nurses 
or other persons, it shall be made through the 
Director of nursing service of the hospital concerned, 

and if it is made otherwise, the officer of Health 
Insurance receiving the complaint will communicate 
with the nursing director of that hospital, before 


| decision is taken with reference to the complaint. 
| Regional Office 


{It is recommended that for the purpose of 

| consultation the Commission must have recourse to a 
Committee representative of registered nurses of the 

| provincial R.N.A. and of the provincial Nursing 
Service Division of the C.H.C.C. 
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Il. Where for the purpose of this section, the 
interests of nurses in a particular region or area are 
concerned, rather than of the nurses of the province 
as a whole, it is recommended that the Commission 
recognise a Committee of nurses appointed by 
organisations which are representative of registered 
nurses of the area in question. 


Ill. It is recommended that in Provinces where 
there is no Civil Service Act, such an act be estab- 


lished. 


IV. It is recommended that in Sisters’ Hospitals 
the professional and non-professional staff be secured 
and appointed to their respective positions by the 
authorities of the Hospital concerned. 


It is recommended that when governments, 
Federal and Provincial, start to organise the Health 
Insurance set-up, Sisters who have had broad ex- 
perience in Hospital Nursing, named by the Nursing 
Service Division of the C.H.C.C., be called in as 
consultors in regard to these recommendations. 


CHAPTER XI 


Catholic Women’s League of Canada 
(June 1942) 


Report on Questionnaire Results 


Questionnaires were sent out. Many expressed the 
opinion that a longer period of time was required for 
study in order to give an intelligent answer. The 
majority of the completed questionnaires gave an 
affirmative answer to the different questions. With 
one or two exceptions, in favour of the Provincial 
Minister of Health, or a Dominion-Provincial Com- 
mission, the general opinion was that the administra- 
tion should be under the Dominion and Provincial 
Ministers of Health. 


Answers to the different questions, other than 
“Yes” and “No”, are tabulated hereunder :— 


Question 1. 
“If used in a beneficial manner and with all 
precautions.” 

Question 2. (g) 
“Offer scholarships—two or three should be 
made available.”’ 

Question 3. 
“I thing these rules cover everything.” 
“Trachoma, particularly among Indians and 
Mennonites.” 
“Yes, to Summer Camps for underprivileged 
children where help is needed.” 


Question 4. 
“By indirect taxation.” 
“To a limited degree.” 
“Only in case of poor families.” 
“Would depend on plan adopted.” 


Question 5. 
“It should if it does not become ‘State Medi- 


> 99 


cine’. 

“To a limited degree.” 

ee »” 
In some form or other. 


Question 8. 
“Anyone earning less than $3,000 a year.” 
“Those of small incomes.” 

Question 11. 
“Yes, if without income.” 
“Within a certain income, not large ones.” 
‘No, many farmers are well able to pay for it.” 


Question 12. 


“In some districts this may be feasible, in others 
to the contrary.” 


“Yes, a complete unlimited service.” 
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Question 13. 
“Free choice, if objections raised.” 
“Not necessarily.”’ 
“Would depend on attitude of doctor towards 
Health Insurance Plan.” 


Question 14. 
“On a salary basis.” 
“On a fee basis.” 
“This question should be left for doctors to 
decide.” ; 


Question 16. . # 
“This question needs a great deal of study re_ 
cost of administration and as to whether the 
National Defence Tax could be maintained after — 
the war for the purpose of paying Health In- 
surance.” ; . F 
“All.” Re suggestion that National Defence Tax 
be maintained after the war in whole or in part — 
and ear-marked for Health Insurance. “To the — 
best advantage.” 

“All of them might help.” 
“It would be a splendid plan for all of them to 
contribute.” 
“Only (c) and (d) should contribute.” 
“This suggestion has the germ of a workable ide a 
If huge sums can be raised for destructive pur. 
poses in war time, it should be practicable to 
raise sufficient in peace time to carry out a 
constructive program which will benefit the 
whole nation.” ~ 7 
“There will certainly have to be a special tax but 
one not so bound by red tape as to penalize one | 
certain class against another.” 
(b) “Employee” 

“If employee can, but should have it any- 


x” 


way. 


Question 18. 
“Yes, by a Commission.” 
“Preference towards Health Officer.” 
“Both cooperating.” 


Question 19. 
“Lay representation on all committees.” 
“Yes, in conjunction with the Commission.” 
“Not entirely, largely however; supervision but 
not final decision.” 


Question 20. 
“Need more consideration on this point.” 


Cuaprer XIT 


- Federated Women’s Institutes of Canada 


All the Provinces were interested in the subject of 
Health Insurance, but, judging by the answers, I do 
think a great deal of education along this line is 
necessary before any form of Health Insurance could 
be put across successfully.” 


Two of the Provinces asked questions like this— 
“What is the difference between Health Insurance and 
) State Medicine? How can we have Health Insurance 
‘and Industrial Medical Schemes, Trade Union 
‘Schemes, etc.? What would the probable cost be, 
ete.?” . 


_Answers :— 


No. 1. Majority feel preventive medicine should 
| be part of Health Insurance. 


| No. 2. All answered in the affirmative. 

| "No. 8. Further subventions for Blind, Tonsil, 

| Dental and Eye Clinics in rural areas— 
Sanitary Inspectors for Public Schools 
and Research. 

| No. 4. Majority feel it would not be effective 


unless compulsory. 


| No. 5. & 6. Great difference of opinion. Some felt 
it should be only for those whose incomes 

are below $3,000. Others felt if it is 
| Government, every one should benefit; still 
others felt it would not be effective unless 
it included everybody. 
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(August 1942) 


No. 7. 


a Ws 
16, 


sae 
AS. 
pa e 


23 & 24 


Majority did not favour scheme as 
adopted in England but should be im- 
proved upon. One Province favoured 
plan adopted in New Zealand. 


Yes. 
Yes. 
Yes. 
Yes. 
Yes. 


Choice of Doctor if possible. 


Great difference of opinion— 

Two Provinces expressed the opinion 
a-b-c-d., all contribute; others, it should 
be Dominion, Provincial and Municipal; 
others felt it was a matter requiring 
knowledge and thought to answer. 


Unanimous “Yes’’. 


Difference of opinion. Some favoured 
Defence Tax; others, special Health Tax. 


Yes. 
Commission. 


20, 21. In most cases I would judge by 
answers the questions not clear. 


. Majority favoured National Commission. 


Cuapter XIII 


La Fédération des Femmes Canadiennes Francaises 
(January 1943) 


(Translation) 


WHEREAS morbidity and mortality rates indicate 
that the people of Canada are provided inadequately 
with public health services and medical care; 


AND WHEREAS the tuberculosis mortality rate 
is excessive and can be reduced by the provision of 
more complete preventive measures and free treat- 
ment; 


AND WHEREAS the incidence of the venereal 


diseases is excessive; 


AND WHEREAS the incidence of mental illness, 
and mental deficiency, coupled with inadequate 
medical care and treatment for those conditions 
constitute a grave national problem; 
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AND WHEREAS people with insufficient incomes 
are unable to provide themselves and their depen- 
dents with adequate medical care, nursing and 
hospitalization; | 


NOW THEREFORE, the “Fédération des Fem- 
mes Canadiennes Francaises” resolves that the 
Dominion Government take steps to assist the 
provinces financially in establishing a system of 
health assurance which will provide their residents 
with complete public health services, and medical, 
surgical, nursing and hospital care, on a contributory 
basis. | 


ages 


IV. National Health and Nutrition 


1.—Dominion leadership, in co-operation with 


provincial and municipal health departments, in 


making provision for an adequate program of 


health, nutrition and child welfare for Canada, 
‘aimed at the prevention, control and cure of disease 
by such means as: 


(a) A nutritional program ensuring diets ade- 


quate for health; 


(b) Strengthened and improved public health 
services, through adequate health depart- 
ments in all sections of the country, both 


urban and rural; 


(c) Adequate hospital accommodation for tuber- 
cular, mental and mentally-defective pa- 


tients requiring institutional care; 


(d) Clinics for child welfare, heart diseases, 
venereal diseases, cancer, tuberculosis and 


mental disorders; 
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CuaPTrEeR XIV 


National Council of Women 
(July 1942) 


Preliminary Program on Post-War Planning 


(e) Medical care through: 


(1) Extension of voluntary health insur- 
ance plans; 

(2) Appointment of municipal doctors; 

(3) A governmental plan of compulsory 
health insurance for those in the low- 
income groups; 

(4) Free care for those not included in a 
governmental health insurance plan, 
who are unable to pay. 


2.—An extension of the voluntary health work 
carried on by various health agencies and by indus- 
trial medical services. 


VI. The Social Insurances 


1.—An extension of benefits under the Unemploy- 
ment Insurance Act; 


9.—The establishment of a national plan of con- 
tributory old-age pensions; 


3.—The establishment of a national plan of com- 
pulsory health insurance, as indicated above. 


CuapTer XV 


Trades and Labor Congress of Canada* 
(February 1942) 


General 


It is noted that the proposals are for an act to 
assist the provinces to establish health insurance and 
public health services. In effect, this means the 
sharing of responsibilities by the Dominion and 
Provincial Governments. Past experience with the 
Old Age Pension legislation, payment of relief to the 
unemployed and similar joint Dominion-Provincial 
measures has shown clearly many weaknesses of this 
form of joint responsibility and administration, and 
how it has reduced the effectiveness of these measures 
to provide the fullest protection at a minimum cost. 


To a lesser degree disadvantages exist in work- 
men’s compensation acts because of their being 
strictly provincial. Especially is this so in regard to 
industrial diseases such as silicosis, etc., and the 
proper compensation for these cases is in many 
instances lacking owing to the refusal of some 
provinces to compensate for occupational diseases 
which may have originated while the claimant was 
working in another province. 


It was to avoid similar disadvantages that organ- 
ized labor as represented by The Trades and Labor 
Congress of Canada strongly urged and finally 
obtained a complete national scheme of Unemploy- 
ment Insurance and Employment Services. 


We are firmly convinced that similar national 
schemes should prevail in respect to all forms of social 
security and would especially stress this in respect to 
health insurance if the best interests of the insured 
persons are to be served. 


SUMMARISED, our suggestion is that considera- 
tion should be given to re-constituting the whole 
Act on the basis of a national scheme with the 
ultimate object in view of this being incorporated as 
part of a complete plan of social security. 


It is of outstanding importance that to cope with 
the serious wastage caused by the comparatively low 
standard of national health in Canada and to protect 
those with smaller incomes from the ravages of 
avoidable illness, immediate action is necessary to 
bring into effect the objectives of the proposed 
Health Insurance Act. 


It is recognized that provincial governments are 
reluctant to surrender control over fields of activity 
in which they have become even partially entrenched 
and in the report of the Sirois Commission there 
is evident desire to meet this circumstance in the 
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recommendation that health insurance and relate 
matters might be left to provincial administration, 

If the Government, therefore, with the knowledge 
at their command, decided that the inauguration | 
an exclusively national scheme would entail long 
delay, then the only alternative may be ‘along the 
lines of provincial assistance upon which the pro- 
posals under review are based. If this course is pro- 
ceeded with, then the following fundamental changes. 
are suggested in the proposed Act: . 


Comment on Draft Act Respecting 
National Health Insurance 3 
The whole measure is founded on practically com- 
plete control being placed in the hands of the medi al 
profession and as drawn would result in its being | 
operated primarily for the benefit of the medical 
profession instead of for insured persons. 


Section 3.—We have already set forth our views for 
preference for a national scheme instead of for co- 
ordinated provincial status as provided for in this | 
section. £ 


rT | 
Section 5.—There appears to be an absence of any 
provision to enforce upon the provinces acceptance of. | 
any subsequent amendments to the national act as 


this section confines itself entirely to methods of 


| 
| 


| 


approval of changes made in provincial statutes. It | 
will be recalled that difficulties of this kind arose in | 


respect to the Industrial Disputes Investigation Act 
after the provinces had enacted enabling legislation 
to give effect to the Dominion Act. ; 


Section 8.—The provision that persons would not _ 
be covered by the act whose income is in excess of 
$2,400.00 per year sets too low the maximum of — 
earnings. Evidence of this is provided by the difficul- 4 
ties now being met in the administration of the 


Unemployment Insurance Act. i 


§ 

Section 14.—The object of this section appears to — 
be to provide free education for physicians and is — 
foreign to the principles of the act which is to provid 
protection for citizens with low incomes. 


Section 18.—This places too much power in th | 
hands of one person. It also seems unnecessary to 
provide that the one holding office should be a 


* 


physician. These duties would be better carried out — 


“ This submission was based on the First Draft of the Health Insurance Bill. ® | 
G 


i 


os 


= 


“7 

a : 
4 

* 


either by a small commission on which those who pay 
for the insurance would be adequately represented or, 
if placed in the hands of a director, then his power 
to act, especially in regard to making recommenda- 
tions regarding the operation of the Act, should be 
prescribed by being subject to the advice of an 
advisory board. This method is incorporated in the 
‘Unemployment Insurance Act even though that Act 
is administered by a joint commission. 


Section 19.—This is entirely unsatisfactory. Not 
only does it enumerate the numbers of medical men 
who shall constitute the Dominion Council, but to 
make sure that the control shall rest with them, it is 
provided “that the majority of the members shall be 
licensed medical practitioners in good standing.” We 
presume “in good standing” means only those who 
comply with all the dictates of the medical associa- 
tion, and thus passes over to the body powers which 
‘should remain with government authority. In our 
view those who pay the contributions should control 
this Council both in numbers and in every other way. 


Section 22.—This should be safeguarded by an addi- 
_tion that such regulations should be on the recom- 
-mendation of the Dominion Council or Advisory 


Board. 


| Omission—There appears to be no provision for 
Dominion authority to ensure that all employees 
under the Act shall comply with a national standard 
of qualifications before being appointed to their posi- 
tions by the Provincial Governments. This is im- 
‘portant if the standard of administration and service 


is to be maintained. 


Comments on Schedule ‘‘A’’ 


A Health Insurance Act for Adoption 
by the Provinces 


Section 2.—In the definitions of Dentist, Pharma- 
cist, Physician, and by inference, Specialist, only 


those in good standing with their respective associa- 


tions are to be recognized. This ‘closed shop’ provi- 
sion precludes entirely the possibility of the use of 
any other method of treatment such as manipulative 
services unless, and until, it receives the approval of 


these designated authorities. Any method of treat- 


_ ment which has proved its value to the satisfaction of 


a Dominion Council or Advisory Board, controlled 
by the contributors, should be made available for the 
improvement of the health of the insured. The 
designation ‘qualified’ should be substituted for ‘in 


_ good standing’. 


Section 4.—Mention has previously been made 
that $2,400.00 is too low maximum earnings. This 
should be materially raised. 


36 
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Section 15 to 22 inclusiwe:—These sections deal 
with benefits and the treatment to be provided. 
We make no comment on these at this time as we 
recognize careful examination would be necessary as 
to the cost which provision of these or further 
benefits would place upon the insured persons, 
employers and government. 

One serious omission is the lack of any payment 
to the beneficiary while absent from work. With the 
introduction of Unemployment Insurance, difficulties 
might easily arise unless some similar payments for 
loss of earnings through illness can be given. In any 
event it would need the closest collaboration between 
the administration of the Unemployment Insurance 
and of the Health Insurance. 


Section 23.—The basis of payment to physicians, 
specialists and others provided in this section is on a 
basis which is liable to incite increase in the volume 
of illness. The more cases treated and the longer 
treatment lasts would increase the income of those 
paid on a fee basis. Payments should be wherever 
possible on a salary basis and in all other cases on a 
per capita basis. 


Section 24.—The last paragraph of this section 
again places full control in the hands of professional 
associations on matters which should be left entirely 
to the decision of the Minister as to the method to 
pursue to establish the facts in the case of suspension 
or dismissal of any person charged with the violation 
of any section of the act or its regulations. It is 
presumed that if the violator was a member of a 
trade union it is the intention to leave decision in 
his case to the union of which he is a member, but 
even were that so, it would be just as wrong in prin- 
ciple as leaving decisions to the organizations of the 
professional classes. 


Sections 27, 30, 31 and 32.—All these place control 
in the hands of the medical and similar professional 
associations and the same objection obtains in respect 
to this as those set forth in respect to Sections 18 and 
19 of the main act. 


Conclusion 


In view of the above objections, we would respect- 
fully urge that the Act should be entirely reconsti- 
tuted to take control away from the medical profes- 
sion and place its administration in the hands of the 
contributors. Desirable as it is that health insurance 
should be proceeded with promptly, it is equally 
important that in any measure that might be enacted, 
the interests of the great mass of those whose health 
it is aimed to protect should predominate and that 
the interest of others paid to render service necessary 
for this purpose should be of secondary importance. 
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APPENDIX A 


Countries with Schemes of National Health Insurance in 1942 


Voluntary 


Australia (1888) 
Belgium (1851) 
Bolivia 


Finland (1897) 


Iceland (1911) 

Spain (1887) 

Sweden (1891) 

Union of South Africa (1892) 
Uruguay -e 


Compulsory 


Austria (1888) 

Brazil (1931) 

Bulgaria (1918) 

Chile (1924) 

Costa Rica (1941) 
Czechoslovakia (1919) 
Denmark (1933) 
Ecuador 

Eire (1911) 

Esthonia (1917) 


(with dates when schemes established) 


France (1930) 
Germany (1883) 
Great Britain and Northern Ireland (1911) 
Greece (1922) 
Hungary (1891) 
Italy (1925) 

Japan (1922) 
Latvia (1922) 
Lithuania (1925) 
Luxemburg (1901) 
Mexico (1942) 
Netherlands (1925) 
New Zealand (1938) 
Norway (1909) 
Panama (1941) 
Peru (1936) 

Poland (1920) 
Portugal (1919) 
Rumania (1912) 
Switzerland (1911) 
Union of Soviet Socialist Republics (1911 & 1922) 
Venezuela (1940) 
Yugoslavia (1922) 
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APPENDIX C 


Country Monetary Approx. Value in 
Umit Canadian Funds 
Australia pound $3 . 20 
Austria schilling 18 
Belgium belga my 
franc .083 
Bolivia boliviano 62 
Brazil milreis 05 
Bulgaria lev 01 
Chile peso 16 
Colombia peso 57 
Costa Rica colon 06 
Czechoslovakia kruna 04 
Denmark krone 22 
Ecuador sucre 06 
Eire pound 4.86 
Finland mark 02 
France franc 06 
Germany reichsmark 40 
Great Britain pound 4.86 
Greece drachma 066 
Hungary pengo .20 
Iceland krona 20 
Italy lira 05 
Japan yen 28 
Luxemburg franc 2) 
Mexico pesos 20 
Netherlands guilder (florin) 55 
New Zealand pound 8.25 
Norway krone 25 
Peru sol 155 
Poland zloty 18 
Portugal escudo 04 
Rumania lei 007 
Spain peseta .12 
Sweden krona 25 
Switzerland franc 28 
Union of South Africa pound 4, 86 
U.S.S.R. ruble 
Uruguay peso 44 
Venezuela bolivar 28 
dinar 02 


Yugoslavia 
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PENDIX E 
RELATIONSHIP BETWEEN ECONOMIC LEVEL AND MEDICAL CARE 
1 
DISABLING ILLNESSES* PER 1,000 PERSONS 
INCOME zs 100 200 


Wu5$'wwttb 


ety: VXZCHHHWHVW@7™”z 


ANNUAL DAYS OF DISABILITY* PER PERSON 
. 5 10 15 


RELIEF 


NON-RELIEF 
Under $1,000 


1,000-2,000 


INCOME 


sett ls)” 1 eae 
WMMMMMMMM]7/| /1]Z?!?™"$ldaig 


RELIEF 


NON-RELIEF 
Under $1,000 


1,000-2,000 


* From Illnesses Disabling ! 
For One Week or Longer. & te Me Ree 
SICKNESS ECONOMIC STATU: 


than the rich and their illnesses ast longer 
, Bulletin 2, U.S. Public Health Service, 1 
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APPENDIX E 
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SOURCE: REV. INTERNAT. DE MED. PROFESS. ET SOCIALE 5:109 (MAY 1932; 
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The General Conference of the International 
Labour Organization of the League of Nations, 


Having been convened at Geneva by the 
Governing Body of the International Labour 
Office, and having met in its Tenth Session on 
25 May, 1927, and 


| met Having decided upon the adoption of cer- 
tain proposals with regard to the principles of 
sickness insurance, the first item on the Agenda 
of the Session, and 

Having determined that these proposals 
should take the form of a recommendation, 


adopts this fifteenth day of June of the year one 
thousand nine hundred and twenty-seven, the follow- 
ing Recommendation, to be submitted to the Mem- 
bers of the International Labour Organization for 
consideration with a view to effect being given to it 
by national legislation or otherwise, in accordance 
with the provisions of Part XIII of the Treaty of 
Versailles and of the corresponding Parts of the 
other Treaties of Peace: 


Whereas the maintenance of a healthy and 
vigorous labour supply is of capital importance 
not only: for the workers themselves, but also for 
communities which desire to develop their pro- 
ductive capacity; and 

Whereas this development is only attain- 
able by constantly and systematically applying 
provident measures to obviate or make good any 
loss of the workers’ productive efficiency, and 

Whereas the best provident measure for 
these purposes is to establish a system of social 
insurance which confers clearly defined rights 
on the persons to whom it applies; 

Therefore the General Conference of the 
International Labour Organization, 

b Having adopted Draft Conventions con- 
cerning, of the one part, sickness insurance for 
workers in industry and commerce and domestic 
servants, and, of the other part, sickness insur- 
ance for agricultural workers, drafts which lay 
down minimum conditions which must be com- 
plied with from the beginning by every system 
of sickness insurance, and 


P, APPENDIX G 


General Principles of Health Insurance of the 
International Labour Office 


| (Recommendation concerning the general principles of sickness insurance, Geneva, May 25-June 16, 1927.) 


Considering that, in order to put the experi- 
ence already gained at the disposal of the Mem- 
bers with a view to assisting them in the insti- 
tution or completion of their sickness insurance 
services, it is desirable to indicate a number of 
the general principles which practice shows to 
be the best calculated to promote a just, effective 
and appropriate organization of sickness insur- 
ance, 

Recommends that each Member should 
take the following principles and rules into 
consideration: 


I. Scope of Application 


1. Sickness insurance should include within its 
scope, without discrimination: as to age or sex, every 
person who performs work by way of his occupation 
and under a contract of service or apprenticeship. 


2. If, however, it is considered desirable to fix 
age-limits by reason of the fact that workers above 
or below such limits are already protected by law or 
otherwise, such limits should not apply to young 
persons who cannot normally be considered as de- 
pendent upon their family or to workers who have 
not reached the old-age pension age; and 


If exceptions are made in respect of workers whose 
earnings or income exceed a specified amount, such 
exceptions should only apply to workers whose earn- 
ings or income are such that they may reasonably be 
expected to make their own provision for sickness. 


II. Benefits 
A. Cash Benefits: 


3. In order to secure that an insured person who is 
rendered incapable of work by sickness may recover 
his health as early as possible, the cash benefit repre- 
senting compensation for lost wages should be 
adequate. 


For this purpose the statutory scale of benefit 
should ordinarily be fixed in relation to the normal 
wage which is taken into account for the purposes 
of compulsory insurance, and should be a substantial 
proportion of such wage, regard being had to family 
responsibilities; but in countries where the workers 
have adequate facilities, of which they are accus- 


tomed to take advantage to procure for themselves 
additional benefits by other means, a uniform scale 
of benefit may be appropriate. 


4. The statutory benefit should be paid for at least 
the first twenty-six weeks of incapacity as from and 
including the first day for which benefit is payable; 
nevertheless, the period for which benefit is payable 
should be increased to one year in cases of serious 
and chronic illness and for insured persons who will 
not receive any invalidity benefit on the expiry of 
their right to sickness benefit. 


5. An insurance institution which can show that 
it is in a sound financial position should be author- 
ized: 


(a) To increase the statutory scale of benefit 
up to specified amounts either for all in- 
sured persons or for certain groups of the 
same, in particular insured persons with 
family responsibilities; 


(b) To prolong the statutory period during 
which benefit is payable. 


6. In countries where burial expenses are not, cus- 
tomarily or by law, covered by some other insurance, 
sickness insurance institutions should, on the death 
of an insured person, pay a benefit in respect of the 
cost of decent burial; they should also be empowered 
to pay such a benefit in respect of the burial expenses 
of the insured person’s dependants. 


B. Benefits in Kind: 


7. Treatment by a fully qualified doctor and the 
supply of proper and sufficient medicines and appli- 
ances should be granted to an insured person from 
the beginning of his illness and for so long as the 
state of his health requires it; the insured person 
should be entitled to these benefits free of charge 
from the beginning of his illness and at least until 
the expiry of the period prescribed for the grant 
of sickness benefit. 


8. In addition to treatment by a fully qualified 
doctor and the supply of proper and sufficient medi- 
cines and appliances, there should be available for 
the insured person, as and when local and financial 
conditions admit, facilities for specialist services, as 
well as dental treatment, and for treatment in 
hospital, where his family circumstances necessitate 
it or his illness requires a mode of treatment which 
can only be given in hospital. 


9. While an insured person is maintained in hos- 
pital, the insurance institution should pay to his 
dependants the whole or a part of the sickness benefit 
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which would have been payable to him had he 1 n¢ 
been so maintained. 


10. With a view to ensuring good conditions foy 
the maintenance in health of the insured person an 
his family, members of the insured person’s famih 
living in his home and dependent upon him shoulc 
be furnished with medical benefit, as and when i 
may be possible and practicable to do so. 


11. Insurance institutions should be empowere 
to avail themselves, on equitable conditions, of the 
services of such doctors as they need. 


In urban centres, and within specified geographical 
limits, an insured person should be entitled to cho 
a doctor from among those at the disposal of 1 
insurance institution, unless this would involve con 
siderable extra expense to the institution. 


C. Sickness Prevention: 


12. As most diseases can be prevented, an ale 
policy of prevention is calculated to avert loss 
productive efficiency, to render available for othe 
purposes the financial resources which are absorbed — 
by avoidable illness, and to promote the material 
intellectual and moral well-being of the community 


Sickness insurance should assist in inculcating the 
practice of the rules of hygiene among the workers 
It should give preventive treatment and grant the 
same to as large a number of individuals as possible 
as soon as the premonitory symptoms of disease 
appear. It should be capable of contributing towards 
the prevention of the spread of disease and the i m- 
provement of the national health, in pursuance of 
a general policy co-ordinating all the various activi- 
ties towards these ends. 


Ill. Organization of Insurance 


13. Insurance institutions should be administered, 
under the supervision of the competent publi 
authority, in accordance with the principles of self-_ 
government, and shall not be carried on for profit. a 
The insured persons being those who are the most 
directly interested in the working of the insurance 
scheme should, through elected representatives, have 
an important part in the management of the insur-_ 
ance system. 


14. A good organization of medical benefit and, | 
in particular, the efficient provision and utilisation - 
of medical equipment embodying the results of 
scientific progress can be most easily secured ~ aaa og 
in certain special cireumstances—by concentratin ng 
action on a territorial basis. 


. IV. Financial Resources 


15. The financial resources for the insurance 
scheme should be provided by contributions from 
the insured persons and contributions from employers. 
The provision thus jointly made can be supplemented 
to advantage by contributions from public funds, 
especially for the purpose of improving the health 
of the people. 


With a view to securing the stability of the insur- 
ance system, reserve funds, appropriate to the 
seculiar circumstances of the system, should be 
sonstituted. 


V. Settlement of Disputes 


16. With a view to their being settled rapidly and 
nexpensively, disputes as to benefits between insured 
dersons and insurance institutions should be referred 
0 special tribunals, the members of which include 
udges or assessors who are specially cognisant of the 
durposes of insurance and the needs of insured 
persons. 
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VI. Exception for Sparsely Populated 
Territories 


17. States which, by reason of the small density 
of their population or of the inadequacy of the means 
of communication, cannot organize sickness insur- 
ance in certain parts of their territory should: 


(a) Establish in such parts of their territory a 
sanitary service adequate to the local 
conditions; 


(b) Examine periodically whether the conditions 
required for the introduction of compulsory 
sickness insurance in the parts of their 
territory previously excepted from the 
compulsory scheme are fulfilled. 


VII. Seamen and Sea Fishermen 


18. This Recommendation shall not apply to 
seamen and sea fishermen. 


APPENDIX H 


Resolution on Aims and Functions of Social Insurance 


(Adopted by the Second Labour Conference of the American States which are Members of the 
International Labour Organization, Havana, Cuba, December, 1939.) 


The second Labour Conference of the American 
States which are Members of the International 
Labour Organization: 


Considering that the moral and material welfare 
of national communities and the full development of 
their economic resources and of their physical and 
mental potentialities cannot be attained unless the 
security of health and livelihood of the workers is 
organized ; 


Convinced that compulsory social insurance is the 
most rational and efficient means of providing the 
workers with the security of health and livelihood 
to which they are entitled; 


Desiring to contribute to the development and 
general extension of social insurance in the American 
States, which are all concerned to increase their pro- 
duction, and to raise the standard of living and 
biological value of their workers in town and country; 


Expressing the common will of the American States 
to achieve justice and social progress, and inspired 
by the social insurance regulations established by 
the International Labour Organization on the basis 
of an experience already lengthy and carefully tested ; 


Adopts the following resolution, in order to give 
expression to the needs and aspirations of the 
American States, and to promote the rapid and 
sound development of a well-directed system of 
social insurance. 


Aims and Functions of Social Insurance 


(1) Social insurance schemes, which must make 
the most rational and economical use of the resources 
at their disposal, are called upon: 


(a) to organize the prevention of such contin- 
gencies as sickness, invalidity and industrial 
accidents, the occurrence of which deprives 
the worker of his earning capacity and 
means of subsistence, causes suffering and 
loss to the worker and his family, and 
diminishes the productivity of the com- 
munity. 


to restore as quickly and fully as possible 
the working capacity lost or reduced by 


(0) 
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reason of sickness or accident, and to facili. 
tate the accomplishment of the function of 
maternity, essential both biologically and 
socially ; 


AG. 


(c) to supply the means of subsistence ne 
sary in case of cessation or interruption of 
gainful activity as the result of sickness or 
accident, temporary or permanent invali 
dity, unemployment, old age, and prema- 
ture death of the breadwinner. f 


(2) As against other methods of collective pro- 
vision, such as social assistance or schemes of non- 
contributory pensions, financed entirely out of 
public funds (which may, however, be the only feas- 


pulsory social insurance offers substantial advan 
tages: 


whom a contribution is required, both 
materially and morally in the protection 0! 
their health and their working capacity, 


(b) it implies the establishment of autonomous 
insurance institutions, dedicated solely to 
the organization of prevention and the ser- 


vice of medical and cash benefits; 


it grants benefits in virtue of definite rights, 
and thus preserves the self-respect of 
beneficiary, who is secured against arbit 
decisions on the part of the body responsibl 
for awarding benefits; 


(c) 


it guarantees the payment of benefits by 
the assignment of specific resources, and 
distributing the cost over long periods 
accordance with the rules of actuarial 
science. 


(d) 


(3) Health security calls for the application of a 
co-ordinated system of benefits in kind designed to 
make available to insured persons and their fam 
the resources of modern medicine for the preserva 
of their health, and for the detection and treat 
of disease in its earliest stages. For this purpose tl 
insurance scheme must grant the following ben 
in so far as they are not provided by a public me 
service which is generally accessible: general me 


i 
a 
G 


sare, supply of medicines and curative appliances; 
necessary surgical operations and services of spe- 
jalists; assistance at confinement; dental treatment; 
necessary facilities for treatment in hospitals and 
surative establishments. 


While providing efficient care for the individual, 
nsurance schemes must, in the interests of the group 
which they serve, share in the campaign against 
jiseases which are particularly frequent in the in- 
sured population, and which cannot be combated or 
srevented by medical treatment alone, but call for 
systematic preventive action combined with medical 
and social measures. Insurance schemes participate 
ikewise in general preventive measures, and contri- 


bute to the improvement of the housing conditions 
of the insured population. 


(4) The cash benefits of insurance schemes secure 
the maintenance of the insured person and his family 
in case of incapacity for work resulting from sickness 
or accident, and in the case of unemployment. In 
order to increase the economic security of the work- 
ers, it is necessary to institute, for the invalid and 
aged, and for widows and orphans, pensions which 
take account of the ordinary standard of living and 
of the family responsibilities of the pensioners, and 
which may not, in any case, fall below a prescribed 
minimum. 


APPENDIX I 


Resolutions of the Fifth International Conference of National 
Associations of Health Insurance Funds and Mutual Aid Societies 


(September 1933) 


General Resolution 


The Fifth Meeting of the International Confer- 
ence, having approved the report of the Chairman 
of the International Committee on its work and 
having noted the views expressed by the accredited 
representatives of health insurance schemes in 
various countries, 


(1) Reiterates its unaltered belief in the principle 
of compulsory insurance, which is the only sound 
basis for a completely effective social insurance 
system, able to survive any test, in all circumstances 
and for workers in every occupation; 


(2) Expresses the opinion that even the best 
health insurance schemes to be met with in any 
country at present guarantee only a minimum sub- 
sistence level by their cash benefits and a minimum 
of medical protection by their curative and preven- 
tive measures, and therefore emphasises the danger 
of any restriction of the basic benefits; 


(3) Stresses the capital importance of social insur- 
ance, more especially in times of economic depres- 
sion which lead to a decline in the general standard 
of living and a reduction in the physical resistance 
and the purchasing power of insured persons and 
their families; 


(4) Emphasises the urgent social and economic 
necessity for maintaining the insured status of 
workers who have become unemployed, and requests 
the public authorities to provide financial assistance 
to enable the rights of workers who have long been 
out of employment to be guaranteed; 


(5) Notes the withdrawal of the German National 
Federation of Health Insurance Funds by decision 
of the Government Commissioner appointed to 
manage the Association after the former autono- 
mous bodies had been dissolved; 


(6) Decides to prosecute more intensively its 
efforts to defend and develop social insurance by 
tightening the bonds between those federations and 
institutions in every country which, by word and 
deed, are serving the cause of international colla- 
boration and understanding. 


The Position of Medical Practitioners. 
Under Health Insurance 


Responsibility for the Organization of Benefits % 
kind. (1) The Conference is of the opinion t 
insured persons should receive adequate and app 
priate curative and preventive treatment free 
charge, subject to the possibility of their being 
quired to bear a fraction of the medical expen: 
When the legislation holds the insurance fun 
responsible for the quality and extent of the medi 
treatment, the funds should themselves organize ¢ 
provide medical benefits in kind. 


(2) The Conference confirms its view that th 
insurance should cover the sickness risk as co 
pletely and as economically as possible. The grea 
majority of the federations and institutions affiliate 
to the Conference further believe that this can bes 
be achieved by making the insurance funds respon- 
sible for the provision of medical benefits in kind. — 


Qualifications of doctors attending insured persons 
(3) The grant of benefits in cash and in kind depenc 
on the doctor in attendance, who must often poss 
very wide and highly specialized knowledge in orde 
to be able to decide on applications for benefits and 
determine whether the worker is incapacitated fot 
employment. He must therefore have a certain ex- 
perience of his profession so as to be in a position to 
fulfil the special duties devolving on him. 


(4) Wherever the insurance funds are empowered 
to exercise discretion in the recognition of medi 
practitioners they ‘should have the right to dema 
that recognition be made dependent on at least o 
year’s hospital experience, and one year’s experien 
in general practice. Special regulations should 
drawn up defining the training required for appoin 
ment as confidential medical consultant, chief medi- 
cal officer or specialist. 


Selection of doctors to attend insured persons. (5) The 
Conference, believing that the selection of doctors to 
attend insured persons must depend not only on 
considerations of maximum efficiency but also on 
other factors varying from country to country, such 
as the mentality of the population and more par- 
ticularly of the insured population, the financial 
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dilation of the health insurance scheme, the com- 
parative strength of the interests involved, etc., 
considers it wiser, for the time being at least; to 
refrain from Bying down binding international mules 
on this subject. 


(6) Nevertheless, a large number of the affiliated 
federations and institutions which are obliged to 
srovide benefits in kind are of the opinion that the 
est system, in view of the collective nature of social 
nsurance, is for the funds to select the doctors called 
ipon to attend insured persons. 


Contracts with medical practitioners. (7) The Con- 
erence considers that the medical service provided 
yy health insurance cannot be adequately guaranteed 
ave by long-term agreements between doctors and 
nsurance funds, these agreements being freely 
lrawn up by the parties concerned. 


Such negotiations being more successful if carried 
hrough in the general interest and not for the benefit 
f any single fund or individual practitioner, the 
Jonference recommends that the relations between 
unds and doctors should be governed by collective 
greements between associations of funds and 
rganizations of the medical profession, subject to 
oe to meet local conditions. 


(8) When it proves impossible to conclude such 
eenénis because of differences of opinion, and 
rhen the medical service is not in the hands of 
octors acting as officials of the insurance funds, the 
ands should have legal power to substitute specified 
4 benefits for benefits in kind. 


Treatment of insured persons. (9) The doctor in 
ttendance must be free to decide on the treatment 
f the patient, but this does not preclude the re- 
uirement that the treatment should be economical 
nd should not involve any useless expenditure on 
enefits in cash or in kind. 


(10) General rules should be laid down for 
a of treatment under social insurance. These 
ules should deal not only with prescriptions for 
rugs but also with every other method of treat- 
1ent, diagnosis, hospital care, rest cures, etc. They 
nould indicate treatments which are at once effec- 
e and economical. 
ee 


(11) To prescribe unnecessary drugs or treatment 
es the patient no good and is a source of loss to 
ie fund. Therefore it should be made legally com- 

ory for the doctor to follow the rules for econo- 
ical treatment, in the interest both of the social 
surance scheme and of the nation as a whole. The 
les should give practical hints on treatment, which 


will give the best results at the lowest cost. When 
two methods are of equal value, = doctor must 
choose the more economical. 


(12) The rules should be drawn up by representa- 
tives of the fund and of the doctors, with the help of 
expert pharmacists. 


(13) Patent medicines and proprietary drugs often 
increase the cost of treatment with no advantage to 
the patient. 


(14) Patent medicines should as a rule not be 
prescribed unless no substitute can be made up 
more cheaply from the pharmacopceia. Patent or 
proprietary medicines which have not been suffi- 
ciently tested or which merely contain well-known 
drugs in a new wrapping or whose composition is 
unknown should be excluded from use in social 
insurance. 


Since there are, however, proprietary medicines 
which have great therapeutic value and cannot be 
replaced, Governments should see that they are not 
sold at excessive prices. 


(15) The rules for prescribing patent or proprie- 
tary medicines should be drawn up by representa- 
tives of the funds and of doctors, with the help of 
expert pharmacists. 


(16) The Conference considers that no satisfactory 
solution of the problem of proprietary medicines can 
be reached until the official pharmacopceias have 
been entirely and radically revised and the manu- 
facture of drugs put under systematic supervision. 


Medical Certificates. (17) The medical attendant 
must be free to decide whether the insured person 
is or is not fit for work. Reasonable, carefully 
thought-out rules do not restrict this freedom, but 
help him in this most difficult and extremely respon- 
sible task. 


(18) These rules should define clearly the concept 
of incapacity for work for the purpose of social 
insurance, taking as a basis the wide experience of 
the insurance institutions. The commoner groups of 
diseases, such as tuberculosis, rheumatic troubles, 
etc., should be treated separately, as should also the 
main occupational subdivisions. The rules should 
indicate reliable scientific methods of detecting 
malingering. But they should also warn doctors of 
the danger of suspecting a malingerer in every case. 


(19) The Conference is of opinion that the best 
of rules can never be a substitute for experience, 
thorough examination and the investigation of each 
individual case in all its aspects. At the same time, 


rules are a useful and indispensable guide for be- 
ginners and also even for experienced practitioners. 


Professional secrecy. (20) The legal provisions 
concerning professional secrecy for doctors were 
drawn up in the interest of the patient and such 
protection must be fully afforded to insured persons. 
But long experience shows that the sense of responsi- 
bility and discretion imposed on the staffs of insur- 
ance funds are a sufficient guarantee for the insured 
person, even when the diagnosis is communicated 
to the fund. 


(21) Sickness insurance cannot fight against social 
diseases or prevent occupational diseases unless it 
has: knowledge of their causes, based on sound 
statistics. Unless the diagnosis is known to the 
insurance fund it cannot carry out this very import- 
ant part of its duties, nor can it prevent abuses and 
unreasonable demands for medical attendance. 


(22) The Conference considers that it would be 
desirable for every country to find suitable means 
and methods for giving the health insurance funds 
free access to information concerning diagnoses, so: 
that the provisions drawn up in the interest of the 
patient with regard to professional secrecy do not 
prove an obstacle to the building up of a really social 
health insurance scheme able to combat disease. 


(23) When the insurance scheme refunds the cost 
of treatment, the necessary information should be 
supplied to the medical services of the funds. 


(24) A diagnosis communicated to a fund should 
be accessible only to the officials and services to 
whom the knowledge is necessary in order to safe- 
guard the health and economic interests of the 
insured persons and the fund. The diagnosis should 
be communicated by means of symbols (figures). 


(25) The legislative provisions relating to profes- 
sional secrecy should apply to the staffs of insurance 
funds in the same way as to doctors, with severe 
punishments for breach of secrecy. In addition, 
officials who knowingly reveal professional secrets 
should be dismissed. 


Remuneration of medical practitioners. (26) In 
general health insurance schemes in which medical 
benefits are provided in kind by the funds, the sys- 
tem of remunerating the medical practitioner at a 
fixed rate per insured person is the most satisfactory 
in view of the collective nature of insurance. 


When circumstances permit, payment may well 
be made through the medical association. 
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(27) In countries where the law prescribes tha 
the cost of medical benefits shall be refunded by th 
funds, the rates which they have to pay and tt 
rates normally charged by the doctors engaging ii 
insurance work should coincide. de 


a 

Participation of insured persons im the cost a 
medical attendance and drugs. (28) The necessity for 
paying a share of the cost of medical treatment and 
drugs may inflict a grave wrong, more especially o1 
those insured persons who are in a particularly pre. 
carious financial situation, and may endanger thei 
proper treatment. For this reason the proportior 
payable by the insured person should be low. _ 


(29) No provision for such participation should 
made in countries where insurance is so organiz 
that overfrequent recourse to doctors and the i 
moderate use of pharmaceutical benefits are check 
by other means. 2, 


Supervision of the doctor. (30) There must be sys 
tematic supervision of the work of the medica 
practitioner; most of the supervision must be exer 
cised by the confidential medical adviser to the fund 


(31) Arbitration boards or committees should dea 
with disputes concerning the grant of benefits it 
cash or in kind. In countries which have adopted th: 
system of free choice, much of the supervision cai 
be left to the medical association concerned, but ever 
then the funds must necessarily have the assistanei 
of a confidential medical adviser who is an expert i 
such work. u 


(32) Supervision should be restricted to econom} 
in treatment and checking the existence and duratio1 
of incapacity for work, to the exclusion of all othe 
matters. The correctness of the diagnosis or the pla 
of treatment cannot be checked in every case 
the medical attendant, while exercising his purel 
medical functions, must be entirely free; he is an 
must remain wholly responsible for the treatment. 1 
in any particular case the process of supervisiol 
reveals some medical error which must be put “i 
in the interest of the patient, the matter must bi 
considered as a purely medical one to be settled by 
the doctors concerned to the exclusion of any othe 
person or body acting for the fund. =| 


Special training of doctors. (33) Every student 0 
medicine should receive systematic training in th 
aims and tasks of the insurance scheme and in th 
special duties of doctors attending insured patients 


a7 | 
us 
p- 


eeary ; but as such training is rarely given at 
universities, special courses are desirable in the 
interest both of the doctors and of the insured 
persons. 


_ (35) These courses should include at least the 
following points: (a) social legislation, with special 
reference to national and international social insur- 
ance; (b) the social causes of and prophylactic 
measures for combating social diseases, such as 
tuberculosis, alcoholism, infantile mortality, acute 
infectious diseases, etc.; (c) labour hygiene, occupa- 
tional diseases, industrial accidents, accident pre- 
vention and the protection of workers; (d) medical 
problems which are of special importance in health 
insurance work and are not adequately dealt with 
lat universities, more particularly economical methods 
of treatment and methods of proving malingering. 
Attention should also be devoted to certain selected 
aspects of the pathology, therapeutic treatment and 
prophylaxis of those diseases which are most wide- 
‘spread among workers. 


ie These courses will have no practical value 


ees combined with practical work. That means 


= visit specimens of healthy and unhealthy work- 


557 


places and have practice in prescribing economical 
drugs and determining carefully when a person is 
unfit for employment. 


(37) The funds must assist in the work of these 
courses through their experts and their most ex- 
perienced doctors; otherwise the courses cannot be 
really successful. 


(38) Supplementary courses of instruction are 
necessary and useful for health insurance work as for 
all other departments of medical work. They should 
be of short duration, so that doctors practising in 
country districts can easily attend. They should be 
held, so far as possible, concurrently with other 
refresher courses for doctors in university towns, 
so that the health insurance doctors can have an 
opportunity of bringing their knowledge up to date 
in other branches of their profession. The curriculum 
should cover, generally speaking, the latest progress 
in the four branches of training mentioned above as 
being of special importance for health insurance 
work. 


(39) The funds should collaborate as far as pos- 
sible with associations of doctors and with special 
faculties in the organization of these courses. They 
should help their doctors to attend by contributing 
to their expenses. They should also place their 
medical establishments and their specialists at the 
disposal of the organizers of the courses. 
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Male 


At 30 
Years 


*Vital Statistics—Special Reports, Vol. 9, No. 36, pages 345-461, May 2, 1940. 
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in area to the dot, and their populations are add:tional de surface proportionnée aux points, et leur population Quine 
to the dot distribution, The Greater Cities are repeated Sajoute a Ia distribution par points, Les Grandes Cités : 
below to facilitate comparison. sont répétées ci-dessous pour faciliter la comparaison. See 
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MAP OF CANADA. 
SHOWING 


PERCENTAGE OF HOSPITALIZATION OF LIVE BIRTHS 


BY PLACE OF OCCURRENCE, BY COUNTIES OR CENSUS DIVISIONS 
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